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MEDICAL  PROGRESS.* 

FRANK  T.  GOUAUX,  M.  D.f 
Lockport,  La. 

It  is  true  of  medicine,  as  it  is  of  law,  that 
it  is  engaged  in  attempting  to  remove  the 
reasons  for  its  own  existence.  As  the  desire 
for  justice  and  equity  grows,  and  the  social 
conscience  gains  in  strength,  the  law  is 
freed  to  take  up  new  and  larger  questions. 
So  when  we  come  to  the  domain  of  medicine, 
there  opens  for  us  a new  order  of  things 
with  our  progress  in  the  control  and  elim- 
ination of  disease. 

Back  of  all  the  diversified  interests  which 
engage  the  attention  of  a medical  society 
such,  as  this,  there  is  one  supreme  object, 
the  elevation  of  the  medical  profession  to  a 
higher  scientific  standard  for  increased  pub- 
lic usefulness.  Analysis  will  show  that  this 
object  concerns  the  public  more  than  it  does 
the  profession  of  medicine.  The  more 
highly  developed  the  attainments  of  the 
medical  profession,  the  more  benefits  it 
confers  upon  the  public  through  the  in- 
creased efficiency  of  its  individual  members. 
In  this  way  the  interests  of  the  profession 
and  of  the  laity  are  interwoven. 

From  the  days  of  Hippocrates  to  the  pres- 
ent, the  medical  profession  has  recognized 
its  duty  and  responsibility  to  the  public,  and 
in  the  fullest  sense  has  endeavored  to  meet 
them.  At  first  the  practitioner  rendered 
service  by  his  own  hands  to  the  sufferer, 
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combining  the  functions  of  physician,  sur- 
geon, nurse  and  pharmacist ; then,  with  the 
development  of  knowledge,  came  a separa- 
tion of  these  fields  of  work ; and  lastly  we 
have  arrived  at  the  cultivation  and  intensifi- 
cation of  the  possibilities  in  each  field;  but 
always  the  one  animating  object  is  service. 

For  the  physician  who  is  true  to  the  ideals 
and.  ethics  of  his  profession  there  is  always 
the  subordination  of  his  own  comfort,  of  his 
opportunities  for  wealth,  the  enjoyment  of 
leisure,  home  life  and  public  recognition  to 
the  need  of  serving  mankind ; and  in 
instances  without  number  life  itself  has 
been  sacrificed  in  order  to  extend  and 
broaden  knowledge  and  make  it  possible 
that  many  others  might  protect  and  prolong 
their  lives. 

No  practitioner  may  consistency  think 
or  say  these  things  of  himself;  but  if  they 
form  a part  of  the  noble  traditions  of  a 
profession  to  which  he  has  been  called:  if 
they  are  a part  and  parcel  of  the  characters 
of  his  brothers  in  that  profession,  then  he 
may  recognize  and  proclaim  them,  for  they 
are  not  only  his,  but  a portion  of  the  heri- 
tage of  al1  mankind. 

We,  the  practitioners  of  the  healing  art, 
are  the  heirs  of  a noble  past.  The  influence 
of  the  masters  of  medicine  still  survives, 
their  spirits  live.  Nothing  is  more  promin- 
ent in  the  lives  of  the  greatest  of  our  pred- 
ecessors than  the  influence  of  high  ideals 
of  human  service.  From  the  days  of  the 
grand  old  pagan  whom  we  call  the  Father 
of  Medicine,  and  whose  recognition  of  the 
ethical  and  spiritual  phase  of  his  profession 
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is  so  clearly  seen  in  the  oath  which  he  laid 
upon  his  followers,  to  the  great  authorities 
of  the  present  day,  we  can  trace  the  power 
of  the  one  controlling  idea  of  moral  obliga- 
tion to  the  race. 

“Happy  is  he,”  said  the  illustrous  Pas- 
teur, “who  carries  with  him  a God — an  ideal 
of  Beauty,  and  obeys  him;  an  ideal  of  art, 
an  ideal  of  science.”  And  if  we  are  to  have 
strength  for  our  work,  courage  and  hope  to 
cheer  us  for  our  long  conflict  with  all  vari- 
ous forms  of  disease,  we  must  bear  in  mind 
the  supreme  importance  of  high  ideals. 
Medical  progress  is  rapid  and  its  applica- 
tions are  numerous  and  beneficent.  To  be 
able  to  practice  a profession  in  which  the 
pursuit  of  truth  constantly  modifies  his  utili- 
tarian and  materialistic  activities  is  the 
physician’s  supreme  reward.  The  spirit  of 
medicine  is  scientific  and  open-minded  to- 
ward truth,  from  whatever  source  it  may 
come. 

Phenomenal  advances  in  the  physical  and 
biological  sciences  have  revolutionized  medi- 
cine, and  have  given  it  a definiteness  and 
breadth  of  scope  which  are  a monument  to 
organized  effort.  The  advance  of  medical 
science  during  the  past  two  hundred  years 
has  exceeded  the  progress  made  in  the  pre- 
ceding thousand  years,  due  primarily  to 
four  fundamental  discoveries — the  circula- 
tion of  the  blood,  the  existence  of  bacteria, 
antiseptic  surgery,  and  the  germ  theory  of 
disease. 

Harvey’s  discovery  of  the  circulation  of 
the  blood,  is  the  foundation  of  our  medical 
science  of  today.  Previous  to  his  time,  there 
was  no  definite  conception  of  the  manner  of 
distribution  of  the  blood.  Harvey  scientifi- 
cally proved  that  the  heart  activity  is  expel- 
lant  and  that  the  circulation  of  the  blood 
throughout  the  body  is  continuous.  Har- 
vey’s discovery  in  1628  was  supplemented 
by  that  of  Malpighi  of  Bologna,  who  in  1661 
detected  the  movements  of  the  red  blood  cor- 
puscles, and  by  that  of  Leeuwenhoek  of 
Delft,  who  in  1690  demonstrated  the  capil- 
laries. 


The  researches  of  Vieussens,  Haller, 
Heckel,  and  Scarpa;  the  separation  of  the 
cerebro-spinal  and  ganglionic  nervous  sys- 
tems by  Bichat;  the  treatise  by  Senac  in 
1749  on  the  action  and  diseases  of  the  heart; 
that  of  Avenbrugger  in  1761  on  percussion 
of  the  chest;  the  great  work  on  pathology 
by  Morgagni  in  1762;  the  recognition  of 
nerve  origins  of  the  ganglia,  and  of  different 
faculties  of  the  brain  by  Willis  and  others; 
the  writings  of  Sydenham  and  Huxham,  and 
the  discovery  of  vaccination  by  Jenner  in 
1790 — these  are  the  advances  which  ushered 
in  the  modern  period  of  medicine  and  sur- 
gery. 

The  investigations  of  Sir  Joseph  Lister, 
an  English  surgeon  born  in  1827,  suggested 
the  idea  that  putrefaction  and  other  fer- 
mentative processes  are  caused  by  living 
germs.  Lister’s  work  on  the  antiseptic  sys- 
tem began  in  1864,  his  first  publication  on 
the  subject  was  in  March  1867. 

From  this  idea  was  developed  the  more 
important  inference  that  the  failures  in 
operative  surgery  were  due  to  septic  or 
germ  infection,  and  that  if  these  operations 
could  be  performed  under  antiseptic  con- 
ditions, better  results  would  be  obtained. 
This  principle  has  revolutionized  surgery 
and  placed  mankind  under  a vast  debt  of 
gratitude  to  its  originator.  The  advance- 
ments in  this  branch  of  medicine  are  so 
numerous  and  so  spectacular  as  to  exceed 
the  bounds  of  a brief  sketch  of  medical 
progress. 

Pasteur’s  work  on  pathogenic  microbes 
which  was  begun  about  the  year  1854  inaug- 
urated the  theory  of  protective  inoculation 
against  infectious  diseases.  Later  on  he 
announced  the  results  of  his  studies  on 
rabies  and  anthrax.  During  the  same 
period,  Koch  introduced  a new  method  for 
the  isolation  and  pure  culture  of  bacteria 
which  is  essentially  the  same  as  that  in  use 
today. 

In  1874,  Ehrlich  improved  the  method  of 
staining  smears  which  had  been  worked 
out  by  Weigert  three  or  four  years  before. 
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This  led  the  way  to  the  study  of  a great 
number  of  micro-organisms,  and  became 
one  of  the  most  important  diagnostic  cri- 
teria in  the  practice  of  medicine.  As  a 
result  of  the  researches  of  Weigert  and 
Erlich,  the  spirillum  of  relapsing  fever  was 
discovered  by  Obermeir  in  1873,  and  the 
parasitic  amoeba  in  dysentery  by  Loesch  in 
1875.  In  the  same  year  Koch  succeeded  in 
growing  anthrax  bacilli  for  the  first  time 
in  artificial  media.  In  1879,  Neisser  an- 
nounced the  discovery  of  the  gonococcus. 
In  1880,  Pasteur  presented  his  monograph 
on  the  streptococcus  and  staphylococcus, 
which  he  had  isolated  for  the  first  time  two 
years  previously.  At  about  the  same  time, 
Eberth  described  the  typhoid  bacillus  as 
the  cause  of  typhoid  fever.  On  November 
6,  1880,  Laveran  discovered  the  plasmodium 
of  yellow  fever.  That  disease,  once  dreaded 
as  a scourge  of  mankind,  is  now  practi- 
cally obliterated. 

Most  important  of  the  discoveries  result- 
ing from  the  development  of  the  germ  the- 
ory of  disease,  and  one  which  attracted 
instant  and  widespread  attention  among  the 
laity  as  well  as  the  medical  profession,  was 
the  isolation  of  the  tubercle  bacillus  by 
Koch  in  1882.  In  1883,  Klebs  announced 
the  discovery  of  the  diphtheria  bacillus,  and 
its  casual  relation  to  diphtheria  was  demon- 
strated by  Loeffler  in  the  same  year.  The 
specific  germs  of  cholera  and  lockjaw  were 
discovered  in  1884,  that  of  bubonic  plague 
in  1894,  of  dysentery  in  1900,  and  of  syphi- 
lis in  1906. 

On  September  30,  1846,  Dr.  W.  T.  G. 
Morton,  a dentist  of  Boston,  employed  the 
vapor  of  ether  to  produce  general  anaes- 
thesia in  a case  of  tooth-extraction,  and 
thereafter  employed  it  in  cases  requiring 
surgical  operation  with  complete  success. 
This  great  achievement  marked  a new  era 
in  surgery.  The  news  of  the  discovery  was 
spread  abroad,  and  the  use  of  ether  as  an 
anaesthetic  soon  became  general. 

With  the  discovery  of  antiseptic  opera- 
tion, the  idea  was  formed  that  the  germ 
theory  of  disease  was  just  as  important  to 


medicine  as  to  surgery.  The  results  of  this 
deduction  need  no  review.  It  was  not  until 
1846  that  anyone  ever  had  the  opportunity 
of  studying  the  interior  of  a living  human 
body  in  normal  function. 

In  1851,  Helmholtz  invented  and  devel- 
oped the  opthalmoscope  and,  for  the  first 
time,  it  was  possible  to  see  the  interior  of 
the  human  eye,  which  reflects,  in  its 
changes,  the  conditions  of  organs  remote 
from  It.  This  discovery  was  ridiculed  by  the 
scientific  men  of  that  day  and  was  described 
as  “foolish  nonsense.”  The  invention  of  the 
sphygmanometer  likewise  was  greeted  with 
derision  and  was  called  irrelevant  and  use- 
less. The  clinical  thermometer  came  into 
use  in  1870  and  was  devoloped  by  Dr. 
Edouard  Seguin.  The  first  thermometers 
were  from  ten  inches  to  one  foot  in  length, 
being  carried  under  the  arm  like  a gun.  It 
took  five  minutes  for  them  to  register,  and 
then  they  had  to  be  read  during  the  actual 
process  of  taking  the  temperature,  as  there 
was  no  provision  for  keeping  the  thread  of 
mercury  at  its  highest  point. 

Local  anaesthesia  by  ether  spray  was 
introduced  by  Richardson  in  1886,  and  co- 
caine by  Anrep  and  Kohler  at  about  the 
same  time.  In  1885,  Dr.  Corning  described 
the  results  of  his  experience  in  spinal  anaes- 
thesia, and  six  years  later  Quincke  empha- 
sized the  importance  of  the  study  of  the 
cerebro-spinal  fluid  in  certain  local  and  sys- 
temic diseases.  The  work  of  Corning  and 
Quincke  led  to  the  development  by  Crile  of 
his  method  of  anoci-association,  which  for 
a short  period  was  widely  used.  Another 
noteworthy  contribution  to  practical  bac- 
teriology was  the  discovery  by  Widal  in 
1896  of  the  agglutination  test  for  typhoid 
fever,  upon  which  is  based  the  present-day 
differential  diagnosis  between  typhoid  and 
other  continued  fevers. 

Dr.  Charles  Finlay,  of  Havana,  as  early 
as  1881  had  propounded  the  theory  that 
mosquitoes  were  the  carriers  of  yellow  fever 
infection,  but  it  was  not  until  1900,  when 
an  American  commission  was  appointed  to 
investigate  the  subject,  consisting  of  Walter 
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Reed,  James  Carroll,  A.  Agramonte  and 
Lazear,  that  it  was  definitely  determined 
that  the  virus  of  yellow  fever  is  a parasite, 
requiring  an  alternate  passage  through  a 
vertebrate  and  an  insect  host.  As  a result 
of  this  discovery,  Cuba  was  made  safe  to 
the  traveler  and  the  completion  of  the  Pan- 
ama Canal  was  made  possible. 

Schaudinn’s  discovery  of  the  Treponema 
pallidum  in  1905,  and  Wassermanns  sero- 
diagnosis  of  syphilis  in  1907  were  epoch- 
making  in  their  effects  upon  the  practice  of 
medicine. 

Medical  science  owes  much  to  pathology 
for  valuable  contributions  to  its  progress 
within  the  past  fifty  years.  Physiology  has 
kept  pace  with  pathology  along  allied  lines, 
but  its  scope  is  wider,  as  it  invades  the 
domain  of  chemistry  to  some  extent.  This 
field  of  medical  research  has  made  more  con- 
tributions of  practical  value  than  perhaps 
any  other  with  the  exception  of  bacteri- 
ology. In  this  field  has  developed  the  know- 
ledge of  the  ductless  glands,  beginning  with 
the  discoveries  of  Brown-  Sequard  in  1891. 

Half  a century  ago,  Charcot  laid  the  foun- 
dations for  the  later  developments  in  the 
domain  of  psychoanalysis  by  his  studies  on 
hysteria.  In  the  present  generation,  Freud 
has  carried  this  branch  of  investigation  to 
the  point  of  practical  application.  The 
knowledge  of  the  histology  of  the  nervous 
system  is  attributable  to  Golgi’s  method  of 
staining,  brought  out  by  him  in  1873. 

The  new  physiology  has  centered  its 
attention  upon  the  brain  and  the  nervous 
system  and  the  part  played  by  internal 
secretion.  Localization  of  function  by  the 
neurologist  now  indicates  to  the  surgeon  the 
exact  site  of  the  disease,  tumor  or  injury. 
But,  more  than  that,  the  idea  of  the  prolon- 
gation or  duplication  of  the  brain  in  the 
form  of  the  spinal  cord,  nerves  and  sym- 
pathetic system  has  introduced  a more  com- 
prehensive view  of  what  is  termed  “ner- 
vous regulation.”  The  body  must  produce 
energy — the  heart  must  do  its  muscular 
work,  the  stomach  must  prepare  the  food 


for  digestion  and  absorption,  the  kidneys 
must  excrete,  and  the  lungs  must  respire. 
There  must,  therefore,  be  a generating  and 
regulating  station,  not  local  only,  but  gener- 
alized through  the  body.  Such  is  the  ner- 
vous system.  But  it  is  only  by  the  work  of 
Fritsch,  Hitzig,  and  Goltz,  of  Germany,  and 
the  labors  of  a group  of  English  physiolog- 
ists— including  Waller,  Hughlings,  Jackson, 
Ferrier,  Horsley,  Shafer,  and  Sherrington — 
that,  during  the  last  fifty  years,  the  brain 
has  been  differentiated,  the  principle  of 
nervous  regulation  demonstrated,  the  sov- 
ereignty of  function  in  the  body  confirmed, 
and  the  door  opened  into  the  vast,  almost 
unexplored  realm  of  psychological  medi- 
cine. 

In  the  eighties,  the  antipyretic  drugs 
were  given  to  the  profession,  and  the  mod- 
ern s’eep-producing  drugs,  of  which  trional 
and  sulphonal  are  examples,  were  intro- 
duced in  1893.  Novocain,  which  is  widely 
used,  was  discovered  by  Einhorn  in  1905. 
No  more  important  remedial  agent  has  been 
given  to  the  medical  profession  than  Ehr- 
lich’s salvarsan  in  1909,  which  has  done 
much  to  abate  the  terrors  of  syphilis. 

In  therapeutics,  the  most  noteworthy 
advance  was  the  gradual  substitution  of  the 
single  drug  prescription  for  the  old-time 
so-called  gunshot  prescription.  A very 
important  contribution  to  therapeutics  was 
the  introduction  of  Von  Behring’s  anti- 
diphtheria serum  in  1893.  Another  was  the 
introduction  of  anti-typhoid  innoculation. 

The  most  spectacular  of  all  modern  medi- 
cal discoveries  is  that  of  the  roentgen-ray 
which  Roentgen  announced  in  1895.  Not 
only  has  it  become  a useful  therapeutic 
agent,  but  it  holds  a commanding  position 
among  diagnostic  methods,  and  has  made 
possible  much  of  the  recent  progress  of  pre- 
centative  medicine.  Radium  was  discovered 
by  Mme.  Curie  in  1898,  three  years  after 
Roentgen’s  famous  announcement.  Like 
Roentgen’s  discovery  the  isolation  of  radium 
was  preceded  by  pertinent  investigations  by 
Becquerel,  Mme.  Curie  and  others.  Radium 
has  been  found  of  great  value  in  the  treat- 
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ment  of  many  diseases  and  thanks  to  recent 
investigations,  excellent  results  and  conser- 
vative writings  of  well  informed  and  scien- 
tific men,  radium  therapy  is  now  on  a safe 
foundation. 

Many  glands  and  collections  of  cells  which 
are  not  glands  have  been  found  to  pour  into 
the  blood  specific  secretions  termed  har- 
mones,  which,  circulating  in  the  blood 
stream,  support  metabolism,  and  integrate 
the  chemical  processes  of  the  body.  The 
results  of  the  application  of  this  knowledge 
seem  to  the  layman  little  short  of  miracu- 
lous. The  conversion  of  a stunted,  pot- 
bellied, slavering  cretin  into  a pretty, 
attractive,  normal  child  by  the  administra- 
tion of  thyroid  extract,  and  the  restoration 
of  health  to  a sufferer  from  Graves’  disease 
by  the  removal  of  the  same  element  present 
in  excess — these  are  therapeutic  process 
that  demonstrate  in  a spectacular  manner 
the  genius  of  modern  medicine. 

The  progress  of  Medical  Education  has 
also  been  consistent,  with  the  establishment 
of  higher  standards  in  the  medical  schools 
and  loftier  ideals  in  the  science  of  medi- 
cine. Among  the  medical  institutions, 
Tulane  University  stands  out  and  it  is  now 
considered  one  of  the  foremost  medical 
schools  in  this  and  other  countries.  The 
new  medical  building,  Hutchinson  Me- 
morial, now  in  course  of  construction  will 
give  Tulane  University  one  of  the  finest  and 
best  equipped  medical  school  buildings  in 
the  world  with  facilities  of  presenting  Lou- 
isiana with  a corps  of  physicians  as  well 
trained  as  anywhere  to  keep  the  health  of 
the  citizenry  of  this  state  safe. 

A necessary  development  in  the  scientific 
care  of  the  sick  was  the  advent  of  the 
trained  nurse  in  the  latter  part  of  the  nine- 
teenth century.  Nursing  as  a profession 
was  suggested  by  Dr.  Samuel  Gross  about 
sixty  years  ago,  and  shortly  thereafter,  on 
August  1,  1875,  the  first  training  school  for 
nurses  was  opened  at  Bellevue  Hospital, 
New  York  City.  It  would  be  difficult  to 
imagine  the  possibility  of  carrying  out  the 
modern  methods  of  caring  for  the  sick 


without  the  aid  of  the  great  body  of  earnest 
and  devoted  women  who  make  up  the  nurs- 
ing profession. 

In  its  inception,  medicine  directed  its 
efforts  toward  alleviating  disease  already 
manifested  in  the  individual,  but  with  the 
advancing  refinement  of  the  social  organiza- 
tion there  has  come  a development  of  inter- 
est on  the  part  of  the  community  in  guard- 
ing itself  against  ill  health  and  in  some 
measure  in  protecting  itself  against  the 
individual.  Thus  we  find  that  present-day 
medicine  has  passed  beyond  the  stage  of 
mere  palliation  or  correction  and  has  become 
a positive  or  constructive  agency  building 
along  new  lines  where  formerly  it  sought 
only  to  repair  or  protect.  Achievements  of 
the  science  and  art  of  medicine  which  made 
possible  modern  wonders  of  antiseptic  sur- 
gery are  now  succeeded  by  efforts  aimed  at 
the  complete  elimination  of  diseases,  as  in 
the  epoch-making  activity  of  the  Rocke- 
feller Foundation  in  the  eradication  of  yel- 
low fever.  At  the  close  of  the  year  1929, 
nine  cities  with  a population  of  more  than 

100.000  each  reported  a year  free  from 
deaths  from  typhoid  fever.  Forty-five 
other  cities  had  typhoid  death  rates  below 

2.0  per  100,000.  It  was  announced  at  the 
same  time  that  the  declining  death  rate 
from  tuberculosis  since  1900  has  resulted  in 
the  saving  of  an  average  of  140,000  lives 
annually. 

In  the  latter  part  of  January  of  the  pres- 
ent year  the  announcement  came  from 
the  University  of  Chicago  that  after  six 
years  of  research,  Prof.  Isador  S.  Falk  had 
succeeded  in  isolating  the  specific  germ  of 
influenza  which  had  been  responsible  for 
millions  of  deaths  during  and  since  the 
World  War.  This  news  may  be  premature, 
it  is  not  established  knowledge.  During 
1929,  Dr.  Wardner  D.  Ayer  treated  126 
cases  of  infantile  paralysis  with  a newly 
developed  serum,  with  remarkable  results. 

This  brief  glance  at  some  of  the  more  out- 
standing discoveries  that  have  marked  the 
progress  of  medical  science  during  the  past 
century  gives  occasion  to  look  with  encour- 
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agement  toward  the  future,  rich  with  the 
promise  of  developments  that  will  progres- 
sively lessen  disease  and  its  resultant  evils, 
poverty,  crime,  wretchedness  and  despair. 

Despite  the  vast  strides  that  have  been 
made  within  recent  years,  much  remains  to 
be  done  and  many  pressing  problems  await 
the  energy  and  perseverance  of  the  medical 
research  worker  and  practitioner.  Among 
these  may  be  mentioned  the  discovery  of 
the  cause  of  cancer;  a more  perfect  control 
of  tuberculosis,  leading  to  its  ultimate  eradi- 
cation ; the  ultimate  elimination  of  venereal 
diseases  through  compulsory  registration; 
a more  accurate  knowledge  of  the  etiology, 
pathology  and  care  of  epilepsy,  and  the 
relief  of  and  ultimate  prevention  of  nutri- 
tional diseases  through  a more  perfect 
knowledge  of  dietetics  and  hygiene  on  the 
part  of  physicians  and  the  public. 

The  sickle  of  death  still  comes  too  early; 
pandemics  continue  to  be  fateful;  there  is 
a vast  mass  of  suffering,  invalidism  and 
disablement  which  is  preventable ; the  capa- 
city and  well-being  of  the  human  species 
falls  far  short  of  its  potentiality — these  are 
the  fields  of  the  future  which  are  white  unto 
the  harvest.  Yet  in  the  struggle  between 
knowledge  and  ignorance,  science  and 
superstition,  medicine  will  continue  to  lead 
the  way,  and  you,  as  its  standard  bearers, 
are  serving  your  communities  with  a full 
measure  of  devotion. 

The  development  of  medicine  must  be 
preceded  by  scientific  discovery,  since  medi- 
cine consists  in  an  application  of  these  dis- 
coveries. It  follows  that  the  highest  duty  of 
the  medical  man  is  to  make  contributions 
to  scientific  progress.  To  medicine  is  prof- 
fered the  honor  of  universal  recognition  as 
the  highest  calling  whose  motto  is  “I  serve.” 
The  day  for  American  leadership  in  this 
great  science  has  dawned,  and  with  it  the 
opportunity  to  every  earnest  practitioner 
to  carry  its  development  to  heights  never 
before  reached. 


THE  MEDICAL  PROFESSION  AND 
THE  PUBLIC.* 

W.  C.  RAPPLEYE,  M.  D.f 
New  Haven,  Conn. 

The  public  has  become  health  conscious. 
It  is  eager  and  impatient  for  the  benefits 
of  modern  medical  science.  Business  men, 
economists,  sociologists,  journalists  and 
physicians  have  been  contributing  their 
opinions  and  criticisms  of  hospitals,  nurs- 
ing and  medical  practice.  The  cost  of 
medical  care  is  the  particular  item  under 
public  discussion  at  the  moment.  Judging 
from  the  volume  and  character  of  that  dis- 
cussion, one  would  suppose  that  we  are  to 
witness  a radical  readjustment  of  medical 
services,  possibly  without  due  regard  for 
the  essential  character  of  medical  practice. 
It  is  obvious  that  methods  must  be  devised 
and  previous  ideas  of  medical  care  ad- 
justed if  necessary  to  meet  present  condi- 
tions in  order  to  mobilize  the  enormous 
body  of  current  scientific  knowledge  for 
the  benefit  of  the  individual  and  the  com- 
munity. In  reality,  the  medical,  hospital 
and  nursing  professions  are  aware  of  the 
problems  and  are  gradually  moulding 
themselves  to  meet  present  needs. 

Physical  and  mental  health  are  our 
greatest  national  asset.  Studies  have  been 
shown  quite  clearly,  for  example,  that  ill- 
health  and  its  effects  are  one  of  the  major 
causes  of  waste  in  industry.  The  pros- 
perity and  happiness  of  the  population  are 
largely  dependent  upon  physical  and  men- 
tal vigor.  No  one  argues  the  point  that 
every  man,  woman  and  child  should  have 
the  benefits  of  modern  knowledge  of  the 
diagnosis,  treatment  and  prevention  of  dis- 
ease. The  problem  is  to  devise  ways  and 
means  of  making  that  a reality.  The 
greatest  health  problem  before  the  country 
today  is  the  adequate  distribution  of  mod- 
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era  medical  services  to  the  entire  popula- 
tion at  a reasonable  cost. 

Some  maintain  that  the  solution  must 
be  prepared  by  economists  on  the  assump- 
tion that  the  questions  are  primarily  finan- 
cial. Others  suggest  that  business  men 
will  solve  the  situation  on  the  theory  that 
the  problem  is  simply  one  of  organization. 
Others  look  to  the  state  or  to  some  form  of 
compulsion  to  bring  the  desired  results.  It 
is  obvious  that  there  are  features  of 
finance,  problems  of  organization  and  in- 
terests of  the  public  in  the  question,  but  a 
thoughtful  examination  shows  that  the 
essential  character  of  the  problem  is  pro- 
fessional and  technical.  The  quality,  in- 
terpretation and  correlation  of  scientific 
knowledge  are  dependent  upon  trained  per- 
sonnel who  know  the  significance  of  that 
knowledge  and  how  to  apply  it;  only  on 
that  assumption  can  we  expect  a high 
degree  of  success  in  dealing  with  the  prob- 
lems. 

In  a democratic  state  like  our  own, 
changes  cannot  be  brought  about  by  edict 
or  decree.  We  are  obliged  to  rely  upon  the 
slower  and  less  certain  process  of  public 
education  which  is  largely  a matter  of  or- 
ganized leadership.  Our  reliance  for  a 
sound  solution  of  the  health  problem  must 
be  placed  upon  medical  leadership  just  as 
problems  in  the  fields  of  business,  law,  en- 
gineering, finance  and  education  have  been 
met  by  leadership  in  those  fields.  The 
medical  profession  should  assume  a large 
responsibility  for  working  out  the  problem 
by  virtue  of  it  possessing  the  knowledge 
and  personnel  requisite  for  its  solution. 
That  will  require  some  reorientation  in 
organized  medical  thinking  and  a new  em- 
phasis on  the  function  of  medicine  in  the 
community. 

A number  of  factors  have  operated  to 
complicate  the  problem  of  medical  care. 
Contributions  to  new  knowledge  regarding 
disease  during  the  last  forty  years  have  ex- 
ceeded those  of  the  previous  four  thousand 
years.  The  germ  theory  of  disease  revolu- 


tionized medical  thinking.  It  made  modern 
public  health  work,  surgery  and  obstet- 
rics possible.  New  knowledge  of  vitamins 
and  other  factors  in  nutrition,  of  radium, 
the  roentgen-ray  and  radiant  energy,  of 
the  chemistry  of  drugs  and  normal  as  well 
as  abnormal  physiology,  the  technical 
methods  of  the  operating  room  and  labora- 
tory, the  control  of  environmental  factors 
in  community  health  and  new  ideas  of 
mental  and  emotional  health  need  only  be 
mentioned  to  suggest  the  scope  and  im- 
portance of  this  great  mass  of  knowledge. 

The  body  and  range  of  knowledge  have 
been  growing  so  rapidly  that  a subdivision 
of  labor  not  only  in  the  pursuit  of  further 
knowledge,  but  also  in  the  fields  of  its 
application  has  been  inevitable  for  no  in- 
dividual can  possibly  master  the  whole 
field.  The  intensive  pursuit  of  individual 
lines  of  endeavor  has  led  to  differentiation 
and  specialization  which  is  desirable  for 
research  and  quite  necessary  in  medical 
practice  to  the  extent  that  specialization  is 
necessary.  But  it  has  partitioned  practice 
into  organs,  systems  and  technical  proced- 
ures with  consequent  dispersion  of  respon- 
sibility for  the  patient  as  a whole  and  has 
led  to  many  services  which  are  unneces- 
sary and  costly.  Patients  are  willing  to 
pay  for  what  they  think  is  “expert”  advice 
and  treatment,  but  quite  frequently  it  is 
not  “expert”  advice  they  need.  The  present 
vogue  of  self-diagnosis  and  self-selection 
of  specialists  by  patients  is  not  conducive 
to  proper  medical  care  and  is  costly.  There 
is  need  for  the  co-ordination  of  the  work 
of  individual  specialists  as  it  bears  on  the 
problem  of  a given  patient,  but  not  on  the 
basis  of  the  type  of  organization  which  has 
been  found  to  be  so  apparently  successful 
with  unskilled  labor  in  industry.  Medical 
services  cannot  be  standardized  and  oper- 
ated on  a mass  production  basis  without 
destroying  their  most  valuable  contribu- 
tions to  human  welfare  and  happiness. 

Medical  service  in  the  last  analysis, 
however  co-ordinated,  organized  or  financ- 
ed, is  dependent  upon  personnel  recruited, 
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trained  and  distributed  to  meet  the  medi- 
cal needs  of  the  country.  Some  of  the 
difficulties  of  the  present  situation  are 
traceable  to  the  fact  that  many  physicians 
now  in  practice  never  had  an  adequate 
preparation.  Until  quite  recently,  provis- 
ions did  not  exist  for  the  training  of  a 
sufficient  number  of  physicians  for  the 
needs  of  the  country.  The  sparsity  of  the 
population,  the  great  distances  and  the 
lack  of  facilities  for  communication  and 
transportation  required  an  abnormal  num- 
ber of  physicians  to  meet  the  demands  for 
medical  attention.  We  had  only  a few 
universities  which  were  able  to  provide  a 
thorough  training,  as  existed  in  Germany 
or  Switzerland.  There  were  few  hospitals 
able  to  assume  the  burden  of  training  phy- 
sicians, as  in  England  and  France.  The 
only  device  was  that  of  apprenticeship 
training  and  that  for  a time  was  a large 
factor  in  the  production  of  physicians. 

Later,  groups  of  physicians  organized 
classes,  constituted  themselves  faculties, 
obtained  charters  and  proceeded  to  teach 
medicine.  In  response  to  the  public  need 
and  the  ease  with  which  a medical  educa- 
tion could  be  secured,  the  student  body 
grew  rapidly.  The  professional  and  finan- 
cial rewards  for  those  who  conducted  the 
schools  made  the  proprietary  schools  popu- 
lar and  profitable.  By  1904  there  were 
162  medical  schools  in  the  United  States, 
one-half  the  total  number  in  the  world. 
Most  of  the  schools  were  inferior  in  facili- 
ties, equipment  and  teaching — a few  were 
good.  The  unevenness  in  professional 
training  of  the  present  practitioners  was 
due  to  the  conditions  outlined,  although  it 
is  quite  apparent  that  the  product  on  the 
whole  was  much  better  than  the  system. 

The  American  Medical  Association 
began  its  work  of  standardization  and 
classification  of  medical  schools  in  1907. 
Some  of  the  states  had  already  set  stand- 
ards for  the  licensure  to  practice.  In  a 
short  time,  the  accepted  standard  of  medi- 
cal education  was  placed  on  a basis  com- 
parable in  general  terms  with  require- 


ments abroad.  As  a result  of  these  efforts, 
the  number  of  medical  schools  dropped 
from  162  in  1904  to  the  present  number  of 
76  approved  schools,  only  66  of  which  give 
a full  four-year  medical  course.  Some  of  the 
benefit  gained  by  the  elevation  of  standards 
of  medical  training  has  been  offset  tempor- 
arily, however,  by  the  public  and  legal 
recognition  of  various  cults  which  has  now 
established  multiple  standards  of  practice 
of  the  healing  art.  The  number  of  schools 
of  osteopathy,  chiropractic  and  naturo- 
pathy is  now  dropping,  however  (from 
112  in  1920  to  60  in  1927).  The  student 
body  in  medicine  dropped  from  28,000  in 
1904  to  13,000  in  1919.  The  annual  num- 
ber of  graduates  decreased  from  5,700  in 
1904  to  about  2,500  in  1922.  Since  1919, 
the  student  body  has  recovered  to  21,000. 
The  annual  number  of  graduates  is  now 
over  4,400  (it  will  probably  be  close  to  5,000 
in  a few  years),  which  is  entirely  adequate 
for  the  needs  of  the  country  if  properly  dis- 
tributed. That  present  standards  are  not 
deterring  students  from  seeking  to  study 
medicine  is  clear  from  the  following  figures: 

1927  1928  1929 

Applicants  11,282  12,537  13,569 

Students  enrolled 
(capacity  of  medi- 
cal schools) 6,009  6,199  6,277 

A factor  of  basic  importance,  of  course, 
is  the  ratio  of  physicians  to  the  population. 
There  is  one  physician  to  790  persons  in 
the  United  States,  a higher  ratio  than  in 
most  countries,  as  for  example  in : 

Persons  per 
Physician 

England  and  Wales 1480 


Germany  1550 

France  1690 

Sweden  2930 


The  over-supply  of  doctors,  the  favorable 
economic  conditions  and  the  absence  of  re- 
strictions associated  with  such  devices  as 
compulsory  sickness  insurance  have  prob- 
ably been  a factor  in  over-specialization  in 
this  country.  The  supply  of  doctors  in  ex- 
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cess  of  actual  needs  tends  quite  as  much  as 
emphasis  in  medical  training  to  create 
demands  and  to  lead  toward  unnecessary 
services  with  attendant  extravagance  and 
waste. 

The  “medical  load”  can  be  stated  briefly. 
An  average  of  2 per  cent  of  the  population 
is  incapacitated  at  all  times.  About  4 per 
cent  is  physically  impaired,  making  about 
6 per  cent  who  are  wholly  or  partially  in- 
capacitated. A considerable  proportion  of 
this  incapacity  is  preventable.  With  an 
average  loss  of  time  of  7 to  9 days,  the 
amount  of  lost  and  reduced  production  and 
earning  power  represents  a very  large 
figure.  It  is  known  that  the  annual  aver- 
age cost  of  all  forms  of  medical  care  is 
between  $100.00  and  $120.00  per  family 
for  the  country.  But  averages  mean  little 
for  sickness  is  very  uneven  and  not  infre- 
quently makes  an  economic  burden  which 
individuals  are  unable  to  meet  or  which 
can  only  be  met  by  great  sacrifices. 

An  effort  to  distribute  the  financial  load 
of  medical  services  over  a large  fraction 
of  the  population  has  been  made  in  a num- 
ber of  countries  by  means  of  so-called  sick- 
ness insurance,  now  compulsory  for  wage 
earners  in  about  23  countries.  While 
called  “insurance,”  it  is  in  reality  a com- 
bination of  indirect  taxation  and  compul- 
sory saving  with  varying  degrees  of  state 
or  voluntary  subsidy.  The  plan  in  Great 
Britain,  for  example,  has  grown  out  of  the 
contract  practice  of  the  Friendly  Societies 
and  Trade  Unions.  The  National  Health 
Insurance  Act  of  1911  requires  that  every 
employed  person  receiving  250  Pounds  a 
year,  or  less,  must  be  insured.  About  one- 
third  of  the  population  is  covered  by  the 
scheme,  and  each  insured  person  is  enti- 
tled to  the  services  of  a general  practi- 
tioner who  is  paid  out  of  the  collections 
from  employers  and  employees  on  a 
present  basis  of  9s  per  person  per  year. 
The  plan  in  that  country  does  not  cover 
the  dependents  of  an  insured  person,  the 
services  of  specialists  or  hospital  expenses. 


Payment  for  professional  services  is  on  a 
capitation  basis. 

The  plan  in  Germany  is  more  compre- 
hensive and  provides  a complete  medical 
service  for  the  entire  family  of  employed 
persons  with  annual  incomes  of  3600  RM 
or  less.  The  payment  of  doctors  is  on  a 
per  visit  basis  (about  one  RM'  per  office 
visit).  At  present,  5 per  cent  of  physi- 
cians in  Germany  obtain  their  livelihood 
from  private  practice  alone,  15  per  cent 
are  in  salaried  positions  of  various  kinds, 
and  80  per  cent  are  dependent  upon  insur- 
ance practice.  The  so-called  voluntary  or 
elective  plan  of  sickness  insurance  with  its 
provisions  for  indirect  compulsion  is  used 
in  Denmark.  Sweden  relies  upon  state 
salaried  medical  services  for  certain  areas 
of  the  country.  The  Highlands  and  Islands 
Fund  subsidizes  medical  practice  in  one- 
half  the  land  area  of  Scotland.  Time  does 
not  permit  a discussion  of  the  merits  and 
defects  of  these  and  other  methods  of 
financing  medical  care  in  other  countries. 
It  should  be  emphasized  in  passing  that  in 
all  the  plans  used  abroad,  the  medical 
benefits  are  only  a portion  of  a much  more 
comprehensive  scheme  of  contributory  “in- 
surance” for  sickness,  disablement,  unem- 
ployment, old  age,  death  and  other  benefits. 

Returning  to  our  own  problems,  we  are 
confronted  by  the  uneven  distribution  of 
physicians  between  the  cities  and  the  rural 
sections  which  has  been  a source  of  much 
controversy,  but  this  is  not  a problem  of 
recent  origin  and  exists  everywhere  in  the 
world.  The  main  factors  operating  in  this 
situation  seem  clear,  however.  The  medical 
profession,  in  a system  of  free  competition, 
has  reacted  to  the  shift  in  the  relative 
economic  status  of  city  and  country  as  illus- 
trated by  changes  in  the  population  gain- 
fully employed  and  in  the  contribution  to 
national  income : 

1870  1928 

Per  cent  Per  cent 

Gainfully  employed  in  agriculture  47  18 

Contributions  to  national  income  26  9 

The  telephone,  automobile  and  good  roads 
have  enormously  increased  the  “cruising 
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radius”  of  physicians  and  permitted  physi- 
cians in  cities  and  towns  to  extend  their 
practices  many  times,  allowing  them  to  com- 
pete with  rural  physicians  at  a considerable 
distance,  particularly  in  the  care  of  patients 
able  to  pay  for  their  care.  The  “skimming” 
of  rural  medical  practice  has  been  a large 
factor  in  depleting  local  medical  services 
in  small  and  rural  communities.  Persons 
living  in  the  country  who  can  do  so  prefer 
to  go  to  the  cities  for  medical  care  where 
they  can  get  the  services  of  specialists  and 
more  “up-to-date”  city  doctors.  The  much 
better  facilities  for  medical  practice  in  the 
cities — offices,  hospitals,  nursing,  labora- 
tories, consultants,  professional  companion- 
ship— has  kept  most  recent  graduates  in  the 
cities.  Present  day  medical  training  pre- 
pares students  to  practice  medicine  with 
facilities  which  are  usually  available  only  in 
cities.  The  advantages  of  schools,  social 
contacts  and  entertainment  for  the  physi- 
cian’s family  particularly  have  also  operated 
to  draw  physicians  away  from  the  country 
and  to  keep  recent  graduates  from  settling 
there. 

Many  suggestions  have  been  made  to 
solve  the  situation.  Giving  preference  to 
medical  students  from  the  country  has  its 
advocates  but  we  found  that  of  students 
who  came  from  communities  of  1000  popu- 
lation or  less  only  3 per  cent  return.  Of 
recent  graduates  in  communities  of  that 
size,  about  30  per  cent  came  from  rural  dis- 
tricts, but  the  same  proportion  came  from 
cities  of  over  100,000.  Shortening  the  med- 
ical course  has  been  suggested.  The  Nether- 
lands tried  that  plan  but  abandoned  it  as 
long  ago  as  1860.  If  shortening  the  course 
would  send  doctors  to  the  rural  areas,  one 
might  expect  that  chiropractors,  who  have 
a short  course,  would  locate  there,  but  over 
90  per  cent  of  recent  graduates  in  chiro- 
practic located  in  communities  over  50,000. 
Various  forms  of  subsidies  and  salaiied 
medical  services  for  areas  unable  to  draw 
or  support  private  practitioners  have  been 
suggested  along  the  lines  already  in  use  in 
some  European  countries. 


The  answer  lies  in  the  correction  of  the 
causes  leading  up  to  the  present  situation, 
as  far  as  those  causes  are  controllable.  The 
development  of  modern  facilities  for  medi- 
cal practice — hospitals,  laboratories,  nurs- 
ing, ambulance  services — will  be  the  largest 
help  and  has  already  proven  to  be  the  solu- 
tion in  some  areas  of  the  country.  The 
hospital  center  developed  for  the  needs  of 
a unit  of  population  sufficiently  large  to 
support  it  is  the  normal  method  of  securing 
adequate  medical  personnel.  Over-crowding 
of  the  profession  in  the  cities  is  forcing 
young  men  out  and  keeping  others  from 
starting.  Modern  transportation  and  com- 
munication have  revolutionized  rural  life 
and  made  good  medical  attention  available 
in  most  sections  of  the  country,  although 
in  many  instances  only  for  those  financially 
able  to  command  it  from  a distance. 
Already  there  is  a definite  trend  toward 
correcting  rural  medical  service.  A satisfac- 
tory solution  will  be  found  if  too  artificial 
programs  are  not  resorted  to. 

Every  plan  of  organization  is  built  upon 
an  elemental  “unit  of  operation.”  That 
unit  of  operation  in  medical  practice  is  the 
care,  diagnosis  and  treatment  of  the  indi- 
vidual patient.  Certain  diseases  are  pre- 
ventable through  wholesale  methods  by  the 
control  of  factors  in  the  environment.  The 
more  effective  public  health  activities  be- 
come, the  more  medical  service  becomes 
individualized.  Recent  studies  in  New  York 
State  have  shown  that  only  5 per  cent  of 
illnesses  seen  by  physicians  are  of  the 
reportable  type  with  which  organized  public 
health  activities  are  ordinarily  concerned. 
The  studies  in  Hagerstown,  Maryland, 
showed  10  per  cent  of  illness  to  be  of  the 
type  with  which  public  health  authorities 
are  directly  concerned.  Our  own  findings 
in  the  samplings  of  daily  practice  in  four- 
teen states  were  similar  to  these.  Medical 
practice  is  more  and  more  concerned  with 
problems  of  individual  patients,  a fact  not 
fully  appreciated  by  most  enthusiasts  for 
the  organization  of  medical  practice  but  one 
which  is  fundamental. 
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Efforts  being  made  in  this  country  to  pro- 
vide medical  services  for  the  population 
have  taken  a great  variety  of  forms,  too 
numerous  to  list.  The  number  of  out- 
patient clinics,  for  example,  has  risen  from 
100  in  1900  to  over  6,000.  The  clinics  of 
fourteen  large  cities  which  we  studied  pro- 
vided medical  care  for  10  to  15  per  cent  of 
the  population.  Fifty  per  cent  of  patients 
in  the  hospitals  in  these  cities  are  on  ward 
services,  where  no  charges  for  professional 
services  are  made.  Home  nursing,  social 
service,  school  medical  services,  pre-natal 
and  well-baby  clinics  and  similar  agencies 
are  working  in  the  same  field.  Community 
chests  and  other  devices  for  voluntary  tax- 
ation are  helping  to  finance  the  medical 
needs  of  the  community.  Many  industries 
are  now  providing  full  medical  services  for 
their  employees,  the  number  is  increasing 
quite  rapidly.  The  government,  through  the 
Veterans’  Bureau,  the  Children’s  Bureau 
and  other  departments  is  increasing  its 
range  of  medical  activities.  An  increasing 
number  of  physicians  are  on  salary  (1/6  of 
recent  graduates  is  in  full  salaried  posi- 
tions, an  equal  proportion  is  on  part  time 
salaries).  Reasonably  adequate  provisions 
exist  in  the  cities  for  those  unable  to  pay 
for  medical  services.  The  major  problem  is 
to  adapt  present  methods  of  care  to  persons 
of  moderate  means  who  represent  about 
80  per  cent  of  the  population.  Hospitals  in 
rural  communities,  hospitals  and  pay  clinics 
for  persons  of  moderate  means,  institutions 
for  mental  disorders,  for  convalescents  and 
chronic  diseases  and  preventoria  need  only 
be  mentioned  to  indicate  the  trend. 

The  total  annual  cost  of  medical  care  for 
the  country  is  somewhere  near  three  bil- 
lions of  dollars,  about  3 per  cent  of  our 
national  income.  This  cost  is  roughly  di- 
vided between : 

Per  cent 


Physicians  *3 

Hospitals  27 

Drugs  and  patent  medicines 26 

Private  duty  nursing,  attendants 17 

Dentists  6 

Non-medical  practitioners 1 


While  the  aggregate  amount  is  very 
large,  it  is  not  so  staggering  when  com- 
pared with  other  national  expenditures  as 
illustrated  by: 


Passenger  automobiles  and  acces- 
sories   $4,000,000,000 

Cigarettes,  cigars,  tobacco  1,800,000,000 

Candy  1,000,000,000 

Theatres,  movies  and  entertain- 
ment   930,000,000 

Soft  drinks,  ice  cream,  chewing 

gum  910,000,000 

Jewelry  and  fur  articles 780,000,000 

Phonographs,  pianos,  radios  440,000,000 

iSportings  goods,  toys,  games  431,000,000 

Perfumes,  cosmetics,  toilet  soap..  410,000,000 


It  is  in  this  group  of  expenditures,  total- 
ing over  ten  billion  dollars,  that  advertising 
is  such  a large  factor  in  creating  and 
stimulating  demand.  The  public  buys  what 
it  is  taught  to  buy  and  manufacturers  spend 
one  and  a half  billion  dollars  a year  in  that 
instruction.  Medical  services  are  essential 
to  modern  life  and  are  now  able  to  provide 
protection  and  care  which  were  entirely  un- 
known a few  years  ago  but  because  of  their 
nature  they  do  not  lend  themselves  readily 
to  devices  for  stimulating  demand.  The 
public  is  being  convinced,  however  of  the 
value  of  proper  medical  services  and  that  it 
should  pay  for  them,  though  it  may  mean 
curtailing  some  of  the  unnecessary  expendi- 
tures, particularly  by  those  of  moderate 
means  who  are  a large  factor  in  the  buying 
of  non-essentials  and  for  whom  the  ques- 
tion of  adequate  medical  care  is  most 
prominent. 

The  total  cost  of  medical  care  when  com- 
pared with  other  items  of  our  national 
expenditures  is  not  alarming,  but  there  is 
a great  deal  of  unevenness  in  its  distribu- 
tion and  other  defects  which  need  correction. 
Some  medical  services  for  even  those  of 
moderate  means  are  unnecessary  and  in  the 
nature  of  luxuries.  Expensive  hospital 
rooms,  private  nurses,  laboratory  and 
roentgen-ray  examinations,  consultants  and 
specialist  services  are  often  demanded  by 
patients  and  relatives  and  not  infrequently 
encouraged  by  doctors  when  they  are  not 
necessary.  Often  many  special  examina- 
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tions  are  made  because  the  patient  insists 
or  is  likely  to  go  to  some  doctor  who  will  do 
them,  a “salesmanship”  feature  of  practice. 
“Diagnosis  by  exclusion,”  when  not  indi- 
cated, is  an  expensive  luxury.  Unnecessary 
surgery  is  quite  common.  Surgery  done  by 
those  who  are  not  thoroughly  competent  is 
expensive  and  risky,  regardless  of  the  fees. 
Occasionally  excessive  charges  are  made. 
The  instances  that  do  occur  are  often  quoted 
widely  but  they  are  not  a large  factor  in 
the  usual  cost  of  medical  care.  The  income 
of  physicians  is  relatively  low  compared  to 
the  investment  of  time  and  money  in  a 
medical  education,  the  economic  uncertain- 
ties and  risks  of  practice,  the  investment  in 
equipment  and  the  overhead  of  conducting 
a practice  in  keeping  with  present  day 
needs. 

Let  us  turn  for  a moment  to  the  efforts 
being  made  to  help  the  general  situation 
outlined  so  briefly.  It  seems  clear  that  the 
most  important  factor  in  the  problem  is 
that  of  personnel,  an  essential  part  of  which 
is  the  training  of  medical  students  and  in 
which  significant  changes  are  now  in 
process. 

It  seems  c’ear  that  a factor  of  greatest 
importance  in  the  adequate  distribution  of 
modern  medical  services  is  that  every  physi- 
cian should  be  kept  abreast  of  new  ideas 
and  methods  of  diagnosis  and  treatment, 
which  means  that  every  physician  must 
continue  his  education  as  long  as  he  re- 
mains in  practice.  A very  important  feature 
of  present  day  medical  training  is  the  effort 
to  equip  every  student  to  continue  his  own 
self-education  throughout  his  entire  profes- 
sional life  by  a number  of  devises  tending 
to  place  responsibility  on  the  student  for  his 
own  training  and  developing  in  him  sound 
habits  as  well  as  sound  methods  of  study. 

Another  change  is  that  toward  making 
the  medical  course  a unit  and  more  com- 
prehensive in  its  treatment  of  medical 
problems.  It  is  an  endeavor  to  correct  the 
division  of  the  medical  sciences  and  clinical 
medicine  into  water-tight  compartments 
which  has  been  a factor  in  over  specializa- 


tion and  the  confusion  in  medical  teaching. 
Everyone  recognizes  that  it  is  impossible 
for  a student  to  master  all  phases  of  cur- 
rent medical  knowledge.  A number  of 
schools  now  provide  that  the  basic  courses 
shall  be  introductory  in  character  by  post- 
poning details  and  technical  features  until 
later,  some  of  them  to  the  field  of  post- 
graduate training.  There  is  a trend  toward 
emphasizing  the  great  variety  of  economic, 
social  and  emotional  factors  in  illness  and 
the  fact  that  the  patient  as  a whole  is  the 
unit  of  medical  care,  not  diseases,  organs 
or  mechanical  procedures.  Training  for  the 
practice  of  the  clinical  specialties  should  be 
postponed  until  after  completion  of  the 
basic  course. 

The  preventive  aspects  of  medical  service 
are  coming  in  for  increasing  emphasis.  The 
occurrence  of  many  preventable  diseases 
and  much  preventable  incapacity  is  a direct 
challenge  to  medical  practice  and  teaching. 
Efforts  are  being  made  in  a few  medical 
schools  to  emphasize  periodic  medical  ex- 
aminations, as  an  illustration,  and  most 
schools  give  attention  to  the  care  of  normal 
children  and  to  the  features  of  prevention 
in  obstetrics.  Only  recently,  however,  has 
there  been  any  attempt  to  mobilize  the 
whole  curriculum  to  present  the  preventive 
aspect  of  each  subject,  an  aspect  which  can 
be  made  very  important  in  such  subjects  as 
physiology,  for  example. 

The  importance  of  therapeutics  is  being 
re-emphasized.  The  help  to  be  secured  by 
rest,  proper  diet,  mental  hygiene,  exercise, 
sunshine  and  other  physical  agencies  has 
not  been  properly  stressed  in  much  of 
teaching  which  has  for  a time  been  con- 
cerned so  largely  with  laboratory  diagnosis 
and  technical  methods.  A type  of  “physi- 
ological thinking”  about  the  whole  patient  is 
coming  into  therapeutic  procedures. 

In  the  intern  period,  now  regarded  as 
an  integral  and  probably  the  most  im- 
portant part  of  the  basic  training,  the 
student  is  usually  taught  to  rely  too  much 
upon  specialists,  consultants,  nurses,  labor- 
atory workers,  roentgen-ray  departments, 
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dietitians  and  the  other  personnel  of  the 
hospital  staff  for  the  best  interests  of  his 
own  training.  The  many  services  provided 
for  the  diagnosis  and  care  of  hospitalized 
patients,  for  investigative  work  and  hos- 
pital records  are  all  very  important  for  their 
several  purposes  but  the  intern  should  not 
be  taught  that  all  these  are  necessary  for 
the  care  of  every  patient.  There  is  a strong 
belief  that  much  is  done  in  the  hospital 
period  to  make  the  student  unwilling  or 
unable  to  practice  medicine  in  communi- 
ties where  all  or  most  of  these  special 
services  which  he  has  come  to  regard  as 
necessary  for  practice  are  not  available. 

Post-graduate  medical  education  is  re- 
ceiving an  increasing  amount  of  attention 
and  promises  to  be  one  of  the  largest  prob- 
lems with  which  the  medical  profession 
must  deal  in  any  plan  of  securing  an 
adequate  distribution  of  health  services. 
In  time  every  physician  practicing 
medicine  may  be  required  to  attend  some 
approved  form  of  continuation  educa- 
tion in  order  to  keep  abreast  of  develop- 
ments in  medicine.  Countries  like  Ger- 
many have  recognized  such  continuation 
training  as  of  great  benefit  to  the  public 
and  have  financed  activities  to  provide  it. 
There  are  41  medical  schools  giving  post- 
graduate courses  in  this  country  and  in 
nearly  every  state,  the  medical  associations 
and  universities  are  working  out  systems 
of  extension  teaching,  special  courses  and 
other  details  of  this  important  feature  of 
medical  service.  More  than  3500  physici- 
ans are  taking  courses  each  year  in  our 
post  graduate  departments  alone  and  about 
1000  others  are  doing  post-graduate  work 
abroad. 

Associated  with  the  continuation  train- 
ing of  physicians  in  practice  is  the  train- 
ing for  the  specialties.  The  time  will 
probably  come  when  those  who  limit  their 
practice  will  be  obliged  to  have  a special 
preparation  for  their  work,  possibly  a spe- 
cial license  to  practice  their  specialty, 
which  will  carry  some  guarantee  that  the 
surgeon,  for  example,  who  proposes  an 


operation  is  in  fact  competent  to  do  what 
he  proposes.  To  the  public  a doctor  is  a 
doctor  but  the  range  of  competence  is  still 
very  wide.  This  feature  of  medical  prac- 
tice has  been  worked  out  in  Denmark,  for 
example,  where  every  specialist  has  a 
designation  secured  only  by  following  a 
prescribed  training  for  his  limited  field 
of  practice. 

Physicians  not  limiting  their  work  to  a 
specialty  should  be  prepared  and  ready  to 
give  a more  complete  and  thoughtful  serv- 
ice to  each  patient.  The  public  should  be 
urged  to  go  to  a family  physician  for 
periodic  examination  and  advice  and  be 
willing  to  pay  for  that  very  important 
service,  rather  than  shop  around  among 
specialists  on  the  basis  of  self-diagnosis. 
Such  a plan  puts  responsibility  upon  the 
physician  to  refer  patients  to  specialists  and 
laboratories  who  actually  need  special  ex- 
amination or  treatment. 

The  emphasis  upon  preventive  medicine 
fits  closely  into  such  a plan  of  individual 
consideration.  Doctors  should  be  inter- 
ested in  100  per  cent  of  the  population, 
not  the  small  fraction  who  are  actually 
under  treatment.  It  requires  the  doctor  to 
know7  normal  health  and  the  wide  range  of 
factors  in  the  environment,  diet  and  condi- 
tions of  employment  which  influence  health 
and  to  serve  as  a “trainer”  as  well  as 
healer.  The  work  with  well  babies  and 
children,  pre-natal  care  and  periodic  medi- 
cal examinations  indicates  the  direction 
in  which  part  of  medical  care  is  going. 
The  public  will  pay  for  such  services  when 
convinced  of  their  value  and  when  it  is 
clear  that  they  are  not  intended  merely  as 
devices  to  increase  the  practice  of  doctors. 

Hospitals  should  extend  their  functions 
of  care  and  study  of  the  sick  to  become 
the  centers  of  continuation  training  of 
practitioners  and  the  central  agency  in 
community  health  work.  No  agency  in  the 
health  field  is  so  well  organized  or  adapted 
to  the  newer  opportunities  of  medical  serv- 
ice and  public  education  in  health  mat- 
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ters.  The  hospital  is  the  normal  channel 
of  organized  medical  practice  through 
which  to  obtain  an  adequate  distribution 
of  medical  services  for  the  country. 

Coordination  of  the  vast  number  of 
community  agencies  working  in  the  health 
field  need  only  be  touched  upon.  The 
overlapping  and  duplication  of  activities, 
competition  and  confusion  means  excessive 
costs,  ineffectiveness  and  a false  sense  of 
accomplishment.  Medical  practice  by  lay 
bodies  only  hampers  the  development  of 
a comprehensive  program  of  community 
health  work.  How  the  plan  for  a given 
community  should  be  worked  out  must,  in 
the  nature  of  the  problem,  depend  upon 
local  conditions,  local  public  opinion  and 
especially  upon  local  leadership,  a set  of 
circumstances  which  is  widely  divergent 
in  different  places. 

I have  tried  to  bring  before  you  a few 
of  the  perplexing  problems  of  medical 
service,  without  suggesting  a method  of 
dealing  with  all  phases  of  it,  for  the  good 
reason  that  there  can  be  no  single  or  na- 
tion-wide scheme  that  will  be  sound.  The 
important  fact  to  be  emphasized,  however, 
is  that  the  questions  of  medical  care  are 
of  a highly  technical  character,  requiring 
a wide  range  of  knowledge  and  trained 
personnel.  The  medical  profession  is  the 
trustee  of  the  necessary  information  and 
possesses  the  technical  knowledge  and  skill 
for  the  solution  of  the  problem.  An  ap- 
preciation of  that  responsibility  is  intro- 
ducing a new  thinking  into  the  medical 
profession  and  is  bound  to  develop  the 
leadership  necessary  to  meet  present  day 
conditions,  secure  an  adequate  distribution 
of  health  services  for  the  entire  popula- 
tion and  provide  a body  of  trained  and 
competent  personnel.  That  leadership  should 
be  our  contribution  to  national  welfare  and 
the  justification  for  our  existence  in  mod- 
ern society. 


PREOPERATIVE  PREPARATION.* 

URBAN  MAES,  M.  D., 

New  Orleans. 

Both  the  current  literature  and  the  text- 
books of  surgery  treat  the  preparation  of 
the  surgical  patient  in  a most  cavalier 
manner,  devoting  little  attention  to  it  or 
none  at  all.  Whether  this  is  because  such 
care  is  taken  for  granted,  or  because  the 
subject  is  not  considered  worthy  of  discus- 
sion, I cannot  undertake  to  say.  At  any 
rate,  it  cannot  be  ignored  in  this  fashion  in 
the  practice  of  clinical  medicine. 

I am  not  an  advocate  of  an  elaborate 
preparatory  ritual.  It  has  been  my  per- 
sonal experience  that  the  best  recoveries 
after  operation  are  made  by  the  patients 
who  have  had  the  least  preliminary  treat- 
ment, who  are  snatched,  as  it  were,  from 
the  midst  of  their  normal  lives.  In  fact, 
I usually  put  it  to  my  classes  that  my 
smoothest  convalescences  are  exhibited  in 
patients  picked  up  off  the  streets.  Perhaps 
I exaggerate,  but  every  experienced  sur- 
geon is  aware  of  the  astonishing  amount  of 
trauma  and  manipulation  which  totally  un- 
prepared accident  patients  can  withstand 
without  shock,  a fact  which  was  corrobor- 
ated in  literally  thousands  of  instances 
during  the  World  War,  when,  because  of 
the  necessities  of  the  situation,  the  most 
daring  procedures  were  carried  out  with 
absolutely  no  preparation,  and  when  the 
conva’escences  were  actually  smoother  than 
is  ordinarily  the  case  in  civil  surgery. 

The  normal  patient  who  submits  himself 
to  elective  surgery  enters  the  hospital  the 
night  before  operation,  is  given  some  simple 
hypnotic  to  insure  rest  and  sleep,  and  is  dis- 
turbed as  little  as  possible  until  morning. 
If  he  is  wakeful  during  the  night,  he  may 
have  hot  milk,  and  in  the  morning,  accord- 
ing to  his  preference,  he  may  have  orange 
juice  or  black  coffee.  At  an  appropriate 
time — which  does  not  mean  in  the  midst  of 
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his  sound  slumbers — the  area  of  operation 
is  scrubbed  and  shaved,  and  a soapsuds 
enema  is  given.  A hypodermic  of  morphia 
and  atropin  half  an  hour  before  operation 
concludes  the  preoperative  care. 

So  simple  a routine  as  this  obviously  de- 
mands some  explanation,  though  I offer  no 
apology  for  it  because  I am  satisfied  with 
its  effectiveness.  I would  remind  you,  how- 
ever, that  I am  speaking  of  the  normal 
patient  and  of  elective  surgery,  that  I am 
excluding  gynecologic  and  prostatic  condi- 
tions, which  I do  not  propose  to  treat,  and 
that  I am  deferring  for  the  present  the 
discussion  of  special  medical  conditions  and 
of  special  operative  procedures. 

Preliminary  hospitalization  is  not  called 
for  in  the  average  case,  except  at  certain 
seasons  of  the  year,  when  respiratory  in- 
fections may  be  latent  and  may  be  fanned 
into  activity  by  the  stimulus  of  inhalation 
anesthesia.  Even  in  this  climate,  in  which 
the  incidence  of  postoperative  pneumonia 
is  not  high,  this  is  a wise  precaution  in  the 
winter  and  early  spring,  for  I am  rather 
inclined  to  agree  with  the  authorities  who 
claim  that  postoperative  pneumonia  in  most 
instances  is  merely  another  name  for  un- 
recognized preoperative  pneumonia. 

Preliminary  purgation  is  not  only  un- 
necessary but  actually  harmful.  It  achieves 
the  very  results  it  aims  to  avoid.  It  dis- 
turbs intestinal  peristalsis  and  induces 
intestinal  inertia,  thus  paving  the  way  foi 
a subsequent  ileus.  It  increases  the  bac- 
teria present  and  enhances  their  virulence. 
It  results  in  a greater  absorption  of  toxins 
and  a greater  permeability  of  the  intestine 
to  micro-organisms.  It  disturbs  the  chloiid 
balance  of  the  body.  It  causes  flatulence 
and  distention,  which  add  to  the  technical 
difficulties  at  operation,  and  it  causes  gas 
pains  and  other  intestinal  complications 
later.  Finally,  especially  if  it  is  associated 
with  dietary  restrictions,  it  is  responsible 
for  many  cases  of  postoperative  acidosis. 
There  is  no  question  but  that  the  omission 
of  purgation,  the  maintenance  of  the  usual 
diet  and  the  forcing  of  fluids  give  incom- 


parably better  results  than  the  old  drastic 
method  of  purgation  and  starvation.  The 
emptying  of  the  lower  bowel  by  enema, 
however,  is  not  open  to  these  objections, 
and  the  procedure  adds  greatly  to  the 
patient’s  comfort  in  the  day  or  two  after 
operation,  when  normal  peristalsis  is  gen- 
erally markedly  disturbed. 

In  the  preparation  of  the  skin,  scrupulous 
cleanliness  and  careful  shaving  are  all  that 
is  necessary.  Antiseptics  do  little  more  than 
supply  a color  scheme,  and  in  my  opinion 
tissue  insults  and  not  inadequate  skin  prep- 
aration are  responsible  for  most  wound 
infections. 

Debilitated  and  rundown  patients,  of 
course,  fall  into  a separate  category.  They 
are  benefited  by  a preliminary  rest  in  bed, 
forced  feeding,  forced  fluids  and  general 
supportive  measures.  In  hemorrhagic  condi- 
tions or  in  the  anemias,  especially  when  the 
coagulation  time  is  prolonged,  transfusion 
may  be  helpful,  though  the  criterion  for  its 
use  should  be  the  patient’s  general  state 
rather  than  an  arbitrary  hemoglobin  level. 
Infusion,  especially  of  Ringer’s  solution,  is 
a valuable  measure  in  intestinal  obstruction 
of  the  chronic  type.  I do  not,  however, 
believe  in  the  routine  administration  of 
sodium  bicarbonate,  or  in  similar  meas- 
ures designed  to  guard  against  a possible 
acidosis.  When  postoperative  complica- 
tions are  feared,  or  when  there  is  likely  to 
be  a heavy  loss  of  blood  at  operation,  it  is 
a wise  measure  to  type  the  patient  and 
secure  donors  against  the  necessity  of  a 
later  transfusion. 

In  all  patients,  normal  or  otherwise,  focal 
infections  of  the  mouth  and  throat  must  be 
eliminated,  and  in  elective  surgery  I should 
be  inclined  to  defer  operation  until  such  con- 
ditions have  been  corrected,  for  they  may 
be  responsible  for  such  serious  sequelae  as 
parotitis  and  pneumonia.  This  measure  is 
particularly  important  in  surgery  of  the 
gastro-intestinal  tract. 

I have  not  stressed  the  making  of  a com- 
plete physical  inventory,  because  I consider 
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that  a part  of  the  diagnosis  rather  than  of 
the  preoperative  preparation,  and  I assume 
that  it  is  done  in  all  cases,  with  particular 
reference  to  the  competency  of  the  heart, 
lungs  and  kidneys.  Constitutional  diseases, 
whether  definite  or  merely  suspected,  de- 
mand special  tests,  but  if  these  elaborate 
investigations  are  done  routinely  in  all 
cases,  both  patient  and  hospital  will  be  put 
to  unnecessary  inconvenience  and  expense. 

The  preparation  of  cardiac  and  renal 
patients  is  a matter  for  the  internist,  and 
it  was  excellently  presented  before  this 
staff  a year  ago,  by  Dr.  Chaille  Jamison. 
In  these  cases  the  surgeon  should  subordin- 
ate himself  to  the  medical  man,  leaving  to 
him  the  responsibility  of  the  preparation, 
and  leaving  with  him  also  the  decision  as 
to  the  proper  time  for  operation. 

The  surgery  of  diabetics,  once  attended 
with  a tremendous  mortality,  has  become 
increasingly  safe  since  the  introduction  of 
insulin,  thanks  to  the  work  of  such  men  as 
Joslin,  McKittrick  and  Root,  and,  in  this 
community,  Dr.  I.  I.  Lemann.  Diabetics, 
as  you  know,  are  not  only  liable  to  the 
ordinary  diseases  and  accidents  which  de- 
mand operative  intervention,  but  they  are 
especially  susceptible  to  malignant  disease 
and  to  infection,  while  diabetic  gangrene 
is  a definite  surgical  problem  in  itself. 
Dr.  Lemann  has  kindly  prepared  for  me  the 
following  statement  of  the  principles  upon 
which  his  practice  is  based,  to  the  excellent 
results  of  which  I gladly  pay  my  tribute. 

“Diabetic  patients  without  infection  who 
are  to  undergo  elective  surgery  should  be 
brought  into  the  best  possible  condition  by 
the  adjustment  of  their  diet  and  the  admin- 
istration of  insulin  if  necessary.  Operation 
should  be  deferred  until  the  urine  is  free  of 
sugar  and  ketone  bodies,  and  until  the  blood 
sugar  is  within  or  near  normal  limits, 
though  this  latter  requirement  cannot 
always  be  strictly  met.  For  at  least  two 
days  before  operation  the  diet  should  be 
fairly  liberal  in  carbohydrates,  even  though 
insulin  must  be  given  to  offset  them,  in 
order  to  permit  the  necessary  storage  of 


glycogen  in  the  liver.  Some  hours  before 
operation,  usually  at  midnight,  an  extra 
feeding  of  carbohydrates,  such  as  oatmeal 
or  orange  juice,  is  administered,  and  addi- 
tional insulin  is  given  if  necessary. 

On  the  operating  table  20  c.c.  of  50  per 
cent  glucose  solution  is  given  intraven- 
ously, with  insulin  by  hypodermic  to  insure 
its  utilization,  the  amount  of  the  latter 
depending  upon  the  severity  of  the  diabetes. 
In  mild  cases,  where  previous  to  the  admin- 
istration of  glucose  there  has  been  no  gly- 
cosuria, at  least  1 unit  of  insulin  is  given 
for  every  gram  of  glucose.  The  point  of 
this  therapy  is  to  offset  the  postoperative 
period  of  starvation  and  possible  vomiting, 
though  this  latter  complication  is  usually 
absent  in  patients  treated  by  this  method 
and  operated  upon  under  ethylene  anes- 
thesia. 

After  operation  the  surgeon  is  requested 
to  proceed  as  if  the  patient  were  not  a dia- 
betic. Sweet  drinks  are  given,  or  glucose 
by  proctoclysis,  this  diet  being  offset  by  the 
administration  of  insulin  every  four  hours 
in  doses  regulated  by  the  intensity  of  the 
Benedict  reaction  in  the  urine. 

The  second  group  of  patients  is  repre- 
sented by  those  who  have  infections  either 
essentially  dependent  upon  the  diabetes, 
such  as  gangrene,  or  occurring  merely  as  a 
complication,  such  as  acute  appendicitis.  In 
such  patients  operation  should  not  be  de- 
ferred, but  should  be  performed  even  more 
promptly  than  in  non-diabetic  cases.  Infec- 
tion is  borne  badly,  the  diabetes  is  made 
worse  by  it,  and  it  in  turn  is  aggravated 
by  the  diabetes.  Thus  a vicious  circle  is 
established,  which  must  be  broken  by  sur- 
gery at  the  earliest  possible  moment.  All 
possible  safeguards  are  employed.  Opera- 
tion is  done  preferably  under  local  or  spinal 
analgesia,  though  ethylene  may  be  used 
where  these  are  impractical.  Glucose  and 
insulin  are  administered  on  the  operating 
table,  as  has  been  described,  and  after 
operation  fluids  are  forced,  and  the  diet  is 
rich  in  easily  available  carbohydrate  food. 
Insulin  is  used  at  regular  intervals.  In 
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short,  such  patients,  preoperatively  and 
postoperatively,  are  treated  as  if  coma 
were  impending.” 

With  these  precautions,  as  I have  said, 
serious  surgical  procedures  can  be  under- 
taken with  uniformly  good  results. 

Certain  special  operations  demand  cer- 
tain special  preparatory  measures.  Thus, 
patients  with  toxic  goiter  must  have  a care- 
ful evaluation  of  their  entire  physical 
apparatus,  with  special  reference  to  the 
neuro-circulatory  system.  The  treatment 
includes  a liberal  diet,  forced  fluids,  rest  in 
bed  in  hospital  under  competent  nurses,  and 
the  administration  of  Lugol’s  solution  as 
indicated,  measures  which  have  replaced 
digitalization,  and  polar  ligation  as  a meas- 
ure of  surgical  tolerance.  The  estimation 
of  the  basal  metabolic  rate  is  extremely 
important,  but  it  is  of  value  only  in  corre- 
lation with  other  objective  and  subjective 
findings.  It  serves  as  a criterion  of  opera- 
tive safety,  though  the  rate  itself  is  not  of 
prime  importance.  That  is,  we  are  con- 
cerned not  with  an  arbitrary  level  but  with 
its  rise  or  fall.  A patient  with  a station- 
ary high  or  ascending  rate  is  a poor  risk, 
whereas  a declining  rate,  even  though  still 
high,  may  be  accepted  as  an  indication  of 
safety. 

Stomach  cases,  if  malignancy  or  benign 
pyloric  obstruction  is  causing  stasis  or  dila- 
tation, are  benefitted  by  preoperative  gas- 
tric lavage.  This  measure  is  not  necessary 
in  the  usual  type  of  ulcer,  since  the  stomach 
contents  are  sterile.  Operations  on  the 
lower  intestinal  tract  should  be  preceded 
by  a period  of  dietary  restriction,  the  diet 
being  limited  to  food  scanty  in  residue  and 
slow  to  decompose,  and  this  measure  should 
be  supplemented  by  rectal  irrigations.  I 
question  the  value  of  vaccination  against 
bacterial  flora,  as  suggested  by  Rankin, 
though  I think  the  transformation  of  the 
flora  by  the  use  of  lactic  acid  bacilli,  as 
advised  by  Bass,  for  other  intestinal  condi- 
tions, may  do  good. 


Patients  with  advanced  disease  of  the 
gall-bladder  and  bile  passages  usually  ex- 
hibit hepatic  incompetency  and  are  defin- 
itely bad  surgical  risks.  Special  blood  tests 
are  obviously  indicated  in  this  group.  The 
use  of  calcium  lactate  prior  to  operation,  to 
raise  the  coagulation  time,  which  is  notor- 
iously prolonged  in  many  instances  is  being 
rather  generally  supplanted  by  the  use  of 
dextrose  solution  intravenously,  in  a dilute, 
slightly  hypertonic  solution.  The  rationale 
of  this  method  is  set  forth  in  a most 
enlightening  article  by  Ravdin  of  Phila- 
delphia, who  adduces  both  clinical  and  ex- 
perimental evidence  to  the  effect  that  these 
patients  suffer  from  a deficiency  of  carbo- 
hydrate metabolism,  and  that  they  exhibit 
also  an  absence  of  glycogen  storage.  There- 
fore a preoperative  regimen  of  high  corbo- 
hydrate  diet,  plus  dextrose,  with  insulin  in 
those  cases  in  which  there  is  also  a pan- 
creatic deficiency,  is  rational  and  effective. 

Operations  about  the  anus  for  fissures, 
fistulae  and  hemorrhoids  will  be  more  suc- 
cessful if  fecal  contamination  of  the  parts 
can  be  avoided  until  the  traumatized  tissues 
have  been  protected  by  exudate  and  granu- 
lation. In  this  single  instance,  therefore,  I 
advocate  purgation  several  days  prior  to 
operation,  as  well  as  enemas  twice  daily. 
While  I permit  the  patient  to  choose  the 
purgative  to  which  he  is  accustomed,  I con- 
sider castor  oil  especially  good  because  the 
constipation  which  it  habitually  induces  is 
an  additional  factor  of  protection. 

In  conclusion,  I might  point  out  that  it 
is  not  only  in  toxic  goiter  cases  that  the  atti- 
tude of  the  nursing  and  medical  staff  plays 
an  important  part  in  the  patient’s  well- 
being. The  psychologic  factor  cannot  be 
ignored  in  modern  surgery.  An  attitude  of 
wisely  measured  sympathy,  which  errs 
neither  on  the  side  of  callousness  nor  on 
the  side  of  sentimentality,  will  do  much  to 
prepare  patients  for  what,  as  Moynihan 
with  his  usual  wisdom  points  out,  is  to  us 
an  incident  of  our  daily  lives,  but  is  to  them 
on  ordeal,  perhaps  the  severest  they  will 
ever  be  called  upon  to  undergo. 
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CONSERVATIVE  MANAGEMENT  OF 
HYDRONEPHROSIS.* 

H.  W.  E.  WALTHER,  M.  D., 

New  Orleans. 

If  one  is  to  judge  by  the  discussions  so 
frequently  noted  in  the  literature  of  the 
day,  hydronephrosis  still  receives  much  at- 
tention. Its  incidence  has  by  no  means  been 
reduced  by  any  known  efforts  along  lines  of 
prevention.  The  etiologic  factors  back  of 
this  interesting  group  of  urologic  cases  have 
been  accorded  a most  thorough  study  by  a 
number  of  our  leading  investigators  in 
genito-urinary  pathology.  The  studies  of 
Hinman  are  most  illuminating.  Briefly,  he 
postulates  that  of  the  congenital  forms  of 
hydronephrotic  obstruction  he  places  abnor- 
malities of  the  posterior  urethra  and  blad- 
der neck  in  the  lower  tract  and,  in  the  upper 
tract,  anomalies  of  division  and  of  termin- 
ation of  the  ureter  as  well  as  anomalies  of 
vascularization.  Of  the  acquired  forms  he 
mentions  prostatism,  ureter  stricture,  ure- 
teral kinks  and  renal  mobility — the  last 
three  named  he  classifies  as  undetermined. 
He  also  uses  the  words  mechanical  and  dyn- 
amic as  well  as  primary  and  secondary  to 
designate  types.  The  physiological  studies 
of  Blatt  on  the  ureter,  in  its  relation  to  the 
formation  of  hydronephrosis,  have  ad- 
vanced our  knowledge  much  as  regards  in- 
hibited peristalsis  following  experimental 
reinnervation  of  the  ureter. 

Earlier  investigations,  made  principally 
upon  autopsy  material,  brought  out  varied 
forms  of  pathologic  lesions  productive  of 
hydronephrosis.  It  remained  for  more 
recent  investigators,  with  the  aid  of 
urography,  to  demonstrate  early  manifesta- 
tions in  the  living  subject  at  a period  where 
relief — if  not  cure — could  be  practiced. 

Besides  nephrectomy  or  nephrotomy, 
plastic  operations  on  the  renal  pelvis  and 
ureter  have  their  advocates.  The  severance 
of  aberrant  blood  vessels  has  been  prac- 
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ticed.  The  three  most  recent  masterly  con- 
tributions to  this  field  by  von  Lichtenberg, 
Walters  and  Braasch,  and  Quinby  are 
familiar  to  you.  Their  contributions  to  our 
knowledge  concerning  the  surgical  manage- 
ment of  hydronephrosis,  aimed  at  preserv- 
ing the  integrity  of  the  affected  kidney,  are 
most  creditable.  The  ingenuity  and  skill  dis- 
played by  these  masters  of  technic  arouses 
admiration.  Still,  it  is  highly  improbable 
that  the  procedures  they  advocate  will  ever 
be  acceptable  to  the  occasional  operators  of 
surgical  kidney  conditions.  Such  surmise 
is  borne  out  by  the  opinions  of  such  authori- 
ties as  Keyes,  Lee-Brown,  Thomas,  and 
others.  Interesting  as  they  are,  elucidation 
of  the  many  theoretical  phases  of  the  sub- 
ject would  carry  us  beyond  the  confines  of 
my  subject. 

One  cannot  launch  into  the  subject  of 
hydronephrosis  without  feeling  that  intelli- 
gent conservatism  deserves  consideration  at 
the  hands  of  those  called  upon  to  treat  the 
condition.  Many  years  of  urologic  consul- 
tation with  this  group  of  unfortunate  urges 
me  in  this  plea.  One  is  led  to  the  conclu- 
sion that  unless  each  and  every  case  is  given 
the  benefit  of  a preoperative  study  of  both 
kidneys  with  cystoscope,  ureteral  catheters 
and  the  roentgen-ray,  nephrectomies  or 
nephrotomies  will  continue  to  be  performed 
injudiciously  to  the  consternation  of  both 
patient  and  surgeon  when  later  the  same 
process  develops  in  the  opposite  side.  It 
has  fallen  to  my  lot  to  treat  many  cases  of 
hydronephrosis  in  the  nephrectomized  and 
whereas  it  is  no  doubt  true  that  in  many 
instances  removal  of  the  pathologic  kidney 
was  the  only  sane  procedure  to  adopt,  still, 
in  a smaller  number  falling  within  this 
group,  conservative,  nonoperative  treatment 
might  have  been  tried.  Far  too  frequently 
cystoscopic  treatment  of  renal  stasis  is 
ignored. 

It  is  not  my  purpose  to  deride  nephrec- 
tomy as  a procedure  selected  after  non- 
operative means  of  relief  have  failed.  My 
purpose  is  simply  to  present  this  phase  of 
treatment  with  the  hope  that  non-operative- 
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means  at  our  disposal  of  dealing  with 
hydronephrosis  be  not  rejected. 

As  you  know,  the  causes  of  hydrone- 
phrosis have  been  grouped  under  two  main 
captions,  namely,  the  intrinsic  and  the  ex- 
trinsic. Of  the  former,  stricture,  stone 
and  tumor  are  commonly  accepted  as 
frequent  agents  that  favor  pyelectasis.  In 
the  latter  group,  extra-urinary  influences, 
such  as  the  pregnant  uterus  interfering 
with  free  renal  drainage;  aberrant  blood 
vessels,  which  deviate  the  ureter  in  its 
normal  excursion  to  the  bladder;  and,  any 
lesion  which  might  destroy  or  appreciably 
damage  the  nerve  supply  of  the  ureter 
(arresting  its  peristalsis) — all  must  be 
considered  in  a discussion  of  this  subject. 
Furthermore,  congenital  anomalies  must  be 
accorded  a prominent  place  in  the  etiologic 
scheme  of  hydronephrosis,  for,  although 
much  less  frequently  met  with  than  any  of 
the  aforementioned  factors,  still  these 
irregularities  invariably  lead  to  pyelec- 
tases.  Nephrotosis  has  long  been  asso- 
ciated with  hydronephrosis  but,  in  my 
experience,  the  two  conditions  are  not  com- 
monly found  together. 

Aberrant  blood  vessels  play  a minor  role 
here  and  rarely  is  it  found  necessary  to 
divide  the  vessel.  Obviously  such  opera- 
tions are  not  without  their  dangerous 
sequalae  as  sloughing  of  an  entire  pole  of 
a kidney  can  follow  such  interference  with 
renal  circulation.  Has  the  aberrant  ves- 
sel theory  been  over-emphasized?  We 
believe  it  has.  It  is  just  as  sound  to  con- 
tend that  a weighty  kidney  pedicle  sags 
over  the  first  support  it  encounters  in  its 
downward  excursion.  If  the  support  hap- 
pens to  be  a blood  vessel,  is  it  logical  to 
infer  that  that  vessel  has  caused  all  the 
trouble?  Many  urologists  cannot  accept 
the  theory  of  Quinby  that  the  anomalous 
blood  vessel  is  a common  cause  of  hydrone- 
phrosis. 

Hunner’s  work  on  ureter  stricture  is 
being  more  widely  accepted  as  time  goes 
on.  There  can  be  no  doubt  in  the  minds 


of  most  urological  surgeons  that  stricture 
of  the  ureter  plays  an  active  part  in  the 
formation  of  many  hydronephrotic  sacs. 
The  proof  that  such  sacs  diminish  appre- 
ciably under  simple  uretral  dilatation 
should  convince  the  most  skeptical. 

Ureteral  calculi,  so  commonly  met  with 
in  the  South,  add  their  just  quota  to  the 
list  of  pyelectases  observed.  Here,  too,  by 
means  of  bougie  dilatation,  supplemented 
occasionally  with  the  indwelling  ureter  ca- 
theter, many  cases  of  hydronephrosis  are 
relieved  promptly  by  liberation  of  the 
stone. 

The  acute  dilatations  of  the  renal  pelvis 
in  pregnancy  are  almost  daily  encountered 
in  our  obstetrical  services  and  again  the 
indwelling  catheter  does  yeoman’s  service. 
The  harmless  repetition  of  catheter  drain- 
age in  these  cases  establishes  the  procedure 
as  sound. 

In  order  to  arrive  at  a conclusion  in  a 
given  case,  it  is  not  sufficient  to  simply 
demonstrate  an  enormous  dilatation  of  the 
pelvis  of  the  kidney.  To  determine  the  un- 
derlying cause  is  paramount.  If  the  fault 
lies  in  the  ureter,  good  urograms  are  essen- 
tial. A single  series  of  films  may  not 
suffice.  This  applies  especially  where  fill- 
ing defects  might  be  caused  by  spasm. 
Studies  of  the  emptying  time  of  the  kidney 
pelvis,  by  means  of  serial  films,  often  fur- 
nish valuable  clues.  Opaque  solutions 

warmed  to  body  temperature  and  intro- 
duced by  gravity  cause  less  discomfort  to 
many  demanding  repeated  studies.  Work- 
ing on  a modern  cystoscopic-roentgeno- 
graphic  examination  table,  which  permits 
of  upright  as  well  as  horizontal  exposures, 
is  most  desirable. 

In  the  initial  efforts  to  relieve  these 
cases  by  non-surgical  means,  it  is  often 
surprising  how  much  can  be  accomplished 
by  cystoscopic  interference  alone.  By 
means  of  the  introduction  of  a No.  11, 
whistle-tipped  catheter  to  within  the  di- 
lated sac  and  allowing  it  to  remain 
indwelling  for  a period,  stasis,  and  its 
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accompanying  symptoms,  can  be  relieved. 
This  form  of  renal  decompression  is  no 
cure-all.  It  will  not  replace  surgery  in 
many  instances.  But  in  that  group  of 
patients  which  prove  poor  surgical  risks, 
either  because  of  complications  elsewhere, 
or  advanced  age.  the  procedure  has  its 
place.  As  a preliminary  step  to  contem- 
plated surgical  intervention,  as  in  cases 
of  advanced  hydronephrosis  complicating 
renal  stone  impacted  at  the  uretro-pelvic 
juncture,  this  mode  of  decompression  has 
its  advocate. 

It  is  not  mete  to  deride  a procedure  until 
it  has  been  subjected  to  impartial  trial.  I 
submit  that  indwelling  catheter  drainage,  in 
the  treatment  of  hydronephrosis,  particu- 
larly the  early  types,  deserves  consideration. 
In  our  efforts  toward  establishing  proce- 
dures both  rational  as  well  as  conservative, 
it  is  but  proper  that  renal  lesions  be  not 
forgotten.  Because  of  the  possibility  of 
saving  some  kidneys,  this  contribution  is 
submitted. 


RIGHT  SIDED  ABDOMINAL  PAIN  AND 

THE  INCIDENCE  OF  KIDNEY  AND 
URETERAL  STONE.* 

A.  G.  PAYNE,  M.  D., 

Greenville,  Miss. 

Every  doctor  recognizes  the  difficulty  of 
diagnosing  abdominal  conditions,  and  all 
agree  that  there  are  more  difficulties  in  the 
diagnosis  of  conditions  in  the  right  than  in 
the  left  side.  When  you  think  of  the  possi- 
bilities of  error  in  left  sided  abdominal  dis- 
eases you  see  how  few  organs  there  are  to 
consider  in  the  differential  diagnosis  of  a 
pain  in  that  side  of  the  abdomen.  Diver- 
ticulitis may  be  difficult  to  diagnose  and  a 
left  ureteral  stone  may  require  some  study, 
but  these  are  mere  trifles  compared  with 
the  right  sided  pitfalls. 

A few  years  ago  when  Cabot  made  the 
assertion  that  40  per  cent  of  all  cases  com- 
ing to  the  dead  house  of  the  Massachusetts 

*Read  before  the  Delta  Medical  Society,  at 
Greenwood,  Miss.,  April  9,  1930. 


General  Hospital  were  cases  of  missed  diag- 
nosis, he  was  terribly  censured  and,  if  I am 
correctly  informed,  the  Medical  Society  of 
Boston  tried  to  have  him  expelled  for  such 
accusations. 

The  September,  1921,  issue  of  the  London 
“Lancet”  contains  an  article  by  Rowan  of 
the  St.  Andrews  Institute  of  Clinical  Re- 
search. He  shows  that  not  more  than  38 
per  cent  of  cases  in  institutional  work  are 
properly  diagnosed,  and  only  23  per  cent  of 
private  practice  cases  are  thus  diagnosed. 

Such  accusations  coming  from  two  men 
of  such  eminence  should  awaken  an  enthu- 
siasm among  all  medical  men  to  attain  more 
accurate  diagnosis,  for  truly  the  diagnosis 
of  any  condition  is  paramount  to  its  proper 
treatment. 

The  present  tendency  to  group  medicine 
and  special  examination  along  all  lines  is 
getting  too  many  men  away  from  what  that 
great  teacher,  Murphy,  accredited  the  great- 
est teacher  of  Medicine  the  world  had  ever 
known,  who  taught  that  careful  history  tak- 
ing would  give  more  valuable  information 
concerning  the  patient,  than  a1!  else  com- 
bined. 

I have  no  fight  to  make  against  careful, 
painstaking  laboratory  work  in  all  of  its 
various  branches,  for  we  cannot  practice 
scientific  medicine  without  it,  but  we  all 
know  that  it  is  a matter  of  absolute  impos- 
sibility for  the  men  who  practice  in  the 
rural  districts  to  have  all  such  means  at 
their  command,  and  they  must  be  expert 
diagnosticians  or  their  clientele  will  suffer 
as  a consequence. 

There  is  too  much  tendency  for  surgeons 
to  know  too  little  of  general  medicine  and 
medical  men  to  know  too  little  about  surgi- 
cal diagnosis.  The  knowledge  of  the  intern- 
ist is  necessary  to  the  surgeon;  he  is  far 
from  accomplished  without  it  and  it  is  of 
the  utmost  importance  to  all  concerned  to 
differentiate  between  a medical  and  a sur- 
gical condition. 

Right  sided  abdominal  pain  may  mean  so 
much  to  the  patient  that  he  should  have 
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every  precaution  in  arriving  at  a diagnosis, 
taking  into  careful  consideration  all  fac- 
tors that  might  prevent  his  falling  into 
either  the  institutional  62  per  cent,  or  the 
private  77  per  cent  of  improper  diagnosis. 
This  can  only  be  prevented  by  a careful 
history  taking,  careful  clinical  observation, 
subjective  and  objective,  laboratory  find- 
ings, which  should  include  blood  count, 
microscopic  examination  of  urine,  cysto- 
scopic  examination  and  roentgenograms, 
where  there  is  the  least  doubt  about  the 
findings,  before  subjecting  the  patient  to 
operation. 

There  is  a mooted  question  at  the  present 
time  among  urologists  as  to  ureteral  kinks 
and  strictures.  Some  claim  that  a great 
many  real  pathological  conditions  exist  as  a 
consequence  of  such  kinks  and  strictures 
while  others  claim  the  kinks  and  strictures 
exist  only  in  the  brains  of  the  men  who 
know  that  they  exist  and  find  them.  Even 
so,  I know  from  experience,  that  we  should 
bear  in  mind  ureteral  kinks  and  strictures 
when  considering  pain  in  the  abdomen, 
especially  when  the  history  and  symptoma- 
tology are  contrary  to  that  usually  found  in 
the  kidney  and  ureter. 

I now  have  under  observation  a woman 
who  has  a ureteral  kink  that  causes  great 
pain,  and  a retention,  at  times,  of  400  cc.  of 
urine  in  the  left  kidney.  She  had  had  ure- 
teral dilatation  and  kidney  lavage  for  eight- 
een months  before  coming  under  observa- 
tion of  a very  prominent  New  York  urolo- 
gist, who  advised  her,  fourteen  months  ago 
to  have  her  kidney  removed.  But  it  is  of 
considerable  interest  to  note  that  since  the 
removal  of  her  tonsils  and  a few  bad  teeth, 
some  three  months  ago,  that  her  urine  has 
become  normal  and  she  has  had  no  more 
pain  nor  trouble  with  the  ureteral  spasm 
nor  with  distention  of  the  kidney. 

This  matter  of  kidney  infection,  ureteral 
kinks  and  strictures  and  the  clearing  up  of 
such  conditions  after  the  removal  of  foci  of 
infection  was  brought  out  by  Dr.  Guy  L. 
Hunner,  of  Baltimore,  several  years  ago 
and  it  is  very  interesting,  as  is  the  whole 


subject  of  foci  of  infection  affecting  all 
parts  of  the  body. 

The  vermiform  appendix  is  the  cause  of 
more  right  side  pain  than  all  other  internal 
organs,  and  one  should  not  parley  with  too 
many  means  of  differentiation  when  the 
classic  symptoms  of  pain,  rigidity  of  right 
rectus  muscle,  fever  and  high  blood  count 
prevails.  We  should  get  the  appendix  out. 
But  beware  of  those  conditions  in  which 
that  array  of  symptoms  and  conditions  do 
not  exist;  you  may  remove  an  unoffending 
appendix  and  leave  the  patient  to  suffer 
with  renal  or  ureteral  calculi  as  a heritage, 
and  for  the  surgeon,  censure  on  the  one 
hand  and  remorse  on  the  other.  I might  per- 
haps suggest  that  we  should  all  make  fewer 
mistakes  in  diagnosis  in  right  side  abdomi- 
nal lesions  if  we  were  not  obsessed  by  the 
ever  present  shadow  of  the  appendix. 

A case  that  came  under  mv  observation  a 
few  years  ago  will  illustrate  this  point. 
Mr.  J.  P.  came  to  my  office  suffering  in- 
tense pain  in  the  right  lower  quadrant.  He 
was  insistent  that  I give  him  something 
quickly  to  relieve  his  pain.  I tried  to  get 
him  to  give  me  a specimen  of  urine,  but  he 
could  not  get  his  mind  on  urinating  and 
instead  had  it  fixed  on  getting  something  to 
re’ieve  him.  I said  to  him,  “I  usually  try  to 
find  out  the  cause  of  the  pain  before  giving 
pain  relieving  medicine,  but  if  my  way  does 
not  suit,  you  had  better  go  elsewhere.” 
Upon  history  taking  and  examination  I 
found  that  he  had  had  his  appendix  out  two 
years  before  and  his  gall  bladder  drained 
one  year  before  and  still  had  the  same  cause 
for  pain,  a stone,  lodged  at  the  time  in  the 
right  ureter,  and  easily  removed  by  the  aid 
of  the  cystoscope. 

A recent  case  in  my  hands  will  also  show 
the  importance  of  thorough  examination  in 
case  of  right  side  pain  before  being  sub- 
jected to  operative  interference.  Mr.  E.  A. 
sent  to  me  for  operation  for  acute  appendi- 
citis, came  in  the  hospital  at  4 P.  M.  with 
a temperature  of  104°,  pu’se  120,  a white 
blood  count  of  8000.  The  temperature  con- 
tinued throughout  the  night  with  pain  in 
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the  right  side  of  abdomen,  but  no  rigidity 
of  right  rectus.  I did  not  think  the  condi- 
tion one  of  appndicitis,  from  its  incipiency, 
though  the  blood  count  was  17,000  early 
the  next  morning,  but  due  to  the  apparent 
urgency  of  the  symptoms  and  from  the  fact 
that  he  had  been  sent  in  with  a diagnosis  of 
acute  appendicitis,  I,  without  further  obser- 
vation or  examination,  opened  the  abdomen 
to  remove  a normal  appendix,  and  then  had 
him  pass,  per  uretha,  a stone,  with  much 
mucus  during  the  next  few  hours. 

In  a recent  letter  from  Dr.  W.  F.  Braash 
he  stated  that  about  33  per  cent  of  cases  of 
stone  in  the  right  kidney  and  ureter,  so 
diagnosed  at  the  Mayo  clinic,  had  previ- 
ously had  other  operations  performed  for 
the  supposed  trouble.  Those  cases  of  his 
from  many  surgeons  and  from  all  over  the 
country ; those  of  yours  and  mine  whom  we 
have  given  a hasty  examination  and  an 
undue  operation,  only  teach  us  the  all-im- 
portant fact  to  give  time  and  due  considera- 
tion before  subjecting  one  to  a needless 
hazardous  operation. 

In  a recent  case  in  my  experience,  par- 
leying with  the  patient  came  near  costing 
him  his  life.  This  was  one  of  those 
cases  of  diagnostic  insufficiency.  He  had 
a normal  blood  count  24  hours  after  I 
first  saw  him,  and  72  hours  after  onset  of 
symptoms.  There  was  much  pus  in  the 
urine,  as  shown  by  the  microscope,  no  stone 
shown  by  the  roentgen-ray  plates,  nothing 
revealed  by  cystoscope,  no  rigidity  of  right 
rectus,  temperature  of  100°,  pulse  of  90, 
and  all  pain  in  the  back  in  the  region  of  the 
right  kidney.  The  man  was  not  acutely 
ill,  but  rest  in  bed  and  light  diet  did  not 
improve  him.  His  temperature  gradually 
rose,  also  the  leukocytosis  increased  and 
after  eight  days  of  torturing  him  with 
roentgen-ray  examinations,  cystoscopic  and 
physical  examinations  and  after  a mass 
formed  in  the  abdomen  I decided  to  open 
him  up.  I found  an  enormous  pus  cavity 
which  must  have  been  an  appendiceal  ab- 
scess (retrocecal),  as  the  subsequent  fecal 
discharge  through  the  wound  and  the  urine 
becoming  normal  would  indicate. 


Such  cases  as  these  make  differential 
diagnosis  of  pain  in  the  right  side  which 
may  be  either  acute  appendix,  acute  gall 
bladder,  pyloric  or  duodenal  ulcer  or  rup- 
ture, kidney  or  ureteral  stone  in  the  male 
and  the  same  in  the  female,  plus  trouble 
with  the  right  adnexa,  of  the  utmost  im- 
portance, and  we  should  under  those  cir- 
cumstances learn  the  lesson  of  a good  sol- 
dier, that  it  is  as  imperative  sometimes  to 
cease  firing  and  lie  down  as  it  is  to  observe 
the  command  to  charge  or  fire. 

This  idea  is  meant  more  for  the  men 
who  regard  purgation  as  being  indicated  in 
all  abdominal  pain,  for  verily  do  I believe 
that  many  lives  are  sacrificed  as  a result  of 
the  administration  of  all  forms  of  purga- 
tion in  the  incidence  of  pain  in  the  abdo- 
men. 

One  of  the  proudest  experiences  of  my 
life  as  a medical  man  was  at  the  Surgeon’s 
Club  at  Rochester,  November,  1910.  We 
had  under  appendicitis  discussion.  I made 
the  assertion  that,  in  my  opinion,  a patient 
never  succumbed  to  the  first  attack  of  ap- 
pendicitis unless  purged.  A doctor  from 
Gadsden,  Ala.,  was  on  his  feet  instantly 
and  wanted  to  know  if  I took  the  position 
that  those  cases  should  not  be  purged.  I 
answered  him  thus:  “If  you  were  in  such 
condition,  would  you  want  to  be  purged?” 
This  brought  down  the  house.  The  next 
day,  the  last  case  Dr.  Mayo  operated  upon 
was  a pus  appendix,  and  discussing  the 
case,  he  made  the  assertion : “Some  one 
must  have  given  this  case  a purgative  and 
Moynihan  says  that  purgation  in  such 
cases  mens  perforation  and  peritonitis.” 

It  is  never  easy,  and  often  impossible,  to 
make  a positive  diagnosis  of  conditions  in 
the  right  upper  abdominal  quadrant  dur- 
ing their  earlier  stages.  Here  errors  of 
diagnosis  are  not  made  from  insufficient 
knowledge  or  lack  of  ability  in  making  an 
examination,  but  rather  are  due  to  wrong 
interpretation.  The  clinical  signs  here 
presented  require  much  judgment  for  the 
proper  interpretation,  and  hence  it  is 
necessary  not  only  to  consider  the  whole 
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syndrome,  but  to  take  careful  account  of 
everything  that  enters  into  the  history, 
development  and  duration,  and  to  employ 
all  means  at  our  command  for  our  keenest 
observation;  as  often  a correct  diagnosis 
rests  on  some  small  detail.  Each  symptom 
must  not  only  be  carefully  weighed,  but 
the  patient’s  general  condition  must  be 
invariably  considered.  It  is  this  region 
that  so  often  baffles  the  skill  of  internists 
and  surgeons  to  give  a diagnosis  and  in 
many  instances  if  rushed  to  a diagnosis 
and  operation  an  exploratory  incision  will 
have  to  be  made  to  demonstrate  the  patho- 
logical condition. 

I have  had  patients  ask  me  the  question, 
subsequent  to  a successful  operation,  “Doc- 
tor, why  didn’t  you  operate  on  me  sooner?” 
And  I was  just  as  frank  with  them  and 
told  them,  “Had  I done  so  I would  not  have 
known  where  to  make  the  incision,  and 
since  you  have  been  successfully  operated 
upon,  I think  I am  to  be  commended  in- 
stead of  censured.” 


THE  RETROGRADE  METHOD  OF 
DILATING  CICATRICIAL  STE- 
NOSIS OF  THE  ESOPHA- 
GUS.* 

HAROLD  LESLIE  KEARNEY,  M.  D., 

New  Orleans. 

You  are  all  familiar  with  the  old  story 
of  cicatricial  stenosis  of  the  esophagus  and 
perhaps  many  of  you  have  in  years  gone 
by  witnessed  the  unhappy  and  untimely 
ending  of  some  of  these  unfortunate  little 
patients.  In  more  recent  years  the  tech- 
nic of  esophageal  bouginage  has  been  so 
improved  that  the  old  dictum  of  Trousseau 
that  “sooner  or  later  the  patients  die  of 
the  bougie,”  no  longer  is  true.  The  vast 
majority  of  cases  of  cicatricial  stenosis  of 
the  esophagus  are  in  children  and  are  most 
frequently  due  to  the  accidental  swallowing 
of  solutions  of  commercial  lye.  Less  fre- 
quently other  corrosive  chemicals  are  at 
fault  and  tuberculosis,  lues,  diphtheria  and 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, January  27,  1930. 


typhoid  may  be  the  cause.  I have  had  one 
case  which  followed  scarlet  fever.  These 
strictures  are  most  often  located  at  the 
anatomical  narrowings  and  points  where 
the  bolus  of  food  pauses  in  its  descent 
through  the  esophagus,  thus  giving  oppor- 
tunity for  longer  contact  of  the  corrosive 
poison  with  the  mucous  membrane. 

The  sequence  of  events  in  cicatricial  eso- 
phageal stenosis  from  lye  burn  is  acute 
esophagitis,  sloughing  of  the  mucosa  from 
ulceration  and  then  stricture  from  the  con- 
traction of  the  scar  tissue  during  the  heal- 
ing of  the  ulcerative  process. 

Strictures,  particularly  those  from  lye 
burns  are  more  likely  to  be  multiple  than 
single  and  in  the  multiple  strictures  the 
lumina  do  not  exactly  overlie  each  other, 
but  are  eccentric.  The  esophagus  is 
dilated  or  pouch-like  above  the  stricture 
and  funnel  shaped  below,  as  was  first  ob- 
served by  Billroth. 

Blindly  pushing  down  a bougie  from 
above  to  dilate  cicatricial  stenosis  of  the 
esophagus  is  exceedingly  dangerous,  as  the 
bougie  is  likely  to  be  engaged  by  the 
pouch-like  dilatation  at  the  site  of  the 
stricture  and  perforation  of  the  esophagus 
result. 

Some  six  years  ago,  Gabriel  Tucker  of 
Philadelphia,  devised  his  retrograde  eso- 
phageal bougie,  which  is  the  best  instru- 
ment for  its  purpose  that  has  yet  come  to 
my  attention.  The  bougie  is  made  of  soft 
rubber  moulded  on  an  endless  braided  silk 
thread.  A loop  is  left  free  at  either  end 
and  the  intervening  portion  is  knotted  to 
prevent  its  pulling  out  of  the  rubber.  The 
ends  are  tapered  to  present  a gradual  dilat- 
ing surface  and  the  bougie  is  made  in  even 
sizes  according  to  the  French  scale  from 
12  to  32,  and  in  addition  there  have 
recently  been  added  two  larger  sizes,  36 
and  40.  In  carrying  out  the  treatment,  the 
first  step  is  gastrostomy.  After  gastros- 
tomy has  been  established,  a thread  is 
swallowed  by  the  patient.  The  upper  end 
of  the  thread  is,  of  course,  made  fast,  so 
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that  the  entire  thread  will  not  be  swal- 
lowed. When  the  gastrostomy  tube  is  re- 
moved the  thread  will  frequently  be  found 
wrapped  around  it.  If  not,  then  a long 
blunt  probe,  with  one-fourth  of  an  inch  of 
the  end  bent  to  a right  angle,  is  introduced 
through  the  gastrostomy  opening  and  the 
thread  caught  up  and  pulled  out  of  the 
stomach  with  this  hook.  A heavier  braided 
silk  thread  is  then  attached  and  the  origi- 
nal thread  is  used  to  pull  the  braided  silk 
through  the  esophagus  and  out  of  the 
mouth.  This  leaves  one  end  of  the  braided 
silk  projecting  from  the  mouth  and  the 
other  end  projecting  from  the  gastrostomy 
fistula.  The  gastrostomy  end  of  the  silk  is 
attached  to  one  end  of  the  bougie  and  a 
fresh  length  of  silk  attached  to  the  other 
end  of  the  bougie.  Then  the  index  finger 
of  the  right  hand  is  introduced  into  the 
mouth  and  the  bougie  is  gently  pulled  up 
through  the  esosphagus  by  traction  on  the 
thread  with  the  end  of  the  finger.  If  too 
great  resistance  is  met  for  the  bougie  to 
be  gently  pulled  through,  then  the  bougie 
is  too  large  and  a smaller  size  must  be 
used.  As  the  bougie  is  pulled  through  it 
pulls  the  fresh  piece  of  silk  which  is  long 
enough  for  the  upper  end  to  then  be  passed 
through  the  nose  and  tied  to  the  lower  or 
gastrostomy  end  of  the  thread  which 
makes  an  endless  string  which  is  worn 
over  the  ear.  Thus  when  bouginage  is 
necessary  at  short  intervals,  the  process  of 
rethreading  the  esophagus  is  obviated.  The 
gastrostomy  tube,  which  is  used  not  for 
feeding,  but  for  the  purpose  of  keeping  the 
gastrostomy  fistula  from  closing,  is  re- 
placed. Treatments  are  carried  out  usually 
at  bi-weekly  intervals,  using  the  greatest 
care  in  stepping  up  the  sizes  of  the  bougie. 
It  must  be  remembered  that  too  rapid  dila- 
tation of  the  esophagus  by  any  method  will 
cause  rupture  of  the  esophageal  wall  from 
the  sudden  overstretching,  with  fatal 
result. 

CASE  HISTORY. 

Frank  C.,  aged  4 years,  was  referred  to  me  by 
Dr.  L.  H.  Landry  on  May  4,  1928.  Eight  weeks 
previously  the  patient  swallowed  lye.  The  lye  had 
been  mixed  to  scrub  the  floor  and  the  child 


thought  it  was  water.  The  mouth  and  throat 
were  burned  severely,  but  until  two  weeks  previ- 
ous there  was  no  difficulty  in  swallowing.  Since 
that  time  dysphagia  had  progressively  increased 
until  at  admission  he  could  not  take  milk.  Some 
water  seemed  to  pass  through.  When  food  was 
taken  it  was  either  vomited  immediately  or  shortly 
afterward.  At  esophagoscopy  a stricture  was 
encountered  15  cm.  from  the  upper  incisor  teeth. 
The  stricture  was  almost  pin  point  in  size.  A 
number  10  Jackson  filiform  bougie  was  gently  in- 
sinuated. There  was  no  resistance,  the  stricture 
evidently  being  loosely  organized  and  the  pin  point 
opening  enlarged  very  easily.  A number  15  Jack- 
son  filiform  bougie  was  then  passed  with  no  re- 
sistance. The  patient  went  home  and  failed  to 
return  at  the  appointed  time  for  treatment. 

When  next  seen  two  weeks  later  he  had  been 
unable  to  swallow  anything  for  twenty-four  hours. 
Esophagoscopy  at  this  time  revealed  merely  a 
small  dimple  like  depression  at  the  point  of  the 
stricture.  The  smallest  Jackson  filiform  bougie 
would  not  pass.  Gastrostomy  was  done  by  Dr. 
L.  H.  Landry  the  following  day.  Twelve  days 
later  the  patient  swallowed  a thread  and  seven- 
teen days  after  gastrostomy  retrograde  bouginage 
was  started  and  after  about  one  month  more 
gastrostomy  feeding  was  stopped.  At  the  present 
time  a size  36  bougie  passes  readily  and  the 
patient  takes  all  kinds  of  food  without  difficulty. 

SUMMARY. 

1.  Blind  bouginage  is  dangerous. 

2.  The  retrograde  method  combines 
rapidity  of  cure  with  the  safest  form  of 
dilating  cicatricial  strictures  of  the  eso- 
phagus. 

3.  Neither  hospitalization  nor  anesthe- 
sia are  required  for  retrograde  bouginage. 

4.  All  strictures  in  cases  of  multiple 
strictures  are  dilated  simultaneously. 

5.  Perforation  of  the  esophagus  is  im- 
possible with  this  method  and  with  proper 
care  rupture  of  the  esophagus  from  the 
injudicious  use  of  an  oversized  bougie 
should  never  occur. 

6.  Gastrostomy  is  a simple  operation 
and  should  almost  always  be  done  in  cases 
of  cicatricial  stenosis  of  the  esophagus  in 
children.  By  its  means  treatment  is  facili- 
tated, nutrition  is  maintained  and  esopha- 
gitis is  combatted. 
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DISCUSSION. 

Dr.  Lucian  H.  Landry  (New  Orleans) : The 

treatment  of  cicatricial  stenosis  of  the  esophagus 
has  undergone  radical  changes  in  the  past  ten  or 
fifteen  years  due  to  better  methods  of  arriving  at 
a diagnosis,  contributed  by  the  fluoroscope  and 
the  roentgenogram,  and  more  satisfactory  means 
of  treatment  by  direct  vision  through  the 
esophagoscope. 

A radical  departure  from  the  older  teachings 
is  seen  in  the  practice  of  early  gastrostomy  in 
caustic  burns,  rather  than  being  used  simply  to 
feed  the  patient  after  signs  of  starvation  had 
appeared.  The  early  gastrostomy  has  the  added 
advantage  of  putting  the  esophagus  at  rest  while 
nutrition  is  being  maintained,  and  thereby  aiding 
in  the  early  healing  of  the  raw  surface. 

As  has  already  been  mentioned  by  Dr.  Kearney, 
the  use  of  the  blind  bougie  today  should  be  con- 
demned, as  the  mortality  in  the  reported  cases 
ranges  from  15  to  20  per  cent  and  most  probably 
higher. 

The  older  treatments  varied  from  an  injection 
of  a 15  per  cent  alcoholic  solution  of  thiosinamin 
beneath  the  skin  between  the  scapulae  (Telleky, 
1902)  to  applying  caustics  through  an  esophago- 
scope to  the  stricture  in  hopes  it  would  eat  its 
way  through — up  to  the  radical  operation  of 
transpleural  and  transperitoneal  esophagogastros- 
tomy,  and  even  further  by  three  plastic  operations 
to  exclude  the  thoracic  esophagus  by  antethoracic 
esophagoplasty,  where  plastic  operations  on  the 
thoracic  skin  and  jejunum  are  done  in  an  effort 
to  make  a substitute  tube  for  the  cicatrized 
esophagus. 

According  to  Park’s  surgery,  external  esopha- 
gotomy  was  first  performed  by  Goursault  in  1773 
with  good  results.  Internal  esophagotomy  con- 
sists of  the  introduction  of  instruments  into  the 
canal  for  the  purpose  of  dividing  strictures. 

The  instruments  employed  are  made  after  the 
manner  of  urethral  instruments  and  are  used 
much  in  the  same  way.  The  operation  is  fraught 
with  great  danger  and  nearly  25  per  cent  of  the 
cases  have  died  (according  to  Park). 

Electrolysis  has  been  advocated  by  Fort  and 
Ginsez.  Symonds  used  a short  rubber  tube  for 
intubation  of  the  esophagus  in  incomplete  stric- 
tures. Abbe’s  method  consisted  of  using  a string 
saw  to  cut  through  a stricture  by  a combined 
gastrostomy  and  cervical  esophagostomy,  or 


through  the  mouth.  Billroth  used  conical  shaped 
rubber  bougies  filled  with  sho^  or  quick-silver. 
Jacobson  advocated  a tapered  stalk  of  laminaria 
tied  to  a string,  in  the  hope  that  the  laminaria 
could  engage  in  the  stricture  before  it  began  to 
swell. 

Schede  is  given  the  credit  of  first  suggesting 
retrograde  dilatation  through  a gastrostomy.  The 
feeding  of  string  in  an  effort  to  get  beyond  the 
stricture  was  suggested  by  Dunham  and  Mixter; 
with  a string  guide  beyond  the  stricture,  it  soon 
passed  through  the  stomach  and  could  not  be 
extracted. 

By  pulling  the  string  taut  an  excellent  guide 
was  had  over  which  a bougie  could  be  threaded 
to  follow  the  course  of  the  string.  This  method 
has  been  strongly  emphasized  and  used  exten- 
sively by  Plummer. 

A paper  by  Dr.  W.  J.  Mayo  in  the  A.  M.  A. 
of  July,  1899,  described  an  operation  devised  by 
Dr.  A.  J.  Ochsner  in  which  a gastrostomy  is  done 
and  a silk  guide  passed  either  retrograde  or  from 
above;  to  this  string  is  tied  a double  rubber  tube 
which  is  pulled  up  from  below  and  made  to 
engage  in  the  stricture;  when  the  tension  on  the 
rubber  tube  is  released,  it  acts  as  a dilator.  As 
the  stricture  releases,  larger  sizes  may  be  used. 

This  method  of  retrograde  bouginage  demon- 
strated by  Dr.  Kearney,  as  described  by  Gabriel 
Tucker  is  a refinement  of  Ochsner’s  operation  and 
is  by  far  the  safest,  sanest  and  surest  method  of 
dealing  with  this  distressing  deformity.  There  is 
no  doubt  that  with  an  early  gastrostomy,  the  get- 
ting of  a string  through  the  esophagus  before  it 
closes  and  gentle  retrograde  treatment  that  the 
vast  majority  of  these  cases  can  be  permanently 
cured. 

Dr.  Monte  Meyer  (New  Orleans)  : We  have  a 

case  at  Charity  Hospital  who  has  been  there  for 
two  and  a half  years.  We  have  tried  to  get  her 
to  swallow  string  and  have  never  been  successful. 
I would  like  to  ask  Dr.  Kearney  how  he  makes 
them  swallow  the  string  in  infants  too  young  to 
understand. 

Dr.  E.  Denegre  Martin  (New  Orleans)  : Those 

who  have  had  experience  with  these  cases  can 
readily  understand  what  this  improvement  means. 
The  demonstration  makes  it  plain.  I began  this 
work  before  the  present  method  was  known — 
retrograde  or  anything  else.  The  great  difficulty 
in  these  cases  was  to  know  where  you  were. 
Quite  frequently  accidents  occurred.  In  one  case 
we  went  through  the  esophagus  into  the  chest 
cavity.  Of  course,  you  know  what  happened. 

Dr.  Parham  and  myself  had  one  case  in  par- 
ticular. In  one  instance  we  left  the  bougie  in 
a long  time  and  the  child  died  as  a result  of 
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slough.  In  the  retrograde  method  you  at  least 
have  a guide. 

It  is  necessary  to  begin  dilatation  early.  How 
long  will  it  have  to  be  kept  up?  I suppose  it  is 
like  dilatation  of  any  stricture,  it  must  be  kept 
up  pretty  regularly.  I would  like  to  know  if 
these  cases  have  been  permanently  relieved. 

Dr.  Kearney  (closing)  : Dr.  Martin  asked  about 
the  permanence  of  cure.  I saw  a child  from 
Hattiesburg  in  1921  who  had  lye  stricture  of  the 
esophagus  which  I dilated  by  peroral  esophago- 
scopic  bouginage  up  to  20  French.  I have  not 
seen  this  boy  for  eight  years  but  get  a Christmas 
card  from  him  every  year.  His  cure  is  per- 
manent as  far  as  it  goes  but  he  needs  a larger 
lumen  than  20  French.  I think  if  these  cases 
are  dilated  up  to  40  French  that  there  is  very 
little  likelihood  of  the  esophagus  closing  up  again. 

I had  one  case  of  cicatricial  stenosis  of  the 
esophagus  of  some  ten  years  standing  resulting 
from  scarlet  fever.  The  patient  who  was  referred 
by  Dr.  Ed.  Faust,  had  a stricture  admitting  a 
14  French  bougie.  Gastrostomy  was  done  by 
Dr.  Faust  and  retrograde  bouginage  instituted. 
She  now  has  a 45  French  opening  and  swallows 
all  kinds  of  food  normally. 

Dr.  Meyer  inquired  about  the  method  of  swal- 
lowing the  thread.  Inducing  a very  young  child 
to  swallow  is  often  a difficult  proposition.  Ordi- 
narily it  is  done  as  follows : A yard  of  buttonhole 

twist  silk  thread  is  fastened  to  the  patient’s 
blouse  and  the  end  either  introduced  gradually 
into  the  mouth  for  the  patient  to  swallow  or 
the  end  may  be  introduced  through  the  nose  and 
a little  more  put  in  now  and  then.  It  may  take 
weeks  to  get  an  infant  to  swallow  a thread. 
The  co-operation  of  an  intelligent  nurse  is  indis- 
pensable. Another  method  is  to  “thread”  the 
esophagus  by  retrograde  esophagoscopy  in  which 
a small  Jackson  steel  stemmed  bougie  is  intro- 
duced from  below  and  gently  passed  through  to 
the  mouth  where  a thread  is  attached  and  the 
bougie  withdrawn  carrying  the  thread  with  it. 

I want  to  thank  Dr.  Landry  particularly  for 
bringing  out  one  thing  in  his  discussion;  that  is, 
his  insistence  on  getting  the  patient  to  swallow 
the  thread  early.  As  long  as  a patient  has  a 
thread  through  the  esophagus  the  treatment  can 
go  ahead  easily  no  matter  how  small  the  lumen 
of  the  stricture.  Once  the  esophagus  is  com- 
pletely closed  making  an  opening  is  always 

extremely  hazardous  and  most  frequently  im- 
possible. 

I have  one  little  fellow  under  observation  whom 
I first  saw  some  seven  years  ago.  Dr.  Matas 
had  done  a gastrostomy  for  him  and  had  re- 
ferred him  for  dilatation.  For  some  reason  or 
another  he  deserted  treatment  before  dilatation 
could  be  started.  Seven  years  afterward  the 


child  was  brought  back  to  me  presenting  the  most 
extreme  case  of  malnutrition  I have  ever  seen. 
He  was  eight  years  old  and  weighed  twenty-four 
pounds.  The  mother  had  fed  him  on  a totally 
inadequate  diet  consisting  largely  of  condensed 
milk.  He  has  complete  closure  of  the  esophagus. 
The  possibility  of  restoring  his  esophagael  function 
is  almost  if  not  entirely  nil. 


SOME  OBSERVATIONS  ON  SIMPLE 

BLOOD  SMEAR  AGGLUTINATION 
TESTS  IN  TULAREMIA,  TYPHUS 
AND  UNDULANT  FEVER.* 

A Preliminary  Report. 
s.  J.  LEWIS,  M.  D.,f 
New  Orleans. 

In  attempting  to  determine  the  cause  of 
certain  obscure  conditions,  fevers  particu- 
larly, there  is  likely  to  be  a call  for  labor- 
atory procedures  that  bv  present  methods 
are  time-consuming.  As  it  is  becoming 
apparent  that  such  conditions  as  tularemia, 
typhus  and  undulant  fever  are  of  clinical 
importance  in  this  vicinity,  the  occasion 
frequently  arises  for  agglutination  tests 
for  these  diseases,  as  by  this  means  a 
clinical  diagnosis  may  be  further  sub- 
stantiated. 

Accordingly,  it  has  seemed  of  interest  to 
report  certain  observations  on  agglutina- 
tion of  these  organisms,  using  a simple 
blood  smear  or  drop  of  serum  and  the 
specific  killed  bacterial  suspension. 

The  reports  in  the  literature  in  which 
use  is  made  of  agglutination  reactions  on 
a slide  are  not  numerous.  However,  when 
one  considers  the  usefulness  of  the  Bass- 
Watkins(1)  slide  agglutination  test  for 
typhoid  and  para-typhoid  and  the  more 
recent  slide  agglutination  reactions  for 
syphilis  of  Butler(2)  and  Kline(3),  it  would 
appear  that  in  this  field  there  is  some  hope 
for  further  simple  and  efficient  diagnostic 
procedures.  Such  simplified  methods  would 
be  of  use  not  only  to  the  general  practi- 
tioner, but  to  the  clinical  pathologist  as 

*Read  before  the  Orleans  Parish  Medical  So- 
city,  January  27,  1930. 

fFrom  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine,  New  Orleans. 
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well,  who  is  beginning  to  be  burdened  by 
an  increasing  number  and  variety  of  labor- 
atory procedures. 

It  is  of  interest  to  note  the  use  made  of 
slide  agglutination  tests  previously.  In 
1896  Johnson(4)  described  a simple  slide 
technic,  using  a drop  of  blood  or  of  serum 
and  a drop  of  a bouillon  suspension  of 
typhoid  organisms  in  testing  for  the  agglu- 
tination of  typhoid.  This  preparation  was 
examined  under  the  microscope. 

In  1910  Bass  and  Watkins(1)  described 
their  macroscopic  slide  test  for  typhoid, 
using  a concentrated  killed  antigen  and  a 
blood  smear  from  a suspected  case.  This 
latter  technic  was  a radical  departure  and 
is  the  basis  for  the  present  work  of  the 
author.  In  1923  Huddleston  and  Abell(5) 
described  a slide  test  for  Bang’s  abortion 
disease  in  cattle,  using  a drop  of  serum 
and  a killed  concentrated  bacterial  suspen- 
sion. Hull,(6)  in  1929,  described  a similar 
test  for  tularemia. 

The  author  has  been  utilizing  such  a 
serum  technic  for  some  time  in  the  diseases 
herein  mentioned  and  in  addition  using  the 
blood  smear  method,  which  has  been  found 
more  convenient  or  practicable  in  certain 
instances. 

Brief  mention  of  the  various  methods 
of  the  laboratory  diagnosis  of  these  con- 
ditions is  made  as  follows : 

Tularemia,  typhus  and  undulant  fever 
may  all  be  identified  by  microscopic  or  tube 
agglutination  tests,  using  suspensions  of 
the  organisms  concerned.  In  addition,  re- 
course may  be  had  to  blood  cultures  and 
to  intradermal  reactions  in  undulant  fever 
and  animal  inoculations  in  tularemia.  It 
is  easily  perceived  that  all  of  these  are 
rather  intricate  and  time-consuming  pro- 
cedures. 

GENERAL  STATEMENT  OF  METHOD. 

A heavy  suspension  of  killed  organisms 
is  placed  in  contact  with  a blood  smear  or 
a drop  of  blood  on  a slide.  Accordingly 
the  materials  required  are:  a drop  of  blood 


or  serum  or  an  ordinary  blood  smear  on  a 
slide,  a drop  of  water,  tooth-pick,  and  a 
drop  of  the  suspension  concerned. 

METHOD  OF  PREPARATION  OF  THE  SUSPENSIONS. 

The  organisms  were  grown  on  suitable 
solid  media  in  Roux  flasks  and  a heavy  sus- 
pension was  made  in  water  or  1.7  per  cent 
saline  which  contained  1 per  cent  by  vol- 
ume of  formalin.  The  formalin  serves  to 
kill  the  organism  and  to  preserve  them 
for  years  at  10 °C.,  or  for  months  at  room 
temperature  if  kept  stoppered.  The  result- 
ing suspension  contained  10,000  million 
organisms  per  cubic  centimeter  and  resem- 
bled a 1 to  4 dilution  of  buttermilk  in 
water  in  appearance.  The  usual  precau- 
tions of  testing  each  new  suspension 
against  known  negatives  and  positive  speci- 
mens was  observed. 

It  might  be  remarked  that  laboratory 
workers  should  be  especially  careful  in 
handling  live  cultures  of  the  tularemia 
and  undulant  fever  organisms. 

TECHNIC. 

To  an  ordinary  blood  smear  or  a drop  of 
blood  or  serum  on  a slide,  one  drop  of 
water  was  added  and  by  means  of  a tooth- 
pick the  water  was  spread  and  the  blood 
cells  dissolved.  One  drop  of  bacterial  sus- 
pension was  added  and  the  mixture  agi- 
tated on  the  slide  by  tilting  it  back  and 
forth  for  one  or  two  minutes.  A positive 
result  was  shown  by  the  formation  of 
clumps,  which  were  easily  visible  to  the 
naked  eye,  or  a negative  one  by  no  change. 
It  was  considered  advantageous  to  run  a 
negative  and  a positive  specimen  at  the 
same  time  as  the  suspected  blood. 

Using  this  method  the  author  has  ex- 
amined all  the  specimens  available  in  the 
last  year.  Specimens  of  9 cases  of  tulare- 
mia, 4 of  typhus  and  4 of  undulant  fever 
were  examined.  The  blood  smear  technic 
was  satisfactory  in  these  cases.  The  reac- 
tion was  negative  in  50  normal  bloods. 

DISCUSSION. 

In  this  series  of  cases,  which  was  neces- 
sarily limited,  the  slide  method  has  given 


28 


Lewis — Observations  on  Blood  Smear  Tests  in  Tularemia,  Typhus  Fever 


results  as  useful  as  the  standard  tube 
method.  If  the  titre  value  of  the  sus- 
pected blood  was  very  low,  the  blood  smear 
method  was  occasionally  negative  or  doubt- 
ful. Later  in  the  disease  the  blood  smear 
test  was  positive.  In  the  few  cases  of  a 
doubtful  result  with  the  blood  smear,  we 
have  used  a drop  of  pure  serum,  or  a drop 
diluted  1 to  2 or  4 on  the  slide  in  the  same 
manner  as  described,  and  in  every  case  the 
result  checked  exactly  with  the  standard 
tube  method  and,  in  fact,  was  more  defin- 
ite. 

The  question  of  specificity  of  the  slide 
method  arises  as  it  does  with  any  other 
method.  The  phenomenon  of  cross  agglu- 
tination occasionally  makes  the  interpre- 
tation of  results  difficult  by  any  method, 
but  for  all  practical  purposes  of  diagnosis, 
may  be  ignored.  Further  work  on  the 
preparation  of  suspensions  and  the  corre- 
lation of  methods  is  being  done. 

SUMMARY. 

(1)  A blood  smear  agglutination  tech- 
nic for  tularemia,  typhus  and  undulant 
fever,  which  may  be  done  at  the  bed-side, 
is  described. 

(2)  The  time  required  to  make  the  test 
and  to  obtain  a negative  or  positive  result 
is  not  over  two  or  three  minutes.  The  sim- 
plicity of  the  test  permits  frequent  repiti- 
tion  later,  with  litt'e  effort,  if  any  doubt 
exists. 

(3)  The  materials  necessary  can  be 
carried  in  one’s  bag  and  are  as  follows:  a 
vial  of  killed  formalized  bacterial  suspen- 
sion, a blood  smear,  tooth-pick,  two  medi- 
cine droppers. 

(4)  The  suspensions  keep  for  months 
at  room  temperature. 

(5)  Any  one  of  several  febrile  condi- 
tions can  be  diagnosed  or  ruled  out  in  a 
few  minutes. 

(6)  The  results  compare  favorably  with 
more  elaborate  and  exact  methods. 

(7)  These  simple  agglutination  tests 
should  encourage  more  frequent  use  of 


serologic  methods  in  the  diagnosis  of 
obscure  fevers. 

CONCLUSION. 

Observations  on  the  slide  agglutination 
method  for  tularemia,  typhus  and  undu- 
lant fever  are  reported.  This  method  has 
been  tried  on  the  few  cases  available  and 
is  as  satisfactory  as  the  tube  method. 
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DISCUSSION. 

Dr.  F.  M.  Johns  (New  Orleans)  : I think  some 
ten  years  ago  I reviewed  the  literature  of  the 
Bass-Watkins  test  for  the  State  Medical  Society, 
and  called  attention  to  the  fact,  at  that  time,  that 
Dr.  Bass  was  the  first  one  to  point  out  that  dead 
and  preserved  bacilli  still  have  their  bacterial 
specificity,  as  shown  in  the  agglutination  reactions. 

This  method  of  Dr.  Lewis’s,  whereby  simple 
blood  smears  are  used,  will  be  of  value  to  general 
physicians  who  have  not  the  advantage  of  a labor- 
atory. False  reactions  will  probably  fall  in  the 
same  class  as  typhoid  tests.  Use  a known  nega- 
tive as  a control  always. 

With  regard  to  the  necessity  for  testing  for 
undulant  fever,  I am  satisfied  we  have  had  the 
B.  abortus  infection  here  for  ages — at  any  rate 
from  twelve  to  fourteen  years.  There  was  a case 
of  Dr.  Elliott’s  in  Charity  Hospital  that  I clearly 
remember.  At  that  time  we  thought  this  patient 
was  an  imported  case,  or  might  have  come  from 
imported  goats  at  Kenner.  Two  years  ago,  I found 
the  first  undoubted  endemic  case  I have  been  able 
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to  find  in  a patient  from  Bogalusa,  and  this  indi- 
rectly stimulated  the  survey  of  some  of  the  dairy 
herds  in  that  setion.  I have  a report  that  was 
made  of  the  prize  herd  of  the  State  of  Louisiana 
at  the  Louisiana  State  University.  Forty-nine 
per  cent  were  infected.  Practically  all  of  these 
cases  had  histories  of  spontaneous  abortions. 

I am  satisfied  that  infectious  abortion  of  cattle 
is  widespread  here  and  has  been  for  many  years. 
I am  sure  we  have  more  cases  than  are  supposed. 

The  general  use  of  pasteurized  milk  is  one  of 
the  things  that  has  prevented  more  infection  here 
in  New  Orleans.  I believe  that  our  health  agen- 
cies have  been  lax  in  not  enforcing  a sanitary 
code  requiring  all  milk  to  be  pasteurized. 

Dr.  C.  C.  Bass  (New  Orleans) : The  trouble 
about  Dr.  Lewis’  test  is  that  it  is  too  easy.  Many 
years  ago  John  A.  Watkins  and  I put  forward  a 
test  of  this  same  type  for  typhoid,  the  quick 
macroscopic  typhoid  agglutination  test.  Notwith- 
standing the  fact  that  the  test  can  be  made  at  the 
bedside  in  a minute  or  two  with  a minimum  of 
material,  and  that  the  results  are  quite  reliable,  it 
is  not  taken  advantage  of  nearly  as  much  as  it 
shou’d  be. 

This  same  principle  of  macroscopic  agglutina- 
tion and  precipitation  test  is  applicable  in  a great 
many  other  diseases.  The  demonstration  which 
Dr.  Lewis  has  just  made  of  its  application  in  the 
diagnosis  of  syphilic  indicates  the  wide  range  of 
usefulness  of  the  method.  I believe  that  the  test 
he  has  described,  subject  to  whatever  changes  or 
refinements  greater  experience  may  suggest,  will 
be  adaptable  for  general  use  in  the  diagnosis  of 
syphilis  and  will  ultimately  take  the  place  of  more 
elaborate,  difficult  and  expensive  blood  tests. 

Dr.  Seab  -J.  Lewis  (Closing)  : I wish  to  thank  Dr. 
Bass  and  Dr.  Johns  for  their  liberal  discussion.  I 
am  indebted  to  Dr.  C.  C.  Bass  for  the  principle 
upon  which  this  test  is  based,  and  like  Dr.  Bass,  I 
do  not  understand  why  this  simple  principle  has 
not  been  applied  more.  I have  done  every  type 
of  agg'utination  test,  as  has  most  every  laboratory 
man,  and  I have  come  to  the  conclusion  that  the 
simple  blood  smear,  or  drop  of  serum  is  best.  It 
can  be  done  in  a minute  or  so. 

I wish  to  thank  Dr.  Johns  for  elaborating  on 
the  standard  methods.  You  can  see  that  somewhat 
intricate  methods  are  in  general  use.  I wish  to 
make  a confession:  I diagnosed  a case  as  positive 
when  it  was  negative,  but  had  the  pleasure  of 
detecting  my  own  mistake. 

Dr.  Bass  mentioned  the  prevalence  of  undulant 
fever  among  cows.  I do  not  see  why  we  do  not 
have  more  cases  of  this  disease.  We  should 
gradually  have  become  aware  of  them  before  this 


if  there  had  been  a large  number,  it  would  seem. 
The  fact  remains  that  in  spite  of  the  widespread 
infection  among  cows  and  goats,  the  disease  is  not 
so  common  among  humans  at  present  according 
to  our  recent  work. 

THE  CHRONIC  APPENDIX  FROM 
THE  ROENTGENOLOGICAL 
STANDPOINT.* 

ADOLPH  HENRIQUES,  M.  D., 

New  Orleans. 

With  an  experience  of  more  than  5000 
gastro  - intestinal  cases  examined  fluoro- 
scopically,  in  addition  to  necessary  roent- 
genograms, the  writer  feels  privileged  to 
present  the  roentgenological  aspect  of 
chronic  appendicitis. 

By  chronic  appendix  is  meant  one  which 
has  been  subjected  to  repeated  acute 
attacks,  according  to  MacCallum,  or  one 
which  is  chronic  from  the  beginning  of  the 
inflammation.  That  an  appendix  may  be 
chronically  inflamed  without  prior  acute 
attacks  is  accepted  by  many  pathologists. 
The  fact  that  there  is  no  unanimity  of 
opinion  among  them  does  not  minimize  the 
value  of  the  pathological  diagnosis  nor  its 
importance  to  patient  and  physician. 

Appendicitis  usually  begins  in  the  crypts 
of  its  lumen,  with  bacterial  invasion.  A 
defect  in  the  mucosa  is  necessary  as  the 
starting  point  of  the  infection.  Hence, 
appendicitis  is  still  regarded  as  entero- 
genous. Its  hematogenous  origin  is  con- 
sidered the  exception  rather  than  the  rule. 

Stagnation  in  the  appendix  is  an  im- 
portant factor  in  producing  inflammation 
even  as  it  is  in  other  organs,  the  number 
and  virulence  of  the  bacteria  present  being 
increased.  With  stagnation,  food  residues 
undergo  putrefactive  changes.  There  are 
now  ready  for  absorption,  as  well  as  action 
upon  the  mucosa,  bacteria  and  chemical 
toxins,  the  rich  lymphoid  tissue  present 
favoring  absorption.  In  the  stagnant  ap- 
pendix, we  have  a culture  tube  at  body 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, March  11,  1929. 
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temperature,  bacterial  implant  and  culture 
media.  The  presence  of  bacteria  other 
than  the  colon  bacillus  indicates  that  the 
gastric  juice  was  not  sufficient  to  destroy 
them.  Stagnation  is  proof  of  the  lack  of 
prompt  elimination  regarded  necessary  for 
physical  health. 

If  we  cannot  put  our  hands  upon  a 
symptom  complex  due  to  the  absorption  of 
toxins  and  bacteria  from  the  appendix,  as 
well  as  due  to  their  local  action  in  the 
production  of  inflammatory  processes  of 
varying  degree  with  varying  amounts  of 
localized  pain,  the  fault  lies  in  the  mul- 
tiplicity of  possibilities,  local  and  general. 
Absorption  of  bacteria  through  intact  in- 
testinal mucosa  and  the  “subinfection”  of 
Adami  are  well  known.  The  amino-acids 
alone,  aside  from  carbohydrates  and  fats, 
form  more  than  four  quadrillion  possi- 
ble combinations.  Chronic  degenerative 
changes  of  distant  structures,  alteration  of 
normal  secretions  and  functions  are  logical 
sequences  of  the  long  continued  absorption 
of  bacteria,  their  toxins  and  their  decom- 
position products  in  any  part  of  the  body. 

The  stagnant  appendix  can  be  demon- 
strated by  careful  fluoroscopic  examina- 
tion with  the  roentgen-ray.  Here,  as  in 
the  study  of  the  upper  digestive  tract, 
more  information  can  be  obtained  by 
fluoroscopy.  To  depend  upon  a few  roent- 
genograms, alone,  without  fluoroscopy,  in 
a gastro-intestinal  study  is  to  employ  a 
method  at  least  fifteen  years  behind  roent- 
genological progress  and  entirely  obsolete 
in  the  writer’s  experience  and  practice. 

Personal  observations  demonstrate  that 
some  of  the  appendices  remain  stagnant 
for  days,  even  after  the  administration  of 
purgatives. 

Post-mortem  studies  or  operative  proce- 
dures under  general  anesthesia  preclude 
the  possibility  of  obtaining  certain  facts 
concerning  the  motor  function  of  the  colon 
in  its  relation  to  the  appendix,  by  reason 
of  the  relaxation  of  the  colon  musculature 
then  present.  This  information  can  only 


be  obtained  by  roentgen  examination  or  by 
an  abdominal  window,  the  latter  not  yet 
in  vogue  among  human  beings. 

An  opaque  meal,  with  roentgen-ray  ob- 
servations, yields  valuable  data.  Objection 
has  been  raised  to  this  method,  claiming 
that  the  colon  was  lowered  by  the  weight 
of  the  barium  (120  grams).  The  work  of 
Katsch  in  1914  proved  conclusively  that 
the  position  of  the  transverse  colon  could 
be  unmistakably  altered  by  the  adminis- 
tration of  medicinal  agents  acting  upon  the 
nerve  supply  of  this  organ.  In  the  same 
patients,  using  first  pilocarpin  to  stimulate 
the  vagus,  the  colon  was  raised  above  its 
normal  position  and  its  haustral  segmen- 
tation increased  to  the  point  of  hyperseg- 
mentation and  the  production  of  spastic 
contraction.  With  belladonna,  to  reduce 
the  vagus  activity  on  the  opaque  colon, 
the  colon  wras  lowered  below  the  normal 
position  and  its  haustra  relaxed  to  the 
point  of  atonicity.  The  same  nerve  supply 
is  at  work  to  affect  both  motor  phenomena 
and  secretion.  Katsch,  by  pharmacological 
means  acting  upon  the  nervous  system, 
was  able  to  produce  the  same  types  of 
spastic  or  atonic  constipation  which  the 
writer  has,  for  many  years,  seen  in  routine 
practice  in  hundreds  of  cases  where  there 
had  been  no  such  medication.  The  spastic 
type  is  far  more  frequent. 

Either  the  atonic  or  spastic  type  of  con- 
stipation may  be  present  without  the  ap- 
pendix necessarily  being  filled,  but  if  the 
tension  within  the  caecum  becomes  suffi- 
ciently great,  the  appendix  will  fill.  This 
filling  is  found  with  greater  frequency  in 
the  spastic  type  by  reason  of  the  fact  that 
here  the  retrograde  movement  of  colonic 
contents  is  greater,  the  intracaecal  press- 
ure greater  and  longer  sustained. 

The  writer  has  long  taken  the  position 
that  the  appendix  fills  by  retrograde  peris- 
talsis, when  marked.  Retrograde  peristal- 
sis exists  normally  in  the  colon  and 
nowhere  else  in  the  digestive  tract,  unless 
obstructed.  Its  occurrence  has  been  dem- 
onstrated by  Bergmann  and  Lenz,  Bloch, 
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Boehm,  Kaestle  and  Brugel,  Schwarz,  Stier- 
lin,  Rieder,  and  causes  a backward  cours- 
ing of  the  colonic  contents  into  the  proxi- 
mal colon.  These  observations  in  man 
coincide  with  the  findings  in  the  colon  of 
animals,  established  by  Cannon  and  others. 
Roith  and  DeQuervain  have  noted  it  in  cases 
where  the  ileum  has  been  transplanted 
into  the  transverse  colon,  with  retrograde 
movements  to  the  caecum.  The  writer  has 
noted  it  many  times. 

This  retrograde  peristalsis,  ordinarily 
insufficient  to  fill  the  appendix,  becomes  in- 
creased in  spastic  constipation.  If  the 
spasticity  is  marked  or  if  the  process  is 
sustained,  the  appendix  will  fill.  This 
spasticity  may  be  prolonged  for  hours  or 
days  in  the  colon. 

Personal  observations  have  shown  a fill- 
ing of  the  appendix,  when  both  caecum  and 
appendix  were  inverted,  i.  e.,  upside  down, 
as  a result  of  the  increased  intracaecal 
pressure.  In  practically  all  the  recorded 
observations,  where  the  methods  of  exam- 
ination have  been  described,  and  in  which 
it  is  claimed  that  the  appendix  fills  norm- 
ally, pressure  over  the  caecum  was  used, 
either  manual  or  instrumental.  In  this 
way,  the  appendix  can  be  filled. 

Some  of  us  know  that  the  bowel  may 
even  be  ruptured  by  sufficient  intracolonic 
pressure. 

Groedel’s  work  with  a large  number  of 
healthy  individuals  and  the  writer’s  expe- 
rience with  children  indicate  that  the  ap- 
pendix does  not  fill  under  normal  circum- 
stances- That  an  increasing  number  of 
children  will  be  found  with  filled  appendi- 
ces can  be  predicted  with  the  increasing 
strain  of  our  present  civilization  upon  the 
nervous  system. 

It  is  admitted  that  a filled  appendix  may 
be  normal  anatomically,  but  if  it  does  not 
empty  promptly,  remaining  stagnant  for 
24  hours  after  an  opaque  meal,  the  condi- 
tions exist  for  the  ready  occurrence  of  an 
appendiceal  attack  and  toxic  absorption. 
If  the  colon  remains  spastic,  the  danger  is 


all  the  greater.  The  damning  back  into 
the  appendix  by  an  increased  retroperistal- 
sis  provides  a mechanical  means  for  the 
production  of  the  mucosal  defect  necessary 
for  an  inflammation  aside  from  bacterial 
action  per  se.  Under  such  circumstances, 
the  appendix  will  not  remain  normal  in- 
definitely. 

The  appendix  varies  in  its  position  in 
the  abdomen  from  the  right  upper  quad- 
rant to  the  left  lower  quadrant  and  is  even 
found  below  the  level  of  the  symphisis 
publis.  When  under  the  fluoroscope,  the 
palpating  finger  elicits  pain  over  the  filled 
appendix,  usually  most  marked  at  its 
cecal  attachment,  this  is  of  great  diagnostic 
signficance.  The  chronic  appendix  is  sen- 
sitive in  all  the  regions  to  which  it  can  be 
displaced,  the  region  from  which  displaced 
usually  negative.  This  tenderness  may 
have  entirely  escaped  the  notice  of  the 
patient  up  to  the  time  of  examination, 
other  symptoms  dominating  the  picture. 
In  the  fewer  cases  where  the  appendix, 
though  present,  is  not  visualized,  palpation 
may  aid  by  noting,  upon  moving  the 
cacum  into  various  positions,  any  points 
of  tenderness  corresponding  to  the  usual 
locations  of  the  appendix. 

To  draw  definite  conclusions  as  to  posi- 
tive pathology  because  one  does  not  see  an 
appendix,  usually  on  a roentgenogram,  is 
fallacious.  One  might  assume,  with  equal 
unscientific  reasoning,  that  because  one 
hears  no  rales  in  the  lungs  that  tubercu- 
losis must  be  present,  or  that,  because  no 
crepitus  or  deformity  is  present,  a frac- 
ture must  exist. 

At  times,  other  lesions  of  the  digestive 
tract  are  found,  associated  with  the  chronic 
appendix.  Unless  a thorough  study  of  the 
patient  as  a whole  is  made  and  other  sur- 
gical or  medical  conditions  associated  either 
in  or  outside  the  digestive  tract  taken  into 
consideration,  the  operation  may  not  prove 
successful  in  relieving  the  patient’s  com- 
plaint. 

As  a result  of  roentgen  observations,  the 
writer  has  advised  operation  in  hundreds 
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of  cases  where  a stagnant  appendix  with 
definitely  localized  tenderness  was  found. 
At  the  same  time,  attention  was  called  to 
other  conditions  present,  discoverable  by 
the  roentgen-ray.  Where  the  appendix  has 
been  removed  in  these  cases  and,  for  ac- 
companying conditions,  suitable  treatment 
employed,  many  sufferers  from  gastroin- 
testinal complaints  have  been  markedly 
benefited.  A source  of  infection  and  ab- 
sorption has  been  removed,  a source  that 
wou’d  not  be  tolerated  anywhere  else  in  the 
body.  A recurrence  of  attacks  has  been 
prevented,  recurrences  which  so  easily  lead 
to  tragic  consequences.  The  patients  are 
frequently  relieved  of  an  annoying  and  dis- 
tressing pain. 

Let  us  not  grow  disgruntled  nor  dis- 
heartened because  we  cannot  define  a 
symptom  complex  for  the  chronic  appendix. 
The  chronic  appendix  requires  surgical  re- 
moval. The  motor  derangement  of  the 
colon  preceding  it,  usually  associated  with 
it  and  so  frequently  persisting  after  it 
requires  the  skill  and  care  of  the  internist. 
In  this  care,  the  influence  of  the  nervous 
system  should  not  be  overlooked. 

Roentgen-ray  fractures  are  usually  clin- 
ical fractures.  Roentgen-ray  chronic  ap- 
pendicitis is  clinical  appendicitis  plus  a 
finer  distinction.  It  is  also  surgical  appen- 
dicitis. In  the  absence  of  unanimity  on  any 
subject  within  the  realm  of  human  knowl- 
edge, the  preponderance  of  authoritative 
opinion  must  prevail. 

As  a result  of  seventeen  years  of  study 
of  the  appendix  problem,  the  writer  makes 
the  following  classification  of  the  stages  in 
the  production  of  appendicitis: 

1.  Right  sided  colonic  stasis,  the  spas- 
tic type  predominating. 


2.  Increase  of  the  retrograde  movement 
of  the  proximal  colon,  resulting  in 
an  increased  intracaecal  pressure  and 
the  filling  of  the  appendix. 

3.  Stagnation  in  the  appendix. 

4.  Appendicitis. 

DISCUSSION. 

Dr.  J.  H.  Musser  (New  Orleans)  : I am  always 

skeptical  about  the  chronically  diseased  appendix. 

I think  if  Dr.  Henriques  had  the  opportunity  of 
seeing-  the  large  number  of  patients  we  have  occa- 
sion to  see  in  the  Out-Patient  Department,  who 
have  had  their  appendices  removed  and  no  relief 
of  symptoms,  he  also  would  be  more  skeptical  in 
the  end.  I believe  the  difficulty  lies  in  the  fact 
that  innumerable  appendices  are  taken  out  with- 
out careful  study.  The  lesson  we  have  to  learn 
from  Dr.  Henriques’  paper  is  that  we  should  not 
devote  our  attention  to  any  particular  phase  of 
diagnosis,  but  to  employ  all  methods  to  arrive  at 
a diagnosis.  Chronic  appendicitis  can  produce 
various  symptoms.  I believe  even  among  roent- 
genologists there  is  a diversity  of  opinion  as  to 
what  should  be  the  standard  diagnosis  of  a dis- 
eased appendix.  Some  men  say  a filled  appendix 
is  a diseased  appendix;  some  men  say  an  empty 
appendix  is  a diseased  appendix,  so  I think  when 
we  are  prepared  to  submit  a patient  to  operation 
for  removal  of  his  appendix  that  every  factor 
should  be  taken  into  account,  the  history,  physi- 
cal examination,  blood  count,  pyelogram,  and  in- 
testinal roentgenograms;  every  phase  very  thor- 
oughly studied  before  that  patient  is  subjected  to 
an  operation  which  possibly  may  not  do  any  good 
whatever,  and  possibly  may  leave  him  worse  off 
than  before  his  appendix  was  taken  out. 

Dr.  Abe  Mattes  (New  Orleans)  : The  paper  of 

Dr.  Henriques  on  chronic  appendicitis  is  a sub- 
ject that  calls  for  considerable  attention  not  only 
by  internist  and  surgeon,  but  also  by  the  gyne- 
cologist and  in  addition  to  the  urologist.  In  spite 
of  the  fact  that  you  often  find  some  disturbance 
in  the  appendix  and  that  disturbance  is  in  the 
nature  of,  and  has  been  diagnosed,  chronic  ap- 
pendicitis, it  does  not  detract  from  the  fact  that 
there  are  perhaps  other  conditions  responsible  for 
the  symptoms  of  which  the  appendix  is  only  a 
part,  and  the  removal  of  that  organ  will  in  no 
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way  affect  the  patient  or  relieve  him  of  his 
symptoms. 

The  diagnosis  of  chronic  appendicitis  should 
always  be  taken  with  a grain  of  salt.  Spastic 
colitis  is  frequently  due  to  a right  ureteral  con- 
dition, or  a condition  of  the  pelvis  of  the  kidney 
or  of  the  kidney  itself.  In  a number  of  cases 
symptoms  are  caused  by  ureteral  reflux,  present 
in  women  frequently  during  the  time  of  menstru- 
ation, and  in  man  when  they  are  required  to  hold 
in  their  urine  a little  too  long,  and  more  frequently 
when  there  is  a prostatic  condition  present.  So 
you  will  find  a spastic  condition  produced  by  many 
causes  on  the  right  side,  and  it  hardly  seems  fair 
to  always  pick  on  a little  worm  while  overlooking 
the  ovary  and  other  female  organs — the  ureter, 
kidney,  urethra,  prostate  and  the  bladder  itself. 

Dr.  Adolph  Henriques  (closing)  : I wish  first 

to  thank  those  who  have  discussed  this  subject. 

Dr.  Musser,  who  is  my  chief  in  medicine  and 
has  had  a very  broad  and  experienced  outlook  in 
medicine,  has  adopted  a very  conservative  atti- 
tude. I think  the  fault,  in  the  study  of  the 
appendix  in  so  many  cases  where  it  has  been  re- 
moved without  results,  lies  in  the  fact  that  the 
appendix  was  not  diseased,  or  the  associated  con- 
ditions which  existed  in  the  colon,  or  anywhere 
else  in  the  digestive  tract,  or  outside,  were  not 
taken  into  consideration.  In  other  words,  a thor- 
ough study  was  not  made  of  the  cases. 

I started  to  make  a detailed  examination  of  the 
various  cases  which  have  been  diagnosed  chronic 
appendix,  either  alone,  or  with  associated  condi- 
tions found  by  roentgen-ray,  and  after  studying 
several  hundred,  I gave  up  from  sheer  fatigue. 
As  a complication,  the  ureter  unquestionably, 
sometimes,  plays  a part.  Among  my  cases,  were 
some  with  chronic  appendix  alone,  some  with 
ureteral  calculus,  while  others  had  one  or  more 
of  the  various  complications  enumerated  by  the 
discussants.  The  frequent  association  of  diseases 
of  the  genitalia  is  too  well  known  to  discuss. 

We  were  speaking  of  the  chronic  appendix 
itself.  In  the  majority  of  these  cases,  a spastic 
condition  of  the  colon  exists  due  to  increased 
stimulus  of  the  vagus,  that  is  of  nerve  origin. 
Now,  where  the  nerve  stimuli  comes  from,  I do 
not  know;  I question  if  anybody  does.  You  can 
determine  the  spastic  colon  only  with  the  roent- 
gen-ray. If  there  is  any  other  way  of  finding  it, 
I would  like  to  know  what  it  is. 


THE  COMMON  COLD:  WITH 

ESPECIAL  EMPHASIS  AS 
TO  ETIOLOGY  AND 
TREATMENT.* 

D.  W.  HAMRICK,  M.  D., 

Corinth,  Miss. 

If  there  is  any  one  illness  in  our  branch 
of  the  profession  that  we  see  constantly, 
think  little  of,  know  little  about,  treat  with 
questionable  intelligence,  do  little  good,  yet 
gain  considerable  revenue  from  it,  it  is  the 
“common  cold.”  We  do  far  more  for  the 
patient,  treat  with  far  more  intelligence, 
and  give  more  value  for  money  received  in 
treating  the  complications  of  the  “common 
cold”  than  we  do  in  our  handling  of  the 
cold  itself. 

Every  ear,  nose  and  throat  man  has 
been  thoroughly  trained  and  experienced  in 
treating  tubo-tympanitis,  myringitis,  otitis 
media,  mastoiditis,  acute  and  chronic  sinus 
trouble,  tonsillitis,  pharyngitis,  laryngitis, 
and  the  other  conditions  which  may  result 
from  the  “common  cold,”  and  yet  we  spray 
and  swab  and  pack  and  prescribe  for  a bad 
cold  without  giving  much  thought  as  to 
scientific  reasons  as  to  why  we  do  any  par- 
ticular thing,  since  the  cold  itself  is  self- 
limited  and  will  usually  get  well  in  spite  of 
our  treatment. 

The  “common  cold” — is  it  “common”  be- 
cause of  its  mild  severity,  or  because  it  is 
of  no  great  importance  either  physically  or 
economically?  I do  not  think  so.  It  is 
“common”  because  everyone  has  it  and  one 
knows  about  as  much  about  it  as  another. 

According  to  statistics  published  recently 
by  “The  Committee  on  the  Cost  of  Medical 
Care,”  a national  organization  of  doctors 
for  the  study  of  our  illnesses,  the  facilities 
available  for  their  treatment,  and  the  cost 
of  such  treatment,  about  56  per  cent  of  all 
our  disabling  illnesses  have  their  origin  in 
the  “common  cold.”  Out  of  one  hundred 
and  thirty  million  disabling  illnesses  tabu- 

*Read  before  the  Section  on  Eye,  Ear,  Nose 
and  Throat  at  the  Sixty-third  Annual  Session  of 
the  Mississippi  State  Medical  Association,  Vicks- 
burg, May  14,  1930. 
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lated  by  the  U.  S.  Public  Health  Service  in 
a single  year  in  the  United  States  some 
seventy-three  million  four  hundred  and 
fifty  thousand  had  their  origin  in  the 
“common  cold.”  It  is  estimated  that  the 
thirty  million  wage  earners  in  this  country 
lose  annually  some  two  hundred  and  fifty 
million  working  days  from  all  illnesses. 
Applying  the  above  data,  we  find  this  same 
group  of  workers  lose  each  year  something 
over  a hundred  and  forty  million  working 
days  each  year  from  the  “common  cold”  and 
its  complications.  Transposed  into  dollars 
and  cents  on  a conservative  average  wage 
we  find  that  this  “common  cold”  costs  our 
laboring  class  alone,  roughly  a half  bil- 
lion dollars  annually  in  loss  of  time. 

With  these  remarks  in  support  of  its 
frequency  of  occurrence,  and  great  impor- 
tance, I wish  to  bring  to  you  for  your 
serious  consideration,  earnest  discussion, 
and  mutual  help,  the  outstanding  things  we 
know  about  this  common  malady  with 
especial  consideration  as  to  its  etiology  and 
treatment. 

ETIOLOdY 

If  there  is  a single  specific  etiological 
agent,  we  can  say  it  is  not  known  at  the 
present  time.  During  recent  years  there 
has  been  considerable  claim  of  a specific 
filterable  virus  having  been  isolated  as  the 
causative  factor.  But  there  has  been  just 
as  convincing  work  refuting  this  claim, 
especially  the  work  of  Branham,  Hall, 
Nevin,  Williams,  Gurley,  and  Robertson 
who  sprayed  filtrates  from  the  noses  of 
coryza  patients  into  the  nose  and  throats  of 
healthy  individuals  without  reproducing  the 
disease.  Neither  is  there  any  adequate 
proof  that  contacts  have  anything  to  do 
with  it,  since  the  so-called  cold  organisms 
have  been  sprayed  into  the  nose  and 
throats,  of  healthy  individuals  without  pro- 
ducing a cold. 

These  facts  being  well  supported,  let  us 
consider  all  the  probable  causative  factors 
discussed  in  the  literature. 

This  entails  a discussion  of  predisposing 
causes,  atmospheric  factors,  bacteriological 


agent  whether  primary  or  secondary,  and 
individual  resistance. 

Dwyer  lists  the  predisposing  causes  as 
physical,  chemical,  bacteriological,  toxic, 
anaphylactic,  endocrine,  and  medicinal. 

The  physical  predisposing  causes  may  be 
any  condition  in  the  nose  or  throat  favoring 
venous  stasis  or  congestion  in  the  nose,  such 
as  spurs,  deviations,  exostoses,  enlarged 
turbinals,  adenoids,  diseased  tonsils,  or 
chronic  sinus  disease.  General  predispos- 
ing causes  may  be  any  systematic  condition 
favoring  venous  stasis  in  the  nose  such  as 
intestinal  toxemia. 

Chemical  predisposing  causes  may  be 
irritant  gases  acting  locally  on  the  nasal 
mucous  membrane,  or  the  production  of 
abnormal  amounts  of  split-protein  products 
in  the  intestinal  tract  such  as  histamine 
and  certain  amines  which  cause  a constric- 
tion of  the  venules  of  the  abdominal  viscera 
with  a compensatory  dilatation  of  the  ven- 
ous system  of  the  nose.  An  excess  forma- 
tion of  certain  acids,  mainly  oxalic,  due  to 
changes  in  intestinal  flora  may  also  be  a 
predisposing  chemical  factor.  This,  in  turn 
combines  with  calcium  in  the  system  and 
lowers  the  alkaline  reserve  of  the  body 
causing  an  acidosis.  That  there  is  a con- 
dition of  acidosis  during  the  cold  and  even 
in  the  early  stages  all  agree,  but  whether 
this  is  post  hoc  or  propter  hoc  so  far  as  the 
cold  is  concerned  I cannot  say,  nor  can  I 
say  whether  this  is  the  explanation  of  the 
acidosis  or  not,  since  any  febrile  condition 
may  cause  an  acidosis. 

The  bacteriological  predisposing  factor  is 
attributed  to  changes  in  the  normal  bac- 
terial flora  of  the  nose. 

The  anaphylactic  factor  in  predisposition 
is  no  doubt  hereditary,  and  consists  in  a 
sensitivity  to  certain  protein  substances  in 
the  air  or  absorbed  from  the  G.  I.  tract. 
Closely  allied  to  this  is  certain  endocrine 
imbalances  which  predispose  to  colds. 

Certain  drugs  in  strong  solutions  or  in 
excessive  amounts,  such  as  silver  nitrate. 
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adrenalin,  and  potassium  iodide  may  also 
predispose  to  colds  according  to  Dwyer. 

The  atmospheric  factor  in  the  etiology  of 
colds  entails  a discussion  of  the  heat  and 
moisture  mechanism  of  the  body  as  carried 
on  by  the  vaso-motor  system  of  the  mucous 
membrane  of  the  nasal  passages  and  the 
skin,  and  the  striking  coordination  with 
which  they  function.  About  80  per  cent  of 
the  heat  lost  from  the  body  is  through  the 
skin  and  20  per  cent  through  the  nasal 
mucous  membrane.  During  rest  the  moisture 
eliminated  through  the  skin  and  nasal 
mucous  membrane  is  about  equal.  The  heat 
dissipated  through  the  skin  is  given  up  in 
three  ways : evaporation,  convexion,  and 
radiation.  That  through  the  nasal  mucous 
membrane  is  largely  by  radiation.  That 
through  the  skin  serves  the  useful  function 
of  regulating  internal  temperature  and 
keeping  the  surface  of  our  bodies  warm. 
That  given  up  through  the  nasal  mucous 
membranes  serves  the  vital  function  of 
warming  the  air  for  our  delicate  respira- 
tory organs.  The  moisture  given  up  through 
the  skin  is  largely  excretory,  and  serves  the 
useful  function  of  elimination  and  keeping 
the  outer  surface  of  our  bodies  moist.  That 
given  up  through  the  nasal  mucous  mem- 
branes is  largely  secretory,  and  serves  the 
useful  purpose  of  moistening  the  air  for 
our  respiratory  organs.  Thus  surrounded 
by  a constant  film  of  moisture,  and  it  being 
necessary  to  moisten  everything  we  take  in, 
man  is  literally  an  aquatic  being.  The 
delicate  balance  or  coordination  between  the 
nasal  mucous  membrane  and  the  skin  can 
be  well  shown  by  four  simple  illustrations. 

Cold  Dry  Air — Increased  heat  eliminated 
by  nose,  decreased  by  skin.  Increased 
moisture  eliminated  by  nose,  decreased  by 
skin.  Normal. 

Cold  Damp  Air — Increased  heat  elimin- 
inated  by  nose,  decreased  by  skin.  De- 
creased moisture  eliminated  by  nose,  de- 
creased by  skin.  Nasal  stasis. 

Warm  Dry  Air — Decreased  heat  elimin- 
ated by  nose,  increased  by  skin.  Decreased 


moisture  eliminated  by  nose,  increased  by 
skin.  Nasal  dryness. 

Warm  Moist  Air — Decreased  heat  elim- 
inated by  nose,  increased  by  skin.  De- 
creased moisture  eliminated  by  nose,  in- 
creased by  skin.  Normal. 

This  explains  why  we  are  more  suscep- 
table  to  colds  in  winter  than  summer,  since 
we  have  more  cold  damp  weather.  This 
explains  why  Arctic  explorers  have  practi- 
cally no  colds,  since  the  balance  in  the  heat 
and  moisture  mechanism  of  the  nose  and 
skin  is  preserved.  This  explains  why  our 
overheated  homes  and  offices  make  us  more 
susceptable  to  colds  since  the  air  is  almost 
invariably  overheated  and  dry,  thus  over- 
throwing this  balance.  This  explains  why 
a so-called  draft  or  the  chilling  of  our  ex- 
tremities predisposes  to  a cold.  Either  one 
subjects  a limited  portion  of  our  bodies  to 
a colder  medium  than  that  about  the  rest  of 
our  bodies  or  the  surrounding  air  we 
breathe,  and  as  a result  we  get  a con- 
striction of  the  venous  capillaries  of  the 
restricted  area  of  the  skin  with  a reflex  or 
compensatory  dilatation  of  the  venous  capil- 
laries of  the  nose  which  is  not  needed,  and 
this  is  prolonged  until  we  get  nasal  stasis. 

I have  gone  into  this  in  some  detail 
because  there  is  considerable  belief  that  all 
our  colds,  at  least  in  their  early  stages,  may 
be  simply  a manifestation  of  a deranged 
vegetative  nervous  system  as  a result  of  un- 
favorable eliminative  conditions.  In  sup- 
port of  this  also,  is  the  fact  that  swabs 
taken  from  the  interior  of  the  nose  during 
the  first  24  hours  after  the  onset  of  a cold 
are  usually  sterile. 

The  bacteriological  factor,  or  factors  in 
the  etiology  of  the  “common  cold,”  whether 
primary  or  secondary,  in  the  light  of 
present  knowledge,  are : pneumococcus, 

B influenza,  streptococcus,  staphylococcus, 
B.  Friiedlander,  micrococcus  catarrhalis, 
diptheroids,  and  B.  pyocyaneus — or,  some 
yet  unidentified  specific  bacteriological 
organism. 
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There  are  some  fifty  odd  strains  of 
known  streptococci,  and  there  is  some  prob- 
ability that  the  “common  cold”  may  be 
caused  by  some  yet  unidentified  strain  of 
streptococcus,  since  the  prodromal  period, 
the  onset,  the  systemic  manifestations,  the 
course  of  the  disease,  and  the  convalescence 
is  similar  to  other  streptococcic  infections. 
Also  in  complications  of  the  “common  cold” 
such  as  otitis  media  and  mastoiditis  not 
infrequently  pure  strains  of  streptococci 
are  found. 

Why  one  person  rarely  ever  has  a cold 
and  another  has  repeated  colds,  predispos- 
ing causes  being  considered,  is  explained  as 
individual  resistance.  The  internal  mech- 
anism of  individual  resistance  is  God  given. 
When  I say  this  I am  referring  to  natural 
immunity.  The  external  mechanism  of  in- 
dividual resistance  is  acquired  by  the  indi- 
vidual. It  consists  of  a group  of  things: 
proper  eating,  proper  habits  of  elimination, 
the  right  amount  and  the  proper  kind  of 
clothing,  education  or  re-education  of  the 
autonomic  nervous  system  so  that  changes 
in  temperature  and  humidity,  whether  hot 
or  cold,  dry  or  damp,  causing  physicological 
hyperemia  of  the  nasal  mucous  membrane 
or  skin  never  goes  to  the  stage  of  stasis 
before  reaction  sets  in.  This  is  obtained  by 
plenty  of  out-door  exercise,  plenty  of  fresh 
air,  and  subjecting  the  skin  surface  to 
graduated  doses  of  cold  water. 

TREATMENT 

Treatment  of  the  “common  cold”  should 
be  directed  along  two  line:  prophylactic 
treatment,  and  curative  treatment. 

Prophylactic  Treatment:  Having  had 

nothing  to  do  with  the  patient’s  posterity 
we  cannot  increase  his  natural  immunity. 
Neither  can  we,  in  most  cases,  change  his 
environment  to  more  favorable  climatic 
surroundings.  We  can  inquire  as  to  the 
frequency  with  which  he  has  colds,  and 
their  usual  duration.  If  he  has  frequent 
colds,  or  as  many  patients  say  “just  one 
continual  cold”  we  had  best  look  for  local 
or  general  predisposing  causes  and  advise 
their  correction.  Determine  the  patient’s 


occupation,  whether  he  works  indoors  or 
out,  if  indoors  the  heating  and  ventilating 
arrangement.  Investigate  and  regulate  his 
habits  of  dress,  eating,  exercise,  sleeping, 
bathing,  and  elimination.  The  prophylactic 
value  of  so-called  cold  vaccines  is  question- 
able. The  work  of  Dr.  William  Park  indi- 
cates it  is  of  doubtful  efficacy.  He  made  a 
study  of  1327  vaccinated  cases  against 
3024  unvaccinated  cases  and  found  that  the 
vaccinated  cases  had  no  greater  immunity 
to  colds  than  the  unvaccinated  cases. 

Curative  Treatment  (Abortive):  In  the 
prodromal  and  serous  stages  we  may  use 
measures  intended  to  abort  the  trouble.  In 
the  literature  we  find  a jumble  of  drugs 
given  intended  to  gain  this  happy  end,  with 
no  definite  reason  for  their  use.  I believe 
there  is  a rational  objective  at  which  to 
aim  our  treatment.  Since  we  have  in  these 
Stages  a deranged  nasal  function  due  either 
to  nasal  stasis  or  nasal  dryness,  which  if 
left  alone  is  sure  to  have  an  added  bacte- 
riological factor  in  a short  time,  our  treat- 
ment should  aim  to  restore  normal  nasal 
function.  This  can  best  be  done  either  by 
local  drugs  in  the  nose  favoring  a restora- 
tion of  normal  function,  or  by  general 
measures  favoring  a restoration  of  normal 
heat  and  moisture  elimination  through  the 
skin.  If  the  atmosphere  is  cold  and  damp 
our  treatment  should  be  directed  at  two 
things : warm  the  skin  and  increase  mois- 
ture elimination  by  this  route,  and  dry  the 
nose.  The  first  of  these  can  be  accomplished 
in  one  of  several  ways:  put  the  patient  to 
bed  in  a warm  room  and  regulate  the 
humidity,  or  give  the  patient  a hot  drink 
and  small  doses  of  Dover’s  powder,  or  by 
hot  baths,  Turkish  baths,  light  baths,  or  hot 
mustard  foot-baths,  actinotherapy,  or  ultra- 
violet light.  Drying  the  nose  can  be  accom- 
plished by  one  of  a number  of  local  appli- 
cations or  certain  drugs  internally.  Among 
local  applications  to  gain  this  end  are  weak 
solutions  of  cocam,  adrenalin,  ephedrin, 
antipyrin,  or  mild  astringents.  Internally 
we  may  give  calcium  salts  or  atropin  sul- 
phate in  minute  doses  in  the  form  of  coryza 
tablets  or  rhinitis  tablets.  Iodin  prepara- 
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tions  such  as  calcidin,  are  not  indicated  in 
aborting  colds  which  are  predisposed  to  by 
a cold  damp  atmosphere,  because  they  in- 
crease the  flow  of  mucous  from  the  mucous 
membrane,  but  they  have  a very  definite 
place  in  the  next  type  which  will  be  dis- 
cussed. If  the  atmosphere  which  predis- 
posed to  or  brought  on  the  cold  is  hot  and 
dry  our  treatment  should  also  be  directed 
along  two  lines:  chilling  the  skin  and  de- 
creasing moisture  elimination  by  this  route, 
and  moistening  the  nose.  The  first  of  these 
can  be  accomplished  in  one  of  several  ways : 
advising  the  patient  to  get  out  in  the  fresh 
air,  saline  laxatives,  tepid  baths  and  rest. 
The  second  can  be  accomplished  also  in 
several  ways:  soothing  oils  locally,  hyper- 
tonic saline  nasal  douches,  mild  stimulants 
such  as  volatile  oils — camphor,  menthol,  and 
eucayptol.  Calcidin  tablets  internally  will 
also  accomplish  this  end. 

In  addition  to  the  above  in  trying  to  abort 
the  cold  the  patient  should  be  advised  to  eat 
a light  diet  for  a definite  reason : the  physi- 
ological hyperemia  in  the  abdominal  cavity 
necessary  for  digestion  of  a heavy  meal 
will  handicap  a restoration  of  normal  vaso- 
motor coordination  between  the  nose  and 
the  skin.  The  patient  should  also  be  given 


an  antacid  to  restore  normal  alkalinity  of 
the  blood. 

Curative  Treatment  (Late):  After  the 

cold  has  reached  the  muco-purulent  stage 
we  have  an  additional  factor  to  consider 
the  bacteriological.  Our  treatment  here 
should  be  directed  along  three  lines:  aera- 
tion of  the  nasal  passages,  destroying  or 
inhibiting  the  bacterial  infection,  and 
preventing  complications. 
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* ACUTE  INVERSION  OF  THE  UTERUS. 

L.  B.  OTKEN,  M.  D. 

Greenwood,  Miss. 

In  choosing  this  subject  for  my  paper 
this  afternoon,  I was  prompted  by  two  rea- 
sons : first,  the  extreme  rarity  of  the  condi- 
tion; second,  the  disasterous  result  of  such 
a complication  in  labor. 

The  infrequency  of  this  condition  gives 
sufficient  interest  to  justify  the  reporting 
of  all  such  cases. 

There  is  a wide  diversity  of  opinion 
among  the  writers  as  to  the  frequency  of 

*Read  before  the  Delta  Medical  Society,  at 
Greenwood,  Miss.,  April  9,  1930. 


this  condition.  Kuster’s  estimate  is  1 in 

23.000.  Zangemeister’s  estimate  is  1 in 

400.000.  In  1,932,164  labors  collected  from 
the  literature,  there  were  17  inversions. 

There  have  been  only  76  cases  reported 
in  the  German  literature  in  the  past  25 
years.  J.  Clifton  Edgar  thinks  that  1 in 
200,000  is  a conservative  estimate. 

No  doubt  [many  cases  occuri  that  are 
never  reported.  Some  cases  seen  by  doc- 
tors are  probably  not  reported  for  fear  of 
unfavorable  comment;  others  are  probably 
seen  by  midwives,  where  the  true  condition 
is  not  recognized. 

By  inversion  is  meant  a complete  turn- 
ing inside  out  of  the  uterus. 
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ETIOLOGY. 

This  condition  is  nearly  always  seen  in 
primiparae,  although  a few  cases  occuring 
in  multiparae  have  been  reported.  Before 
inversion  of  the  uterus  can  occur  there 
must  be  three  conditions  present: 

1.  A marked  laxity  or  thinness  of  the 
uterine  walls. 

2.  Pressure  from  above  or  traction  from 
below. 

3.  A patulous  cervical  canal. 

In  a large  percentage  of  cases  of  inver- 
sion, there  will  be  found  a fundal  implanta- 
tion of  the  placenta.  Thus,  with  undue 
pressure  from  above  and  with  the  thinning 
from  the  placental  implantation  present 
there  is  a denting  or  cupping  at  this  site 
which  a contracting  uterus  will  seize,  as 
though  seizing  a myoma,  and  with  succes- 
sive contractions  force  the  indented  por- 
tion of  uterus  out  of  the  cervix.  With  a 
fundal  implantation  and  an  adherent  pla- 
centa, then  traction  on  the  cord  from  below 
would  produce  the  same  result.  That  fun- 
dal attachment  is  not  always  necessary  is 
evidenced  by  the  fact  that  cases  of  inver- 
sion have  been  reported  where  a placenta 
praevia  was  present. 

Uterine  inertia  must  be  present.  As  one 
writer  aptly  says,  “A  firmly  contracted 
uterus  never  inverts.”  While  faulty  technic 
must  be  responsible  for  a large  number 
of  these  cases,  with  undue  pressure  from 
above,  or  traction  from  below,  yet  cases 
have  been  reported  where  the  delivery  of 
the  child  and  placenta  have  both  been  spon- 
taneous. 

The  cervical  canal  must  be  widely  dilated, 
either  from  a natural  or  manual  dilatation, 
or  due  to  lacerations  at  the  time  of  the 
birth  of  the  child.  Sudden  delivery  has  been 
given  as  a cause,  with  precipitate  delivery 
of  the  child  and  the  placenta ; also  exertion 
immediately  after  delivery,  such  as  severe 
straining  or  coughing. 

Inversion  usually  occurs  within  an  hour 
after  delivery,  when,  due  to  great  loss  of 


blood  and  extreme  shock,  the  case  is  recog- 
nized immediately,  yet  Peterson’s  case  was 
not  recognized  for  12  years  and  Reeve’s 
case  for  25  years. 

In  the  light  of  present  day  methods  and 
technic  of  delivery  we  do  not  see  how  such 
a case  could  escape  immediate  recognition. 
Perhaps  many  cases  of  partial  inversion, 
with  a cupping  or  indentation,  are  never 
recognized,  being  treated  as  cases  of  exces- 
sive bleeding  that  is  controlled  when  a con- 
traction of  the  uterus  is  produced. 

The  mortality  is  given  as  varying  from 
12  y2  per  cent  in  the  hands  of  competent 
doctors  with  cases  in  hospital,  to  50  per 
cent  in  cases  handled  by  midwives  in  the 
home. 

Hemorrhage  is  the  cause  of  the  greatest 
number  of  deaths,  yet  sepsis  claims  a large 
per  cent,  because  every  inverted  uterus  is 
certainly  a potentially  infected  uterus. 
Thus,  with  the  anemia  present  from  loss 
of  blood,  the  infecting  organisms  find  slight 
resistance. 

As  the  treatment,  with  all  the  asepsis 
possible,  immediate  replacement  if  possi- 
ble with  all  efforts  to  cause  a firm  contrac- 
tion of  the  uterus.  In  a hospital  with  a 
skillful  operator,  then  if  vaginal  replace- 
ment is  not  possible,  immediate  laparatomy 
and  abdominal  replacement. 

CASE  REPORT. 

Mrs.  K.,  aged  27  years,  Jewess,  primipara,  ad- 
mitted to  hospital  at  7 p.  m.  having  pains  every 
20  to  30  minutes.  The  pains  were  weak  and  of 

short  duration. 

« 

Pains  continued  all  night  with  very  little  prog- 
ress. By  9 a.  m.  had  three  fingers  dilatation, 
child  in  R.  O.  A.  Patient  pretty  well  worn  out. 
Given  morphin  gr.  1/6,  and  had  a short  nap  be- 
fore noon.  Between  12  and  1 o’clock  pains 
started  up  again  and  became  severe.  Head  had 
progressed  as  far  as  ischial  spines  and  would 
come  no  farther.  At  three  p.  m.  head  still  at 
ischial  spines.  I decided  to  do  a forceps  delivery. 
Patient  etherized,  forceps  applied  easily  and  child 
delivered  with  little  difficulty.  Cord  to  child 
rather  short,  bleeding  rather  profuse,  patient 
allowed  to  come  from  under  ether.  In  about 
ten  minutes  a large  blood  clot,  plus  placenta,  was 
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expelled  and  as  the  placenta  was-  expelled,  the 
uterus  everted  and  protruded  from  the  vagina. 
The  bleeding  was  terrific.  I at  once  pushed  the 
uterus  back  up  through  the  vagina  and  with 
right  hand  inside  uterus  kneaded  the  uterus 
through  abdominal  wall,  with  left  hand  until 
contration  took  place.  Then  I withdrew  right 
hand  and  packed  vagina  with  sterile  gauze.  Gave 
patient  an. ampule  of  pituitrin,  also  ampule  of 
ergot.  Got  a firm  contraction  and  bleeding 
stopped.  I then  carefully  removed  the  gauze 
from  the  vagina  and  examined  the  cervix;  found 
a bilateral  tear.  I then  pulled  down  the  anterior 
and  posterior  lips  of  cervix  with  dressing  forceps, 
trimmed  up  the  ragged  edges  and  did  an  imme- 
diate repair;  then  repacked  vagina  and  sent  pa- 
tient to  her  room. 

The  child  was  in  good  condition.  The  patient 
was  badly  shocked,  I gave  her  500  cc.  10  percent 
glucose  solution  intravenously;  started  a drip  of 
glucose  solution  and  applied  external  heat.  She 
rallied  nicely  and  by  next  morning  was  in  good 
condition.  The  packing  from  the  vagina  was 
removed;  no  excessive  bleeding.  On  the  morn- 
ing of  the  third  day  her  temperature  rose  to 
103  and  she  had  a rigor.  Lochia  had  a foul 
odor;  had  another  rigor  in  four  hours.  I then 
took  a 24  F catheter  and  perforated  the  end 
like  a Dakin  tube,  sterilized  the  catheter  and 
inserted  same  into  uterus,  as  far  as  it  would  go 
and  left  it  in  situ.  I injected  1 oz.  5 percent 
mercurochrome  through  catheter  three  times  a 
day,  the  catheter  serving  a double  purpose — the 
means  of  getting  the  mercurochrome  into  the 
uterus  and  also  acting  as  a drain.  The  tempera- 
ture remained  high  for  two  days,  she  had  several 
rigors,  then  temperature  began  to  subside,  the 
rigors  ceased  and  she  made  a nice  recovery.  Her 
stay  in  the  hospital  was  21  days.  The  lacerations 
in  cervix  healed  by  primary  intention  and  subse- 
quent examination  showed  cervix  in  good  condi- 
tion. 

I think  the  cause  of  eversion  in  this  particu- 
lar case  was  a short  cord — an  adherent  fundal 
attachment,  plus  a bilateral  tear. 

As  the  child  was  born,  I think  the  short  cord 
caused  a pulling  in  of  the  fundus,  then  with  the 
placenta  separating  slowly,  the  uterus  inverted 
itself  and  as  the  blood  clot  and  placenta  were 
expelled  with  the  cervix  lacerated  on  both  sides, 
the  uterus  everted  itself. 

Discussion  of  this  paper  brought  reports  of 
three  hitherto  unreported  cases  of  inversion  of 
the  uterus,  one  by  S.  L.  Brister,  M.  D.,  and 
two  by  T.  B.  Holloman,  M.  D. 


A CASE  OF  ECLAMPSIA  WITH 
SIXTY-ONE  PER  CENT 
ALBUMIN: : RECOVERY. 

LOUIS  LEVY,  M.  D„ 

New  Orleans. 

The  improvement  in  the  treatment  of 
eclampsia  is  marked  and  a patient’s  chances 
of  recovery  are  greatly  increased  if  known 
aids  are  taken  advantage  of.  It  is  admitted 
that  frequent  examination  of  urine  and 
Flood  chemistry  and  blood  pressure  read- 
ings are  the  essential  examinations  in  the 
prevention  of  this  complication  of  preg- 
nancy and  active  treatment  should  be 
started  when  either  deviates  from  the 
normal.  It  is  also  recognized  that  many 
cases  of  albuminaria  can  be  successfully 
treated  during  the  term  of  pregnancy  and 
eclampsia  avoided.  At  least,  many  cases 
of  albuminuria  can  be  treated  until  a living 
fetus  can  be  delivered,  terminating  labor 
at  that  time  and  avoiding  eclampsia.  The 
following  case  will  exemplify  what  can  be 
done  along  these  lines.  This  case,  an  out 
of  town  patient  had  no  treatment  and  went 
from  bad  to  worse  until  convulsions  started 
and  then  she  was  placed  in  an  automobile 
and  rushed  to  Hotel  Dieu,  a three  hour  ride 
being  necessary  to  make  the  trip. 

CASE  REPORT. 

Mrs.  E.  P.,  LaPlace,  Louisiana,  a housewife, 
was  admitted  9 a.  m.  March  3.  She  had  had  no 
previous  illness  of  any  severity  at  any  time  and 
had  one  child  with  no  confinement  complications. 

Present  Illness:  The  patient  had  missed  men- 

struation about  seven  months  ago  but  she  can 
give  no  specific  date,  however,  expecting  delivery 
some  time  in  April.  Eight  days  before  illness, 
the  patient  began  to  suffer  with  severe  frontal 
headaches  and  to  have  general  body  swelling, 
especially  in  legs.  She  took  purgatives  and  diet- 
ed self  with  no  abatement  in  symptoms.  March  3 
she  awoke  with  headache  which  gradually  grew 
worse.  Convulsion  occurred  in  early  morning 
followed  by  two  more  convulsions  before  arriving 
at  Hotel  Dieu.  The  patient  was  sent  at  once  to 
delivery  room,  morphin,  gr.  % with  1 cc.  25  per 
cent  solution  of  magnesium  sulphate  administered 
at  once.  Blood  pressure  at  this  time  was  172 
systolic,  110  diastolic. 
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Case  Reports  and  Clinical  Suggestions 


A catheterized  specimen  of  urine  showed  61 
per  cent  albumin.  Fehlings  test  showed  the 
typical  reaction  tha't  prompted  the  laboratory  to 
report  eclampsia. 

Orders  for  immediate  delivery  were  given. 
After  usual  preparation,  manual  dilatation  and 
version  done  removing  a live  fetus  that  weighed 
less  than  three  pounds.  Ethylene  was  used  as 
anesthetic.  The  fetus  was  immediately  placed  in  in- 
cubator and  its  care  entrusted  to  Doctor  Signorelli. 

Before  leaving  table,  a duodenal  tube  was 
inserted  and  six  ounces  of  Pluto  water  given. 
Another  hypodermic  of  morphin  and  magnesium 
sulphate  solution  were  given.  The  important  note 
at  this  step  is  the  immediate  delivery  before  the 
morphin  had  time  to  terminate  pregnancy.  On  tre- 
turn  to  bed  the  carbon  dioxide  combining  power 
was  estimated  and  found  to  be  thirty-two  per  cent. 

Alkaline  treatment  was  instituted.  Citrocar- 


A CURIOUS  PARADOX. — One  of  the  curious 
features  of  modern  trend  in  science  is  that  as  our 
mechanical  methods  of  observation  become  more 
refined  our  use  of  the  fundamental  means  of  trans- 
mission and  expression  of  ideas,  language,  becomes 
more  and  more  slipshod.  The  very  man  who  in- 
sists on  triple  distilled  water,  analyzed  and  re-crys- 
tallized compounds  for  his  reagents,  may  express 
the  ideas  which  are  the  fruit  of  his  careful  labor 
in  a jargon  that  is  clumsy,  inexact,  and  at  times 
almost  unintelligible. 

The  steady  trend  in  language,  both  spoken  and 
written,  has  been  downward  while  our  scientific 
methods  have  been  progressively  refined.  The 
ascent  from  tradition  to  experimental  science  has 
been  paralleled  by  the  transition  from  the  Vedas 
to  the  yellow  press.  Shades  of  meaning  readily 
distinguished  in  Sanskrit  and  in  Greek  were  at- 
tenuated by  the  militant  efficiency  of  the  Romans. 


bonate  was  given  by  mouth  and  hypodermoclysis 
of  300  cc.  of  0.5  per  cent  solution  of  sodium  bi- 
carbonate solution  given  every  three  hours.  On 
the  second  day  urine  showed  albumin  thirty-five 
per  cent  with  still  many  fine  and  coarsely  granu- 
lar casts:  blood  pressure  138  systolic,  98  diastolic. 
On  the  fourth  day,  albumin  was  reduced  to  fif- 
teen per  cent.  Since  that  time,  albumin  gradu- 
ally diminished  until  on  the  fifteenth  day,  the 
urine  was  albumin  free. 

For  fear  of  alkalosis,  alkaline  treatment  less- 
ened after  fourth  day  and  normal  saline  solution 
was  substituted  for  bicarb  soda  solution.  Due 
to  immediate  cessation  of  convulsions  and  re- 
ceding blood  pressure,  no  spinal  tapping  was 
done.  The  diet  consisted  for  the  first  few  days 
of  alkaline  liquids.  It  was  gradually  increased 
until  the  patient  is  now  on  low  protein  anti-nephri- 
tic diet.  Saline  purgatives  were  given  every  other 
day  for  first  nine  days. 


What  farther  heights  might  not  Cicero  have 
reached  with  all  the  delicate  subtleties  of  Greek 
syntax  at  his  disposal! 

In  the  present  day  English  the  subjunctive  has 
become  an  affectation,  the  dual  has  disappeared, 
the  pluperfect  and  future  perfect  have  joined  the 
iguanadon  and  ichthyosaurus.  The  average  scien- 
tific paper  is  couched  in  simple  declaratives  with 
perhaps  a rhetorical  interrogation  or  two,  and  is 
often  replete  with  awkward  expressions  and  gram- 
matical crudities,  which,  if  it  were  not  for  the 
watchful  eye  of  the  editor,  would  give  a raucous 
contradiction  to  the  purported  meticulous  accuracy 
of  the  contained  subject  matter.  There  is  no  read- 
ing more  difficult  than  that  of  the  average  scientific 
journal,  not  so  much  because  of  the  subject  matter 
but  because  of  the  inept  presentation  of  it.  More 
attention  to  language  as  a scientific  tool  might  well 
repay  the  effort. — New  Eng.  J.  M.,  202:690,  1930. 
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NAMING  SICKNESS 
It  is  increasingly  evident  at  the  present 
day  that  there  are  many  illnesses  to  which 
a name — a special  label — cannot  be  at- 
tached. It  does  not  follow  necessarily  that 
the  type  of  disease,  nor  the  character  of 
the  disorder  is  less  clearly  understood 
merely  because  it  does  not  fall  into  a cer- 
tain category  or  pigeon-hole.  Many  types 
of  disease  exist  which  the  clinician  has 
come  to  recognize  as  clear-cut  entities. 
These,  however,  are  frequently  unnamable 
and  unclassified  in  the  sense  that  if  infor- 
mation is  wanted  concerning  them  it  would 


not  be  found  in  a text  book,  with  a definite 
nomenclature.  Alvarez  has  discussed  this 
in  regard  to  diseases  of  the  stomach.  He 
has  studied  a series  of  consecutive  patients 
with  gastric  disorders  and  only  a few  of 
these  people  with  such  gastric  manifesta- 
tions could  be  categorically  classified  as 
having  one  or  another  of  the  accepted 
types  of  gastric  disease.  A disorder  of 
the  stomach  such  as  occurs  when  there  is 
chronic  gall-bladder  disease  or  when  there 
are  other  types  of  reflex  stomach  symp- 
toms may  simulate  and  resemble  very 
closely  peptic  ulcer,  but  thorough  study  of 
the  case  does  not  disclose  characteristic 
findings  of  ulcer.  The  patient  may  have 
various  types  of  enteritis,  but  it  is  not 
always  possible  by  any  means  to  make  an 
accurate  etiologic  diagnosis.  The  ten- 
dency in  medicine  at  the  present  time  is 
to  consider  these  common  functional  and 
sometimes  organic  disturbances  with  a 
broad  minded  spirit,  appreciating  that  the 
doctor  really  knows  what  is  the  matter 
with  the  patient,  although  unable  to  label 
the  disease  with  a one  syllable,  two  sylla- 
ble, or  even  three  syllable  word.  This  is 
distressing  to  the  patient  and  the  patient’s 
friends,  who  feel  that  the  doctor  should 
be  able  to  attach  a specific  term  to  the  dis- 
ease from  which  the  patient  is  suffering. 
The  physician  appreciates  this  fact  and  is 
often  wont  to  give  a name  to  the  disease  to 
simplify  matters.  So  long  as  this  physi- 
cian has  the  care  of  the  patient,  the  pro- 
cedure is  perfectly  just,  but  it  often  tends 
to  confuse  if  the  patient  comes  into  the 
hands  of  another  physician  and  tells  him 
that  the  first  doctor  told  her  she  was  suffer- 
ing from  such  and  such  a disease.  It 
makes  for  certain  difficulties  which  may 
sometimes  be  so  disturbing  that  the  diag- 
nosis is  not  actually  obtained.  The  thought 
occurs  that  it  would  be  wise  for  every  doc- 
tor to  explain  to  the  patient  with  the  most 
punctilious  attention  to  details  the  cause 
of  illness,  thus  obviating  the  necessity  of 
nominating  the  disease  by  a specific  term. 
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CHRONIC  STREPTOCOCCAL 
ILLNESSES 

In  the  editorial  above  it  has  been  pointed 
out  that  there  are  many  disorders  to  which 
a specific  name  cannot  always  be  given. 
This  statement  applies  to  the  chronic 
streptococcal  illnesses  which  are  relatively 
common  and  which  work  in  a way  pecu- 
liar and  bizzarre.  A recent  paper  by 

Perry*  calls  attention  to  the  many  gen- 
eral illnesses,  as  well  as  local  illnesses  that 
are  produced  by  streptococcal  infection.  In 
this  thought-producing  and  idea-stimulat- 
ing discussion,  he  notes  that  many  of 
these  illnesses  are  due  to  so-called  focal 
infection  in  which  invariably,  although  the 
infection  is  usually  a mixed  one,  strepto- 
cocci predominate.  Frequently  the  signs 
and  symptoms  are  merely  those  of  vague 
and  definite  ill  health.  In  other  cases 
there  may  be  indefinite  dyspepsias  or  even 
more  definite  disease  entities,  such  as 
chronic  arthritis.  However,  it  frequently 
occurs  that  certain  individuals  may  harbor 
chronically  diseases  tonsils  or  apical  den- 
tal infection  and  yet  never  develop  any 
secondary  manifestations  indicative  of 
injury  produced  by  this  local  infection. 
Perry  points  out  that  it  is  very  likely  in- 
deed that  in  these  types  of  streptococcal 
sicknesses  the  disease  depends  not  neces- 
sarily so  much  on  the  invading  strepto- 
coccus but  rather  upon  its  mode  of  entry 
into  the  host  and  upon  the  host  itself  and 
especially  in  conjunction  with  previous 
attacks  with  various  types  of  steptococci 
from  which  the  host  may  have  suffered. 
In  other  words,  if  the  individual  has  been 
sensitized  by  the  ubiquitous  streptococ- 
cus, a reaction  may  be  expected  when  strep- 
tococci of  one  or  another  type  enter  the 
body  at  some  later  date.  It  is  useless  in 
such  cases  to  deal  with  them  in  the  same 
way  that  one  does  with  typhoid  fever,  in 
which  disease  we  can  get  rid  of  the  in- 
fecting organism,  because  the  streptococci 
are  found  here,  there  and  everywhere,  and 

*Chronic  streptococcal  illnesses,  Lancet,  May 
10,  1930,  p.  1009. 


are  likely  to  invade  at  any  time  the  or- 
ganism. The  author  points  out  that  “the 
solution  of  the  problem  lies  in  the  better 
understanding  of  bacterial  allergy  and 
immunity.”  Only  when  there  has  been 
discovered  the  difference  between  absolute 
immunity,  which  renders  the  patient  safe, 
and  the  dangerous  state  of  allergy — a per- 
verted immunity,  will  be  found  a practical 
method  of  treatment  of  the  streptococcal 
diseases. 


BILL  S.  1171 

The  New  Orleans  Medical  and  Surgical 
Journal  wishes  to  go  on  record  as  offering 
its  very  sincere  congratulations  to  Senator 
Joseph  E.  Ransdell  of  Louisiana.  It  has 
been  largely  through  his  perseverance,  in- 
dustry and  skill  that  this  bill,  which  will 
establish  and  operate  a National  Institute 
of  Health,  has  gone  through  Congress  and 
in  the  past  few  days  has  been  signed  by 
the  President.  We  can  not  help  but  feel 
pride  that  this  bill  is  largely  the  personal 
achievement  of  Senator  Ransdell,  because 
we  feel  that  it  will  be  of  tremendous 
benefit  to  medicine  through  the  whole 
country. 

For  those  slightly  familiar  with  the  bill 
it  may  be  well  to  recall  that  this  bill 
authorizes  the  present  Hygienic  Labora- 
tories of  the  Public  Health  Service  to  be 
known  as  the  National  Institute  of  Health, 
with  an  appropriation  of  the  sum  of  $750,- 
000  for  the  construction  and  equipment  of 
additional  buildings  at  the  present 
Hygienic  Laboratories  of  the  Public  Health 
Service  in  Washington,  D.  C.  The  Secre- 
tary-Treasurer is  authorized  to  receive,  on 
behalf  of  the  United  States,  various  types 
of  gifts  for  the  study  and  investigation  of 
research  and  fundamental  problems  of  the 
diseases  of  men.  Individual  scientists  may 
be  appointed  by  the  Surgeon  General  for 
carrying  on  work  in  this  department. 
Facilities  of  the  Institution  are  made  avail- 
able to  the  health  authorities  of  States, 
Counties  and  Municipalities.  From  this 
very  brief  sketch  of  the  bill  it  will  be  seen 
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that  the  Government  is  making  adequate 
provisions  for  the  maintenance  of  an  in- 
stitution, as  well  as  for  workers  in  this 
institution,  where  research  may  be  carried 
out  and  disease  itself  studied  without  the 
limitations  that  necessarily  fall  upon  those 
who  are  in  private  institutions. 

Again  we  say  that  Senator  Ransdell 
deserves  the  thanks  of  all  physicians 
throughout  the  country. 


THE  LOUISIANA  AND  MISSISSIPPI 
STATE  MEETINGS 
Any  one  who  had  the  good  fortune  to 
attend  these  two  meetings  would  have  been 
struck  by  their  similarity  in  many  respects. 
At  both  of  the  meetings  there  was  an  ex- 
cellent attendance.  At  both  of  them  there 
was  an  excellent  scientific  program  pre- 


CHARITY HOSPITAL  SURGICAL  STAFF. 

The  regular  monthly  meeting  of  the  Surgical 
Staff  was  held  on  May  21,  1930,  Dr.  A.  C.  King 
presiding  as  Chairman. 

The  meeting  was  opened  by  Dr.  S.  M.  Black- 
shear  who  spoke  on  the  treatment  of  mastoid 
infections  in  children  up  to  three  years  of  age. 
In  this  talk  he  stressed  the  matter  of  conserva- 
tism in  the  treatment  of  these  cases.  He  also 
stressed  the  importance  of  the  clinical  picture, 
saying  that  the  roentgen-ray  might  be  used  as 
an  adjunct.  The  discussion  considered  such  com- 
plications as  lateral  sinus  thrombosis,  septicemia, 
and  brain  abscess. 

Dr.  Blackshear’s  presentation  was  discussed  by 
Dr.  Amedee  Granger,  who  showed  slides  of  roent- 
genograms which  presented  certain  characteris- 
tic findings  in  these  cases. 

Dr.  Homer  Dupuy  was  the  next  to  discuss 
the  presentation  and  restricted  himself  to  infants 
under  three  years  of  age.  He  stated  that  these 
cases  may  be  divided  into  two  groups,  the  simple 
and  the  complicated  types.  The  simple  cases 
simply  required  incision  and  drainage,  while  the 
very  serious  cases  had  to  be  dealt  with  more 
radically. 

Dr.  S.  B.  McNair  followed  in  discussion  and 
reviewed  the  statistics  of  these  cases  over  a period 
of  one  year,  stating  that  there  were  thirteen 
deaths  in  forty-six  cases  operated  upon. 


sented  to  the  members  so  that  they  might 
learn  and  acquire  knowledge,  and  at  both 
Shreveport  and  at  Vicksburg  the  hosts  of 
the  two  organizations  did  everything  in 
their  power  to  entertain  and  to  treat  hos- 
pitably their  guests.  It  need  hardly  be 
said  that  the  doctors  of  these  two  cities  and 
their  wives  were  most  successful  in  their 
aims  and  purposes,  as  the  guests  all  without 
exception  reported  having  a most  delightful 
time  socially. 

One  of  the  most  encouraging  features 
of  the  Mississippi  State  Medical  Associa- 
tion Meeting  was  the  number  of  young 
men  who  appeared  on  the  program.  An 
organization  which  has  men  of  this  type 
coming  on  to  replace  the  older  men  need 
never  have  any  fear  of  dry  rot  occurring 
in  its  midst. 


The  chairman  next  asked  for  new  business,  and 
Dr.  Alton  Ochsner  entered  a protest  saying  that 
rectal  surgical  cases  should  be  admitted  to  the 
General  Surgical  Services  rather  than  the  G.  U. 
Services;  and  he  made  a motion  to  this  effect, 
which  was  seconded  by  Dr.  John  Pratt.  The  mo- 
tion was  passed,  and  the  Chairman  appointed 
a Committee  consisting  of  Drs.  Ochsner  and  Gage 
to  look  into  the  matter  and  report  upon  it. 

Dr.  James  Reeves  similarly  protested  that  since 
jaw  cases  were  referred  to  the  Dental  Depart- 
ment, this  department  should  also  treat  carcinoma 
of  the  lip.  Dr.  Reeves’  comment  was  discussed 
by  Dr.  Mims  Gage. 

The  next  order  of  business  was  a talk  on  the 
treatment  of  fractures  in  the  Charity  Hospital 
during  the  past  forty  years  given  by  Dr.  E.  D. 
Martin.  Dr.  Martin’s  talk  was  made  with  the 
assistance  of  lantern  slides.  He  showed  the  very 
first  type  of  apparatuses  and  appliances  used  to 
treat  fractures  in  the  Charity  Hospital.  The  evo- 
lution was  carefully  followed  to  the  present  day 
apparatuses. 

Dr.  A.  C.  King  next  showed  a number  of  slides 
of  various  types  of  fractures  treated  by  the  mod- 
ern day  appliances  with  which  he  got  very  good 
results.  He  was  followed  by  Dr.  Muir  Bradburn, 
who  also  showed  some  slides  hurriedly. 

The  next  order  of  business  was  the  presentation 
of  a surgical  death.  The  case  was  that  of  a col- 
ored female,  31  years  of  age,  who  was  admitted 
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to  the  hospital  on  March  21,  1930,  and  died  four 
days  later.  Death  followed  the  administration  of 
250  c.c.  of  20  per  cent  sodium  chloride  solution, 
which  was  administered  with  the  hope  of  reliev- 
ing the  paralytic  ileus  which  resulted  from  in- 
testinal obstruction.  The  matter  of  diagnosis  was 
completely  ignored,  the  discussion  centering  on 
the  advisability  of  giving  such  concentrated  solu- 
tions of  sodium  chloride.  Dr.  James  Reeves  stated 
that  in  his  opinion  he  felt  the  administration  of 
such  a concentrated  solution  was  probably  dan- 
gerous, and  finished  by  saying  that  he  thought  a 
5 per  cent  solution  was  more  than  sufficient. 

Dr.  R.  A.  Cutting  next  discussed  this  phase  and 
explained  that  such  a concentration  was  used  be- 
cause of  the  success  of  some  recent  experimental 
work  along  these  lines.  In  his  discussion  he  named 
several  authorities  who  have  used  this  solution 
clinically  and  have  used  it  effectively.  Dr.  Cut- 
ting stated  that  a 20  per  cent  sodium  chloride 
solution  was  used  because  pituitrin  and  other 
drugs  were  found  to  be  wanting.  In  this  particu- 
lar case,  he  stated,  it  was  inadvisable  to  use 
splanchnic  anesthesia,  which  had  been  proposed, 
because  of  the  patient’s  low  blood  pressure. 

Dr.  Alton  Ochsner  next  followed  and  stated  that 
the  work  spoken  of  by  Dr.  Cutting  has  been  per- 
formed in  various  places  with  good  results.  He 
was  followed  by  Dr.  Reeves  and  Dr.  Blackshear 
in  the  discussion. 

Dr.  Loria  next  discussed  this  phase  of  the  sub- 
ject and  stated  that  while  20  per  cent  sodium  chlo- 
ride had  been  used  effectively  clinically,  not  more 
than  40  to  75  c.c.  was  recommended  at  one  time, 
and  some  authors  recommended  this  not  more 
than  twice  each  day.  The  administration  of  such 
concentration  of  sodium  chloride  solution  has 
been  said  to  have  a very  profound  stimulating 
action  on  the  gastro-intestinal  tract.  Cases  have 
been  reported  which  were  almost  moribund,  and 
who  upon  administration  of  40  to  75  c.c.  of  20 
per  cent  sodium  chloride  solution  had  violent 
peristalsis  with  large  bowel  evacuations.  These 
cases  were  very  frequently  transformed  from  a 
moribund  state  to  one  from  which  they  finally 
recovered. 

FRANK  L.  LORIA,  M.  D. 


FRENCH  HOSPITAL 

The  regular  meeting  of  the  staff  was  called 
to  order  on  Friday,  April  25,  1930  at  8:00  P.  M., 
Dr.  M.  J.  Lyons  presiding.  The  minutes  of  the 
last  meeting  were  read  and  approved.  Those  pres- 
ent at  the  meeting  were:  Drs.  M.  J.  Lyons,  E.  L. 
Zander,  E.  Socola,  F.  Gallo,  P.  Graffagnino,  R. 
L.  Gordon,  D.  N.  Silvermann,  C.  Cox,  H.  B.  Also- 
brook,  W.  R.  Strange,  A.  M.  Powe,  M.  L.  Stadiem, 


H.  V.  Sims,  Nolan  K.  Harvard,  Geo.  Feldner,  C. 
Tardo,  G.  L.  Smith,  G.  C.  Anderson,  L.  L.  Ca- 
zenavette,  M.  Lescale,  J.  F.  Sicomo,  J.  J.  Baron. 

The  report  representing  the  patients  discharged 
during  the  month  of  March  1930  was  given  by 
Dr.  E.  L.  Zander. 

The  deaths  for  the  month  of  March,  1930  were 
as  follows:  Mr.  M.,  age  70,  was  admitted  to  the 
hospital  complaining  of  pain  in  the  right  lower 
quadrant  and  suprapubic  region.  He  was  oper- 
ated on,  on  the  following  day.  The  appendix  was 
found  to  be  subacutely  inflammed  and  the  cecum 
was  adherent.  The  appendix  was  removed.  The 
pre-operative  diagnosis  was  subacute  appendici- 
tis with  possible  intestinal  obstruction.  Post 
operative  diagnosis  was  subacute  appendicitis. 
Urine  was  negative  on  day  of  admission  but  later 
showed  a heavy  trace  of  albumin.  Patient  did 
well  for  two  days  after  operation,  however,  on 
the  third  day  he  started  vomiting  and  rales  were 
noted  in  the  chest.  Blood  pressure  145-98.  The 
patient’s  pulse  was  variable  until  fourth  day  after 
operation  when  it  dropped  to  70.  Temperature 
went  up  to  104°.  The  patient  died  six  days 
after  operation.  Final  diagnosis  was  subacute 
appendicitis,  post  operative  broncho-pneumonia 
and  chronic  myocarditis. 

Miss  G.,  age  8,  was  admitted  complaining  of 
pain  in  neck.  She  gave  history  of  suffering  from 
pain  in  back  and  lower  extremities  since  the  pre- 
vious day.  Physical  examination  showed  a well- 
nourished  child,  acutely  ill.  The  left  side  of  the 
fact  twitched  and  there  was  definite  torticallis. 
Blood  count  was  15,250  and  temperature  104°  on 
admission.  Specimen  for  spinal  fluid  showed 
practically  pure  pus.  A later  report  from  cul- 
ture showed  St.  aureus.  Patient  received  symp- 
tomatic treatment  and  a pediatrician  was  called 
in  consultation.  Patient  did  not  respond  to  treat- 
ment and  expired  after  three  days.  Diagnosis 
was  staphlococcal  meningitis. 

Mrs.  H.,  age  56,  was  admitted  to  the  hospital 
January  24  and  died  March  15.  Diagnosis  was 
carcinoma  of  the  breast  with  metastasis.  Mrs.  B. 
died  four  hours  after  admission.  Diagnosis  was 
acute  nephritis.  Other  deaths  occurring  during 
the  month  were  chronic  myocarditis  with  decom- 
pensation and  senility  in  a man  86  and  Paget’s 
disease,  arterio-sclerosis,  chronic  myocarditis,  sen- 
ility, empysema,  hypertension,  hyperstatic  pneu- 
monia in  a man  79. 

These  cases  were  presented  by  Dr.  E.  L.  Zan- 
der and  were  discussed  by  Drs.  P.  Graffagnino, 
H.  B.  Alsobrook,  R.  L.  Gordon. 

Dr.  H.  V.  Sims  spoke  on  Gonorrhea  in  Women. 
Dr.  Sims  spoke  of  the  ravages  caused  by  this  dis- 
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ease  when  neglected  and  of  the  necessity  of  early 
and  adequate  treatment.  He  outlined  the  method 
of  treatment  used  by  him;  advocating  the  use  of 
silver  nitrate  and  in  many  cases  the  additional 
use  of  the  cautery.  The  method  of  determining 
the  presence  of  gonorrhea,  the  equipment  neces- 
sary for  treatment,  and  the  technique  used  in  the 
treatment  of  chronic  and  acute  gonorrhea  was 
thoroughly  discussed  by  Dr.  Sims. 

This  paper  was  discussed  by  Drs.  P.  Graffag- 
nino,  R.  L.  Gordon,  M.  J.  Lyons,  E.  L.  Zander  and 
G.  C.  Anderson. 

A letter  from  the  American  College  of  Sur- 
geons, in  which  the  French  Hospital  was  officially 
notified  that  it  was  approved  without  restrictions, 
was  read  by  Dr.  M.  J.  Lyons. 

This  letter  was  briefly  discussed  by  Dr.  P. 
Graffagnino. 


occurs  not  infrequently.  It  is  due  to:  1.  In- 
direct violence,  as  from  a fall  on  the  outstretched 
hand  and  forearm,  the  force  being  transmitted 
through  the  radius,  or  a sharp  abduction  of  the 
radius  might  cause  such  a fracture.  A posterior 
dislocation  of  the  elbow  is  usually  accompanied 
by  radical  head  or  neck  fracture.  2.  Direct 
violence  as  from  a blow  or  fall  on  the  radius  or 
a direct  crushing  of  the  elbow. 

The  fracture  is  intra-capsular  if  the  orbicular 
ligament  is  not  torn  and  there  will  be  little  dis- 
placement. The  fragments  may  be  displaced  in 
any  position  or  lie  free  in  the  joint. 

The  diagnosis  is  based  on  swelling  over  the 
head  of  the  radius  and  the  outer  surface  of  the 
elbow.  Voluntary  supination  or  pronation  is  very 
painful,  and  crepitus  may  be  felt.  Fragments 
may  be  palpated. 


There  being  no  further  business  the  meeting- 
adjourned. 


E.  L.  ZANDER,  M.  D. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING. 

June  9,  1930. 

Abstract. — Fracture  of  the  Head  of  the  Radius. 
— Dr.  J.  A.  K.  Birchett,  Jr. 

Patient. — Colored,  female,  aged  48  years;  occu- 
pation, cook,  seen  May  27,  1930. 

Chief  Complaint. — One  week  ago  fell  on  front 
porch;  threw  out  left  arm  to  catch  herself  and 
felt  intense  pain  in  left  arm  from  hand  to  shoul- 
der. Thinks  she  fainted.  Was  put  to  bed  and 
physician  called.  Physician  thought  elbow  was 
sprained;  by  this  time  there  was  much  swelling 
and  it  was  impossible  to  flex  elbow  or  move  the 
wrist  on  account  of  pain.  The  arm  was  strapped 
to  body  at  a right  angle  and  liniment  given. 
Swelling  has  not  subsided  and  pain  is  very  acute 
and  almost  constant. 

Past  History. — No  operations;  no  sei'ious  ill- 
nesses. Last  consulted  a physician  five  years  ago 
for  rheumatism. 

Family  History. — Not  remarkable. 

Physical  Examination. — Temperature  98°  F. ; 
pulse  88.  Well  developed  and  nourished.  Gen- 
eral examination  negative.  Excessive  swelling  in 
region  of  the  left  elbow  and  left  forearm.  Com- 
plaining of  acute  pain  on  motion. 

Roentgen-ray  examination  shows  fracture  of 
the  neck  and  head  of  the  radius. 

Comment. — Though  previously  regarded  as  rare, 
recent  studies  show  that  fracture  in  this  location 


The  prognosis  is  better  when  the  displaced 
fragments  are  exercised.  Hitzrot  states  that  im- 
pairment of  function  is  likely  in  unoperated 
cases.  In  thirteen  out  of  fifteen  there  was  loss 
of  half  of  rotation.  Thomas  reports  that  twelve 
out  of  eighteen  non-operative  cases  either  exhibit- 
ed non-union,  anylosis  or  impaired  function.  In 
eight  of  eighteen  cases  non-union  resulted. 

As  to  treatment,  in  those  cases  where  little  or 
no  displacement  has  occurred,  approximation  may 
be  obtained  by  strong  supination  and  pressure  on 
the  head  of  the  radius,  placing  the  forearm  at 
a right  angle  then  immobilization  with  the  fore- 
arm in  hyperflexion  and  supination  for  three 
weeks. 

Those  fractures  which  have  become  displaced 
or  are  comminuted,  with  tearing  of  the  orbicular 
ligament  are  impossible  of  accurate  fixation  and 
manipulation.  If  the  fragments  are  allowed  to 
remain  displaced,  excessive  callus  will  form  and 
malunion  leading  to  permanent  disability  follow. 

Therefore,  experience  has  taught  excision  of 
the  displaced  fragments  or  the  entire  head  of  the 
radius.  The  fifth  day  after  this  procedure,  pas- 
sive motion  is  to  be  resorted  to.  If  non-union 
of  the  fragments  occurs  after  attempted  reduc- 
tion, then  arthrotomy  and  removal  of  fragments 
is  indicated. 

Abstract. — Pseudomucinous  Cysts  of  the  Ov- 
aries Involving  the  Appendix  and  Peritoneum  and 
Simulating  Malignancy. — Dr.  G.  M.  Street. 

Patient. — White,  female,  aged  63  years;  ad- 
mitted to  hospital  May  5,  1930. 

Family  History. — Negative  for  tuberculosis  and 
cancer.  One  sister  died  from  pernicious  anaemia. 
Otherwise,  nothing  of  interest. 
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Past  History. — Not  remarkable. 

Present  History. — Chief  complaint  is  enlarge- 
ment of  abdomen  and  general  soreness  and  dis- 
comfort. General  weakness,  loss  of  appetite  and 
weight.  Has  been  concious  of  enlargement  of 
abdomen  for  past  three  or  four  weeks.  No  at- 
tacks of  acute  pain,  but  has  occasional  shooting 
pains  in  abdomen.  Menopause  fifteen  years  ago 
and  no  vaginal  discharge  since.  Patient  says  she 
has  had  a “sluggish  liver”  for  twenty  years.  Has 
no  backache,  no  hemorrhoids,  no  headaches,  no 
edema  of  lower  extremities,  never  has  fever  or 
night  swieats,  very  little  constipation,  no  urinary 
symptoms  except  attacks  of  urinary  frequency. 

Physical  Examination.  — General  examination 
not  remarkable  except  for  abdominal  and  pelvic 
condition.  There  is  a large  abdominal  mass  about 
the  size  of  a seven  months’  pregnant  uterus  more 
to  right  than  to  the  left  side,  but  it  can  be  grad- 
ually displaced  to  the  left  by  gentle  manipulation. 
There  is  apparently  some  fluid  in  the  abdomen 
other  than  in  this  large  mass  which  is  soft  and 
seems  to  be  cystic.  Bimanual  examination  shows 
that  the  uterus  is  free  and  moveable  and  not  in- 
corporated in  the  large  cystic  mass  but  pelvis 
seems  to  be  filled  with  fluid.  The  cervix  is  smooth 
and  not  remarkable.  Rectal  examination  nega- 
tive. Reflexes  normal. 

Blood:  Hemoglobin,  62  per  cent;  erythrocytes, 

3,484,000;  leukocytes,  7,100;  differential  leuko- 
cyte count,  small  lymphocytes,  32  per  cent;  large 
mononuclears,  1 per  cent;  polymorphonuclear 
neutrophils,  67  per  cent  with  33  immature  forms; 
no  malaria  found;  Wassermann,  Kline  and  Young, 
and  Kahn  tests,  negative.  Urea  nitrogen,  8.4 
mg.  per  100  c.c.;  sugar,  105  mg.  per  100  cc. 

Urine:  Negative  except  for  a slight  trace  of 

albumin  and  rare  hyaline  casts. 

Flouroscopic  examination:  Heart  negative; 

slight  dilatation  of  aorta;  lungs  clear;  diaphragm 
normal.  Barium  meal  swallowed  well;  no  cardio- 
spasm; stomach  fills  well,  is  pushed  up  from  a 
mass  below.  Cap  fills  well,  is  small  but  appears 
normal;  marked  duodenal  stasis.  Impression  of 
radiologist  is  that  there  is  no  pathology  in  the 
stomach  or  duodenum  and  that  they  are  pushed 
up  by  the  mass  below.  Six  hour  examination 
shows  stomach  empty  and  meal  all  in  the  colon, 
which  appears  to  be  normal. 

Diagnosis  of  ovarian  tumor  was  made  and  ex- 
ploratory operation  advised. 

Operation.— On  May  8,  1930,  under  spinal 

anaesthesia,  incision  from  1 inch  below  umbilicus 
to  symphysis  pubis.  There  is  an  enormous  mul- 
tiloculear  cyst  of  the  right  ovary  and  a smaller 
similar  cyst  of  the  left  ovary.  There  are  about 


three  liters  of  thick  gelatinous  material  free  in 
the  abdominal  cavity  and  adhering  to  every  viseus 
in  the  cavity.  The  cysts  are  filled  with  the  same 
material  and  cannot  be  emptied  by  aspiration. 
Incision  had  to  be  lengthened  to  well  above  the 
umbilicus  in  order  to  deliver  the  larger  tumor. 
Both  ovarian  tumors  removed  and  all  the  mucil- 
aginous material  scooped  out  of  peritoneal  cav- 
ity that  could  be  removed. 

The  appendix  was  then  inspected  and  found  to 
be  greatly  distended  and  enlarged  and  of  the 
same  appearance  as  the  ovarian  masses.  It  was 
over  two  inches  in  diameter  and  six  inches  in 
length.  Appendix  was  removed. 

There  is  a small  hard  fibroid  nodule  in  the 
fundus  of  the  uterus  which  was  not  disturbed. 
The  peritoneum  is  greatly  thickened  everywhere, 
especially  in  pelvis,  and  feels  rough  as  though 
studded  with  thousands  of  hard  tubercles.  Peri- 
toneum covering  the  abdominal  viscera  is  also 
thickened  and  rough,  red  and  congested.  Gall- 
bladder, liver,  stomach,  and  spleen  were  inspect- 
ed and  found  not  remarkable  except  for  the  con- 
dition of  the  pertoneal  covering  as  described. 

The  abdomen  was  closed  without  drainage.  Pa- 
tient made  an  uneventful  post-operative  recovery 
and  was  discharged  from  the  hospital  on  May  23, 
1930,  the  fifteenth  post-operative  day.  She  is 
to  return  to  our  patient  department  for  roent- 
gentherapy  in  the  course  of  the  next  few  weeks. 

Tissue  examination.  — Pseudomucinous  cyst- 
adenomata  of  the  ovaries;  mucocele  of  the  ap- 
pendix; pseudomyxoma  peritone. 

Comment. — Pseudomyxoma  peritonei  is  most 
often  seen  in  women  and  is  usually  associated  with 
a ruptured  pseudomucinous  cystadenoma  of  the 
ovary.  The  condition  is  also  seen  in  both  men 
and  women,  secondary  to  the  rupture  of  a muco- 
cele of  the  appendix.  Several  authors  have  re- 
ported this  condition  associated  both  with  pseu- 
domucinous cystadenoma  of  ovary  and  with  mueo- 
ecle  of  appendix.  The  combination,  however,  is 
extremely  rare  and  not  many  cases  have  been 
reported.  In  such  cases,  the  cystadenoma,  or  the 
mucocele,  or  both,  may  be  found  to  be  ruptured. 
In  all  probability,  in  these  cases,  the  mucocele 
of  the  appendix  develops  as  a secondary  condi- 
tion following  the  rupture  of  the  cystadenoma. 
In  the  case  described  the  ovarian  condition  was 
much  farther  advanced  and  apparently  older  than 
the  condition  in  the  appendix. 

Olshausen  probably  gave  the  first  correct  idea 
as  to  the  means  by  which  this  condition  origi- 
nates. He  believed  that  epithelial  cells  from  the 
lining  of  the  ruptured  cyst  were  transplanted  to 
the  peritoneum,  that  they  took  root  and  contin- 
ued to  secrete  the  gelatinous  material. 
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The  treatment  is  surgical  removal  of  the  origi- 
nal cyst,  the  appendix,  and  as  much  of  the  gela- 
tinous material  as  possible.  Treatment  by  roent- 
gen-ray after  operation  is  recommended  by  Mas- 
son and  Hamrick  of  the  Mayo  Clinic.  They  say 
“treatment  by  roentgen-ray  after  operation  may 
prove  of  much  value.  Secondary  operations  may 
be  necessary  for  further  removal  of  mucoid  ma- 
terial and  to  give  relief  from  obstructive  phenom- 
ena.” They  report  that  all  of  the  cases  described 
in  a recent  article  received  treatment  by  roent- 
gen-ray or  radium  following  operation. 

The  prognosis  in  pseudomyxoma  peritonei  must 
be  guarded.  Statistics  show  that  complete  re- 
covery following  operation  and  radiation  therapy 
takes  place  in  from  50  to  75  per  cent  of  the 
cases.  The  others  have  recurrences  or  develop 
malignancy  or  adhesive  peritonitis  and  intestinal 
obstruction  or  other  complications  which  eventu- 
ally cause  a fatal  outcome. 

The  immediate  future  following  operative  treat- 
ment is  almost  uniformly  good. 


Abstract. — Tuberculous  Peritonitis. — Dr.  L.  J. 
Clark. 

Patient. — Colored,  male,  aged  48  years;  mar- 
ried; occupation,  laborer.  Admitted  to  hospital 
May  17,  1930. 

Chief  Complaint. — Fever;  loss  of  weight  and 
strength;  sore  throat;  general  malaise;  abdominal 
pain;  loose  bowels.  About  two  weeks  before  ad- 
mission patient  noticed  that  he  began  to  have 
fever  and  occasionally  loose  bowel  movements, 
with  irregular  pain  in  abdomen;  losing  weight 
and  strength  rapidly;  appetite  very  poor.  He  also 
had  a great  deal  of  backache,  low  lumbar.  Rapid- 
ly grew  worse.  The  abdominal  pains  were  vague 
and  not  always  in  the  same  location;  more  a 
general  soreness.  Later  a very  severe  throat  in- 
fection developed  causing  him  to  go  to  bed;  called 
a streptococcic  throat  by  the  attending  physician; 
throat  rapidly  cleared  up  although  his  original 
condition  became  worse.  Next  noticed  that  abdo- 
men began  to  swell  and  had  first  diarrhea  and 
then  constipation.  Fever  was  continuous,  rang- 
ing from  100-102°  F. 

Past  History. — Patient  had  had  pleurisy  and 
influenza;  no  accidents  or  operations;  denies 
chancre  but  had  had  gonorrhea  several  times. 
For  past  three  years  patient  had  been  a chronic 
sufferer  from  general  pains  and  aches. 

Family  History. — Not  remarkable.  No  history 
of  tuberculosis,  cancer  or  insanity. 

Physical  examination. — Temperature  101°  F. ; 
pulse  92,  regular;  respiration  42;  blood  pressure 


120/70.  Fairly  well  developed  and  poorly  nour- 
ished. Appears  very  ill  and  weak.  Oral  hygiene 
poor;  tongue  badly  coated;  acutely  red  granular 
pharynx  and  tonsils.  Heart  rate  accelerated, 
otherwise  not  remarkable.  Lungs  clear  through- 
out. Abdomen  distended,  somewhat  tympanitic; 
evidence  of  fluid;  no  masses  palpated.  Prostate 
slightly  enlarged.  Reflexes  and  g’.ands  not  re- 
markable. 

Blood:  Leukocyte  count,  6,500,  with  75  per 

cent  polymorphonuclear  neutrophils,  of  which  20 
are  immature;  no  malaria  found;  Wassermann. 
Kahn,  and  Kline  and  Young  tests  negative.  Widal 
test  for  typhoid  negative.  Blood  culture  on  two 
occasions  showed  a streptococcus,  non-hemolytic. 

Urine  showed  trace  of  albumin;  otherwise  not 
remarkable. 

Summary. — On  account  of  the  fever,  irregular 
diarrhea  and  constipation,  pains  in  abdomen  and 
distension,  and  development  of  fluid,  carcinoma 
and  cirrhosis  of  the  liver  were  to  be  considered, 
but  the  fever  in  such  conditions  is  not  usual  ex- 
cept complications  develop.  Tuberculous  peritoni- 
tis and  abscess  of  the  liver  were  more  evident. 
A diagnosis  of  tuberculous  peritonitis  was  made. 

Treatment.  — Twelve  days  after  admission 
through  a mid-line  incision  peritoneum  was  found 
to  be  much  thickened,  roots  of  intestines  matted 
together  and  covered  with  tubercles,  some  fluid. 
Specimen  was  removed  for  diagnosis  and  abdo- 
men closed.  Oxygen  was  administered  through 
a needle.  Patient  has  improved  considerably  but 
continues  to  have  fever  and  to  be  very  weak.  Appe- 
tite is  good. 

Prognosis. — On  account  of  the  undertermined 
origin  and  age,  the  prognosis  is  to  be  guarded. 
Exploration  gave  no  clue  as  to  the  origin.  In 
this  particular  case,  I consider  the  prognosis  bad. 
We  must  bear  in  mind  that  the  prognosis  in  tu- 
berculous peritonitis  in  all  cases  is  not  particu- 
larly unfavorable;  mortality  is  quoted  at  13  per 
cent. 

Another  factor  that  has  a marked  bearing  on 
the  prognosis  is  the  fact  that  in  many  cases  there 
are  more  or  less  extensive  lesions  elsewhere. 
Much  could  be  added  in  regard  to  this  condition 
but  the  most  striking  point  here  is  that  this  case 
is  very  unusual  for  the  age  of  the  patient.  Com- 
plete statistics  are  not  available  but  a very  small 
percentage  of  tuberculous  peritonitis  occurs  in 
ages  above  fifty. 

Microscopic  examination  of  specimens  from 
peritoneum  shows  areas  of  necrosis  but  no  tuber- 
cles were  found. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR 

The  calendar  will  be  discontinued  during  July 
and  August  as  most  meetings  have  been  dispensed 
with  for  the  summer. 


During  the  month  of  June  the  Society  held  one 
regular  scientific  meeting  and  one  joint  Clinical* 
Meeting  with  the  Charity  Hospital  Staff. 

At  the  scientific  meeting  papers  were  read  and 
discussed  as  follows: 

A demonstration  of  chickens  paralyzed  by  Ja- 
maica Ginger  was  presented  by  Dr.  J.  H.  Watkins. 

Meningococcemia  for  Eight  Months  Following 
Meningitis  Recovery 

By Dr.  I.  I.  Lemann  and  by  in- 

vitation Dr,  H.  E.  Teasley,  Atlanta,  Georgia 

Discussed  by  Drs.  Randolph  Lyons,  J.  Bir- 
ney  Guthrie,  C.  W.  Duval,  John  A.  Lan- 
ford  and  closed  by  Dr.  Lemann 

Influenzal  Meningitis  }s  Amenable  tp  Treament 
By Dr.  Charles  J.  Bloom 

Discussed  hy  Drs.  John  A.  Lanford,  J. 
Birney  Guthrie,  F.  M.  Johns,  I.  I.  Le- 
mann, John  Signorelli  and  closed  by  Dr. 
Bloom 

The  Use  of  the  Cisterna  Puncture  as  an  Aid  in 
Diagnosis  and  in  the  Treatment  of  Intracranial 
Hemorrhage  in  the  New  Born 

By Dr.  Maud  Loeber 

Discussed  by  Drs.  Walter  E.  Levy,  M.  P.  H. 
Bowden,  Ludo  von  Meysenbug  and  closed 
by  Dr.  Loeber 

At  the  clinical  meeting  interesting  cases  were 
presented  and  discussed  by  the  members. 


The  thirty  day  grace  period  on  the  third  quar- 
terly insurance  premium  will  expire  July  5. 
Members  carrying  this  insurance  must  have  their 
checks  in  by  July  3 in  order  that  we  may  get 
our  check  to  the  Home  Office  in  Galveston  on  the 
due  date.  Please  send  in  your  check  at  once. 


The  last  meeting  of  the  Society  this  season  will 
be  held  Monday,  July  14,  and  will  be  the  Second 
Quarterly  Executive  Meeting.  The  Society  will 
then  go  into  its  summer  vacation  during  July, 
August  and  September.  The  first  meeting  in  the 
Fall  will  be  held  Monday,  October  13. 


Actual  Book  Balance:  4/30/30 $1,481.93 

Receipts:  $2,026.97 

$3,508.90 

Expenditures:  $ 947.19 

Actual  Book  Balance:  5/31/30 $2,561.71 


During  May,  1930,  139  books  have  been  added 
to  the  Library.  Of  these  46  were  received  by 
gift,  83  by  binding  and  10  from  the  New  Orleans 
Medical  and  Surgical  Journal.  New  titles  of  re- 
cent date  are  listed  below. 

With  the  advancing  summer,  the  current  work 
is  lessening.  This  will  afford  the  staff  opportunity 
to  attend  to  necessary  record  work  and  to  pre- 
pare for  the  move  in  the  fall. 

NEW  BOOKS. 

American  Laryngological,  Rhinological  and  Oto- 
logical  Association — Transactions.  1929. 

Rockefeller  Foundation — Methods  and  Problems  of 
Education.  1930. 

American  Medical  Association — Hospital  Service 
in  the  U.  S.  1930. 

Pottenger — Symptoms  of  Visceral  Disease.  1930. 
Granger — Physical  Therapeutic  Technic.  1929. 

Gosney  — Sterilization  for  Human  Betterment. 

1929. 

Fishberg — Hypertension  and  Nephritis.  1930. 
Wechsler — Neuroses.  1929. 

Fowler — Tonsil  Surgery.  1930. 

Kroenig — Physics  and  Biology  of  Radiation 
Therapy.  1922. 

Hirsch — Principles  and  Practice  of  Roentgen 
Therapy.  1925. 

Treves-Barber  — Treatment  of  Varicose  Veins. 

1930. 

Berkeley — Gynecology  for  Nurses.  1929. 

McKenna — Aids  to  Dermatology  and  Venereal 
Diseases.  1929. 

Seuffert-Strahlen-Tiefen — Therapie.  1923. 
Bertwistle — Radiographs  of  the  Bones  and  Joints. 
1924. 

Comm,  of  Medical  Education — Medical  Education 
in  Europe.  1930. 

Iowa  University — Studies  in  Medicine.  1930. 
McNevin — Mouth  Infections.  1930. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


LOUISIANA  STATE  PEDRIATIC  MEETING 
MINUTES  OF  ANNUAL  MEETING. 

April  28,  1930. 

The  annual  meeting  of  the  Louisiana  State 
Pediatric  Society  was  called  to  order  at  10  A.  M. 
at  the  Shreveport  Charity  Hospital  by  the  Presi- 
dent, Dr.  J.  A.  Crawford,  of  Lake  Charles. 

The  following  members  were  in  attendance: 

James  E.  Bailey,  New  Orleans. 

James  D.  Baucum,  Haynesville. 

John  K.  Bullock,  New  Orleans. 

Charles  J.  Bloom,  New  Orleans. 

J.  A.  Crawford,  Lake  Charles. 

Robert  T.  Lucas,  Shreveport. 

Emile  Naef,  Baton  Rouge. 

John  Signorelli,  New  Orleans. 

Maud  Loeber,  New  Orleans. 

Other  doctors  present: 

Claude  M.  Baker,  Minden. 

Alexander  C.  Kirby,  Little  Rock,  Ark. 

M.  S.  Picard,  Shreveport. 

Chester  L.  Kitchen,  Texarkana,  Ark. 

Paul  H.  Power,  Pine  Bluff,  Ark. 

Wyeth  B.  Worley,  Shreveport. 

In  the  absence  of  the  Secretary,  Dr.  Emile  Naef 
was  elected  Secretary  pro  tern. 

The  chair  appointed  the  Nominating  Committee, 
consisting  of  Drs.  Signorelli,  Bloom,  and  Bailey, 
after  which  the  meeting  proceeded  with  the  scien- 
tific session. 

Dr.  J.  K.  Bullock,  New  Orleans,  read  a paper 
entitled  “Certain  Pediatric  Aspects  of  Some  of 
the  Surgical  Conditions  in  Infancy.”  The  paper 
was  discussed  by  Drs.  Charles  J.  Bloom,  John 
Signorelli,  and  J.  E.  Bailey. 

Dr.  Duval,  who  was  to  have  presented  a paper 
was  absent. 

Dr.  Signorelli  moved,  duly  seconded  and  car- 
ried, that  the  business  session  be  transposed  from 
the  afternoon  to  the  morning  hours. 

The  minutes  of  the  previous  meeting  read  by 
the  acting  Secretary,  were  accepted  as  read.  A 
letter  from  Dr.  Charles  Williams  regretting  his 
absence  from  the  meeting  was  also  read. 


The  new  members  admitted  since  previous  meet- 
ing included  Drs.  Robert  A.  Strong,  New  Orleans, 
Cecil  L.  Lorio,  Baton  Rouge,  Suzanne  Schaefer, 
New  Orleans  and  Theo.  F.  Kirn,  New  Orleans. 

Dr.  W.  B.  Worley,  Shreveport,  was  then  pro- 
posed for  membership  by  Dr.  R.  L.  Lucas;  Dr. 
Paul  Power,  Pine  Bluff,  Ark.,  by  Dr.  C.  J.  Bloom, 
and  Dr.  Chester  E.  Kitchens,  Texarkana,  Ark., 
by  Dr.  M.  S.  Picard. 

Dr.  Bloom  suggested  that  some  suitable  em- 
blem of  membership  in  the  Louisiana  State  Pedi- 
atric Society  be  adopted.  Dr.  Signorelli  suggested 
a certificate  of  membership.  Dr.  Lucas  moved, 
duly  seconded  and  carried  that  a committee  con- 
sisting of  the  three  officers  of  the  Society  inves- 
tigate the  advisability  and  choice  of  an  appro- 
priate emblem. 

The  Nominating  Committee  retired  at  the  re- 
quest of  the  Chair,  and  after  a brief  session 
rendered  the  following  report: 

For  President,  Robert  A.  Strong,  New  Orleans. 
For  Vice-President,  R.  T.  Lucas,  Shreveport. 

For  Secretary  - Treasurer,  Suzanne  Schaefer, 
New  Orleans. 

Scientific  Committee — Emile  Naef,  Baton  Rouge; 
M.  S.  Picard,  Shreveport. 

It  was  moved  by  Dr.  Signorelli,  and  duly 
seconded,  that  all  nominations  be  made  unanimous. 
Carried. 

Dr.  Signorelli  moved  that  the  question  in  Art.  C, 
Section  3 of  the  By-Laws,  pertaining  to  member- 
ship dependent  on  presentation  of  papers  be 
modified  to  meet  the  requirements  of  an  increased 
membership.  The  Chair  requested  that  this  mat- 
ter be  referred  to  the  incoming  officers. 

It  was  suggested  by  Dr.  Bloom  that  both 
fellow  and  associate  membership  be  created  in 
the  Society.  It  was  moved,  duly  seconded  and 
carried,  that  the  By-Laws  be  studied  and  revised 
by  the  incoming  officers. 

The  business  session  then  closed,  11:15  A.  M., 
and  the  scientific  session  was  resumed. 

The  scientific  session  reopened  with  a paper, 
“Epidemic  Vomiting  or  Intestinal  Influenza,”  by 
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Dr.  R.  T.  Lucas,  Shreveport.  Discussion  opened 
by  Dr.  M.  S.  Picard,  followed  by  Drs.  Signorelli, 
Baucum,  Bloom,  Kirby  and  Bailey. 

Adjournment  for  lunch  at  12  noon,  when  the 
Society  was  entertained  at  the  home  of  Dr.  Robert 
T.  Lucas. 

The  meeting  reconvened  at  2 p.  m.  for  clinical 
session  at  the  Charity  Hospital. 

Dr.  M.  S.  Picard  presented  cases  in  the  chil- 
dren’s medical  ward  as  follows: 

Dermatitis  exfoliativa 
Acute  nephritis 

Questionable  abscess  of  lung  and  acute  mi- 
liary tuberculosis. 

Chronic  intussusception 

Presentation  of  cases  by  Dr.  Worley: 

Congenital  heart  disease 
Typhoid  fever 
Diabetes 

Presentation  of  cases  by  Dr.  Guy  Caldwell: 
Osteomylitis,  three  healed  cases. 

Tuberculosis  of  the  ilium 
Potts  disease 

Flaccid  paralysis  of  the  lower  extremities 

The  meeting  adjourned  at  5 p.  m. 

NEWS  ITEMS. 

Dr.  H.  Daspit,  Dean  of  the  Graduate  School 
of  Medicine  of  the  Tulane  University  of  Lou- 
isiana, attended  the  meeting  of  the  American 
Neurological  Association  at  Atlantic  City,  N.  J., 
beginning  June  9,  1930. 

Dr.  O.  W.  Bethea,  Professor  of  Therapeutics 
with  the  Graduate  School  of  Medicine  of  the 
Tulane  University  of  Louisiana,  delivered  a 
series  of  addresses  at  the  Medical  Institute  of 
Glasgow,  Ky.,  June  4 and  5,  1930. 

Dr.  Amedee  Granger,  Professor  of  Radiology 
with  the  Graduate  School  of  Medicine  of  the 
Tulane  Universitv  of  Louisiana,  attended  the 
meeting  of  the  American  Medical  Association  at 
Detroit,  Mich.,  and  presented  a paper  on  The 
Roentgen  Examination  of  the  Paranasal  Sinuses 
and  Mastoids  before  the  Section  of  Otolaryngology. 

Dr.  O.  W.  Bethea,  Professor  of  Therapeutics  in 
the  Graduate  School  of  Medicine  of  the  Tulane 
University  of  Louisiana,  has  recently  been  ap- 
pointed a member  of  the  Revision  Committee  of 
the  next  United  States  Pharmacopea, 


THE  HEALTH  OF  NEW  ORLEANS. 

During  the  week  ending  May  17  there  was  a 
total  number  of  164  deaths  in  New  Orleans,  with 
a death  rate  of  19.9,  13  of  which  deaths  were 
in  children  under  one  year  of  age,  in  contrast 
with  the  death  rate  of  14.8  in  1929.  During  the 
week  May  24  the  total  number  of  deaths  was  139, 
giving  a death  rate  of  16.9,  and  comparable  to 
the  same  figures  the  previous  year.  The  week 
ending  May  31  showed  total  deaths  of  145  and 
a death  rate  of  17.6,  10  of  these  deaths  being 
in  children  under  one  year  of  age.  During  the 
corresponding  week  in  1929  there  were  13  more 
deaths  and  a death  rate  of  19.2.  The  next  week 
ending  June  7 found  163  deaths  reported  with  a 
death  rate  of  19.8,  14  of  which  were  in  children 
under  one  year  of  age.  During  the  corresponding 
week  in  1929  there  were  only  118  deaths  and  the 
rate  was  14.3.  During  the  week  ending  June  14, 
145  people  died  in  the  City,  giving  a death  rate 
of  17.6,  comparable  to  157  deaths  with  a death 
rate  of  19.1  in  1929.  In  the  first  24  weeks  of 
the  year  the  death  rate  in  the  City  of  New  Or- 
leans was  20.1  as  contrasted  with  20.1  in  1929. 

Of  the  cities  reporting  a death  rate  for  the 
year  1930,  New  Orleans  is  in  the  proud  position 
of  a second  place,  Memphis  of  all  the  reporting 
cities  alone  having  a higher  death  rate  than  New 
Orleans.  Nashville,  which  had  a higher  rate  last 
year,  as  had  Birmingham,  have  both  fallen  off 
considerably.  The  lowest  death  rates  in  the  coun- 
try seem  to  be  in  the  cities  in  the  Middle  West, 
although  some  of  the  Eastern  cities  are  also 
relatively  low. 


MEDICAL  CLINICS  IN  CHICAGO. 

Commencing  on  the  eleventh  of  August  and 
running  until  the  twenty-second  of  this  month 
summer  clinics,  sponsored  by  the  Chicago  Medical 
Society,  will  be  held  at  the  Cook  County  Hospital. 
The  Chicago  Medical  Society  also  announces  that 
they  are  publishing  weekly  in  their  bulletin  the 
pathological  conferences  conducted  by  Dr.  R.  H. 
Jaffee  at  the  Cook  County  Hospital.  Those  in- 
terested of  these  two  activities  of  the  Society  may 
obtain  full  information  by  addressing  the  office 
of  the  Chicago  Medical  Society,  185  N.  Wabash 
Avenue.  The  roster  of  these  clinics  is  on  file  in 
the  office  of  the  Journal. 


THE  UNITED  (STATES  CIVIL  SERVICE 
EXAMINATION. 

An  open  competitive  examination  will  be  held 
for  the  position  of  Senior  Medical  Technician 
(Pathological).  Applications  must  be  on  file  not 
later  than  July  9,  1930.  The  entrance  salary  is 
$2,000.00  a year. 
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S.  S.  Lippincott,  Editor 

H.  L.  Rush,  Associate  Editor  D.  W.  Jones,  Associate  Editor 


FROM  OUR  PRESIDENT. 

APPOINTMENTS. 

Elsewhere  in  this  issue  appear  the  appoint- 
ments for  the  coming  year.  It  will  be  noted 
that  the  number  of  committees  is  less  than  usual, 
and  the  reason  for  this  forms  the  subject  of  the 
President’s  first  official  communication. 

LOOKING  BACKWARD. 

We  have  had  listed,  ever  since  1906,  a Com- 
mittee on  Medical  Education,  but,  so  far  as  the 
records  go,  there  has  been  no  activity  of  that 
committee,  except  that  there  is  a notation  in 
the  minutes  of  the  House  of  Delegates,  1929, 
that  this  committee  made  a report.  The  report 
itself  was  not  published. 

A committee  to  attend  the  Teachers’  Associa- 
tion wandered  into  the  list  of  committees  in  1920. 
A search  of  the  records  fails  to  show  that  it  has 
ever  held  a meeting — or  attempted  one. 

A Committee  on  Hospitals  also  entered  the  list 
in  1920.  It  made  a report  to  the  1927  meeting 
of  the  House  of  Delegates  that  showed  worth- 
while consideration  of  its  duties,  but  except  for 
a notation  in  the  1929  Transactions  that  it  made 
a report — which  was  not  published — at  that  meet- 
ing, it  has  left  no  further  records. 

The  Committee  on  Necrology  apparently  came 
into  existence  in  a rather  remarkable  way.  At 
the  1923  meeting  some  resolutions  on  the  death 
of  Dr.  Carroll  Kendrick  were  introduced  by  a 
“Committee  on  Necrology.”  At  some  time  later 
in  the  meeting,  the  President  appointed  such  a 
committee.  This  action  in  appointing  a committee 
that  had  already  functioned,  would  appear  to  be 
from  a desire  to  legalize  what  had  already  been 
done.  In  1924,  Dr.  Rowland  reported,  as  chair- 
man of  this  committee,  the  names  of  two  members 
who  had  died  during  the  preceding  session,  and 
introduced  a resolution  making  the  Necrology 
Committee  a standing  one — which  resolution,  so 
far  as  the  minutes  go,  failed  to  pass.  The  com- 
mittee then  went  into  retirement  until  1927,  when 
it  presented  a report  stating  that  during  the 
previous  year  “twelve  of  the  most  loyal  and  faith- 
ful and  distinguished  members  of  the  Association 
had  died.  Their  names  and  former  post  office 
addresses  were  given.  No  expressions  of  regret, 
no  mention  of  what  they  had  done  to  earn  all 
those  qualifying  adjectives.  Just  dead  fini!  In 
1928,  it  made  a report,  after  which  the  House 
stood  “with  bowed  heads”  for  a minute.  The 
“report”  was  not  published.  This  was  the  year 
we  lost  Dr.  J.  M.  Buchanan,  a man  of  the  highest 
professional  attainments,  an  ex-president  who  at 


the  time  of  his  death,  as  for  many  years  previous, 
was  serving  as  treasurer  of  the  Association.  The 
secretary,  in  his  annual  report  to  the  House,  made 
reference  to  his  death.  Finally,  in  1929,  there 
’^ns  another  “report”  that  was  not  published.  All 
of  you  remember  what  happened  in  1930,  when 
but  for  the  ready  thoughtfulness  of  Dr.  Frizeli 
there  would  have  been  no  mention.  , — i . , 

Perhaps  the  inertia,  to  put  it  mildly,  of  these 
committees  is  due  to  the  fact  that  nowhere  in  the 
records  can  there  be  found  the  least  intimation 
that  any  of  them  were  ever  authorized — the  only 
reference  to  any  of  them  in  the  minutes  of  the 
House  of  Delegates,  which  alone  has  power  to 
create  a standing  committee,  being  Dr.  Rowland’s 
resolution  regarding  the  Committee  on  Necrology 
in  1924.  They  were  probably,  certainly  appar- 
ently, appointed  at  some  time  as  special  com- 
mittees by  some  of  the  presidents,  did  not  get 
removed  from  the  list  of  committees  at  the  end 
of  the  year,  and  were  reappointed  by  subsequent 
presidents  just  because  they  were  on  the  former 
list. 

The  Secretary  gives  it  as  his  opinion  that  they 
were  “created  from  time  to  time”  by  resolutions 
and  “express  the  will  of  the  house,”  but  is  un- 
able to  produce  the  resolutions,  in  the  absence 
of  which  these  committees  are  non-existent,  unless 
the  President  chooses  to  appoint  them  from  year 
to  year  as  special  committees.  This  year  he  does 
not  choose  to  do  so,  seeing  no  reason  for  carrying 
so  much  dead  wood. 

But  this  necessitates  readjustment  to  care  for 
at  least  one  duty  that  has  been  generally  neg- 
lected in  the  past,  the  respect  due  our  departed 
brothers.  The  information  necessary  for  its 
proper  performance  can  be  best  collected  through 
the  Secretary’s  office,  as  can  be  readily  seen  by 
anyone  who  will  take  the  trouble  to  refer  to  any 
copy  of  the  Transactions  for  several  years  prOir 
to  1919,  when  the  matter  was  left  entirely  in  the 
hands  of  the  Secretary.  Here  will  be  found  each 
year,  in  the  front  of  the  book,  immediately  fol- 
lowing the  lists  of  officers  and  committees,  a page 
or  pages,  dedicated  to  the  memory  of  our  dead. 
Such  memorials  are  far  more  fitting  than  those 
produced  in  recent  years, — a mere  mention  of 
names,  hidden  in  the  minutes  of  the  House  of 
Delegates. 

SUGGESTIONS. 

But  since  we  now  have  an  Historian,  it  seems 
fitting  that  the  refinement  and  presentation  of 
the  raw  material  for  such  memorials  should  be 
put  in  his  hands.  It  is,  therefore,  requested  that 
the  Secretary  collect  this  information  yearly  and 
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transmit  it  to  the  Historian,  to  be  by  him  incor- 
porated in  a fitting  memorial  for  presentation  at 
the  annual  session  and  for  a matter  of  record. 

E.  F.  HOWARD. 


DESOTO  COUNTY  MEDICAL  SOCIETY. 

Dr.  L.  L.  Minor,  Secretary  of  the  DeSoto 
County  Medical  Society,  reports  as  follows: 
“The  meeting  at  Vicksburg  was  a distinct  suc- 
cess in  every  respect.  The  program  and  the  enter- 
tainment was  all  that  could  be  desired.  The 
physicians  of  the  Issaquena  - Sharkey  - Warren 
Counties  Medical  Society  were  ideal  hosts.  A 
number  of  those  in  attendance  were  willing  that 
Vicksburg  should  be  chosen  as  a permanent 
meeting  place  of  the  Association. 

From  this  County,  Dr.  A.  G.  Weissinger  of 
Hernando  was  on  the  nominating  committee. 
Dr.  A.  L.  Emerson  of  Hernando  was  elected 
fraternal  delegate  to  the  Tennessee  Medical 
Association.  Dr.  L.  L.  Minor  of  Route  4,  Mem- 
phis, Tennessee,  was  elected  councilor  for  the 
Second  District.  From  this  Second  Councilor 
District,  Dr.  J.  C.  Culley  was  elected  President- 
Elect  and  Dr.  P.  W.  Rowland,  Historian.  Both 
of  these  gentlemen  are  from  the  city  of  Oxford. 

“Dr.  E.  F.  Howard  of  Vicksburg,  our  new 
President,  will  make  an  ideal  executive  officer. 
Our  retiring  President,  H.  A.  Gamble,  and 
President-Elect  J.  C.  Culley  are  out-standing 
members  of  our  Association  also. 

“Dr.  J.  Harvey  McNeill,  sometime  President  of 
the  Mississippi  State  Board  of  Health,  was  re- 
cently at  his  home  in  Olive  Branch.” 


STATE  APPOINTMENTS. 

Shortly  before  the  adjournment  of  the  Missis- 
sippi Legislators,  the  following  appointments  of 
Governor  T.  G.  Bilbo  were  confirmed  by  the 
Senate : 

Dr.  R.  H.  Cranford,  (Superintendent  of  the 
South  Mississippi  Charity  Hospital  at  Laurel. 

Dr.  C.  D.  Mitchell,  Superintendent  of  the  Insane 
Hospital  at  Jackson  (re-appointments). 

Dr.  M.  J.  L.  Hoye,  Superintendent  of  the  East 
Mississippi  Insane  Hospital,  Meridian  (re- 
appointment). 

Dr.  Willis  Walley,  Superintendent  of  the  Jack- 
son  Charity  Hospital. 

Drs.  W.  A.  Dearman,  Gulfport;  W.  H.  Frizell, 
Brookhaven,  and  John  Darrington,  Yazoo  City, 
members  of  the  Mississippi  State  Board  of  Health. 


RUSH’S  INFIRMARY. 

The  regular  monthly  meeting  of  the  Attending 
and  Visiting  Staffs  of  Rush’s  Infirmary,  Meridian, 
was  held  on  June  5.  The  scientific  program 
included: 

1.  Ruptured  Ulcer  of  the  Duodenum. 

Report  of  Case — Dr.  L.  Hart. 

Report  of  Case— Dr.  W.  W.  Reynolds. 
Discussion — Dr.  J.  H.  Rush. 

2.  Osteo-Chondritis  Desiccans  of  Knee  Joint. 

Report  of  Case  (Open  Operation) — Dr.  Les- 
lie V.  Rush. 

Orr  Treatment  of  Osteomyelitis.  Presenta- 
tion of  Case — Dr.  Leslie  V.  Rush. 

3.  Selected  X-Ray  Studies— Dr.  C.  R.  .Stingily. 

4.  Hospital  Analysis. 

The  meeting  closed  with  a lunch. 

Dr.  Julian  T.  Bailey  is  President  of  the  Staff 
and  Dr.  H.  Lowry  Rush  is  Secretary. 


EAST  MISSISSIPPI  MEDICAL  SOCIETY 

Dr.  H.  Lowry  Rush,  .Secretary,  reports  that 
the  regular  meeting  of  the  East  Mississippi  Medi- 
cal Society  was  held  in  the  dining-room  of  the 
Elks’  Club,  Meridian,  June  19.  A very  inter- 
esting and  instructive  program  for  the  meeting 
was  arranged  as  follows: 

1.  Indications  and  Contra-indications  for  Ton- 
sillectomy—Dr.  J.  S.  Hickman,  Philadelphia. 
Discussions— Drs.  A.  L.  Majure  and  A.  G. 
Touchstone. 

2.  The  Mind  Doctor— Dr.  C.  R.  Bennett,  Meri- 
dian. 

Discussions— Drs.  M.  J.  L.  Hoye  and  T.  G. 
Cleveland. 

3.  Peritonitis— Dr.  W.  G.  Gill,  Newton. 
Discussions— Drs.  T.  E.  Royals  and  C.  J. 
Lewis. 

4.  Complications  and  Treatment  of  Specific  and 
Puerperal  Pelvic  Infections — Dr.  F.  J.  Mar- 
tin, Meridian. 

Discussions — Drs.  E.  B.  Key  and  P.  E. 
Holaday. 


Dr.  and  Mrs.  T.  L.  Bennett,  Meridian,  announce 
the  birth  of  a son,  Terry  Lee  Bennett,  Jr.  on  May 
13th. 


Dr.  Farris  J.  Martin  and  Miss  Myrtis  Catha- 
rine Germany,  R.  N.,  were  married  in  Meridian 
May  19.  Dr.  Martin  is  at  present  house  phy- 
sician at  the  Matty  Hersee  Hospital,  Meridian. 
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Dr.  E.  W.  Mackey,  formerly  of  Purvis,  has 
recently  located  in  Meridian  and  has  offices  in 
The  Renfroe  Building.  His  practice  is  limited  to 
the  diseases  of  the  eye, ear,  nose  and  throat. 


THE  HISTORIAN. 

“Dr.  P.  W.  Rowland  of  Oxford  has  sent  me 
his  resignation,  and  I have  appointed  Dr.  J.  S. 
Ullman  of  Natchez  to  fill  the  vacancy  until  the 
next  meeting  of  the  House  of  Delegates.  In  his 
letter  of  resignation  Dr.  Rowland  states  that  he 
had  been  approached  on  the  subject,  before  the 
nominating  committee  reported,  and  that  he  had 
said  he  could  not  undertake  the  work.  He  was 
not  present  at  the  election.  This  explanation  is 
made  in  justice  to  Dr.  Rowland.” 

E.  F.  HOWARD. 


WOMEN’S  AUXILIARY. 

Mrs.  L.  L.  Polk,  Purvis,  President,  and  Mrs. 
D.  J.  Williams,  Gulfport,  Parliamentarian,  repre- 
sented the  Women’s  Auxiliary  of  the  Mississippi 
State  Medical  Association  as  delegates  to  the 
Women’s  Auxiliary  of  the  American  Medical  Asso- 
ciation at  its  recent  meeting  at  Detroit.  Mrs. 
Polk  and  Mrs.  Williams  plan  to  return  by  way 
of  Toronto,  Niagara  Falls,  New  York,  and  Wash- 
ington, arriving  home  about  July  15th. 


BOLIVAR  COUNTY. 

Dr.  C.  W.  Patterson,  Rosedale  writes  as  follows: 

“In  reply  to  your  letter  will  say  that  it  will 
give  me  great  pleasure  to  assist  in  anything  for 
the  good  of  our  Association  so  you  can  count  on 
me  to  do  everything  within  my  power. 

“It  might  be  of  interest  to  know  that,  at  the 
May  meeting  of  the  Board  of  Supervisors  of  Boli- 
var County,  the  donation  to  the  King’s'  Daughters 
Hospital  here  was  discontinued,  but  was  renewed 
at  the  June  meeting  after  earnest  solicitation  by 
numerous  representative  citizens  who  appeared  in 
mass  before  the  board.  After  the  renewal  of 
funds  from  the  county  the  Town  of  Rosedale 
agreed  to  give  a liberal  donation  which  will  enable 
the  King’s  Daughters  Hospital  of  Rosedale  to 
continue  functioning  as  in  the  past.” 


ISSAQUENA-SHARKEY- WARREN 
COUNTIES  MEDICAL  SOCIETY. 

The  joint  meeting  of  the  Fifth  District  Medical 
Society  of  Louisiana  and  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Societies,  at  Monroe,  La., 
on  June  10,  was  an  outstanding,  pleasant  occasion. 
The  embers  of  the  Fifth  District  Society,  with 
Dr.  C.  L.  Mengis,  President,  and  Dr.  F.  P.  Rizzo, 
Secretary,  were  most  delightful  hosts.  The  scien- 
tific program  included  the  following: 


Injuries  to  the  Head  and  Spine — Dr.  Gilbert  C. 
Anderson,  New  Orleans. 

The  Early  Diagnosis  of  Incipient  Pulmonary 
Tuberculosis — Dr.  iSam  Hobson,  New  Orleans. 

The  Clinical  Use  of  Applied  Electrocardio- 
graphy— Dr.  J.  B.  Vaughan,  Monroe. 

Personal  Experiences  with  the  Peptic  Ulcer 
Problem — Dr.  Daniel  N.  Silverman,  New  Orleans. 

Fundamentals  in  the  Induction  of  Regional 
Anesthesia,  Including  Subarachnoid  Block — Dr. 
James  E.  Walsworth,  Monroe. 

All  of  the  papers  brought  out  much  discussion. 

The  entertainment  features  of  the  meeting 
included  a barbecue  luncheon  at  Sterlington,  visits 
to  the  power  plant,  carbon  black  industries,  gas 
fields,  and  gas  pumping  station,  at  Sterlington, 
and  a fine  banquet  at  the  St.  Francis  Sanitarium. 
The  business  and  scientific  meetings  were  held  at 
the  St.  Francis  Sanitarium. 

The  members  of  the  Issaquena-Sharkey-Warren 
Counties  Medical  Society  are  looking  forward  with 
much  pleasure  to  the  joint  meeting  of  the  two 
societies  to  be  held  in  Vicksburg  in  December. 

Plans  are  now  under  way  for  the  July  meeting 
of  the  Society  to  be  held  in  Vicksburg,  July  8. 
The  program  will  be  in  charge  of  a committee 
composed  of  Drs.  W.  H.  Cooper,  Catchings;  C.  J. 
Edwards,  Vicksburg;  M.  J.  Few,  Rolling  Fork; 
G.  W.  Gaines,  Tallulah;  H.  H.  Haralson,  Vicks- 
burg; P.  S.  Herring,  Vicksburg;  and  E.  F.  How- 
ard, Vicksburg. 


NORTHEAST  MISSISSIPPI  THIRTEEN 
COUNTY  MEDICAL  SOCIETY. 

Dr.  James  M.  Acker,  Jr.,  Secretary,  furnishes 
the  following: 

The  second  quarterly  meeting  of  the  Northeast 
Mississippi  Thirteen  County  Medical  Society  was 
held  at  the  auditorium  of  the  high  school  building, 
Houston,  on  June  17,  beginning  at  2 P.  M. 

The  program: 

Meeting  called  to  order— President  F.  M.  Mc- 
Rea. 

Invocation — Rev.  C.  G.  Hamilton. 

Some  Common  Urinary  Lesions — Dr.  M.  Q. 
Ewing. 

Discussion  opened  by  Drs.  Morris  and  Ander- 
son. 

Is  the  Standard  of  our  Profession  Being  Ele- 
vated?— Dr.  E.  K.  Guinn. 

Discussion  opened  by  Dr.  G.  S.  Bryan. 

The  Management  of  the  Heart  in  Acute  Infec- 
tions— Dr.  0.  S.  Warr,  Memphis,  Tenn. 
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Discussion  opened  by  Drs.  Dean  and  L.  C. 
Feemster. 

Toxemias  of  Pregnancy— Dr.  S.  K.  Gore. 
Discussion  opened  by  Drs.  Eason  and  J.  A. 
Donaldson. 

Business  session. 

Immediately  following  the  scientific  session,  the 
doctors  of  Houston  entertained  the  members  of 
the  Society  and  guests  with  a banquet  in  the 
home  science  hall  of  the  Houston  high  school. 

The  next  meeting  of  the  Society  will  take  place 
at  Corinth  on  Sept.  16. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary  of  the  Pike  County 
Medical  Society,  writes  as  follows: 

“I  thought  a history  of  the  present  Pike 
County  Medical  Society  might  interest  you. 

“The  Society  was  organized  April  4,  1929,  with 
Dr.  L.  W.  Brock,  McComb,  as  president,  and 
Dr.  I.  E.  Stennis,  McComb,  secretary. 

“At  that  time  there  were  26  practicing  physi- 
cians in  the  county.  When  we  applied  for  our 
charter,  we  had  25  charter  members.  A short 
time  after  we  organized,  Dr.  W.  C.  Wallace 
moved  from  Osyka  to  Bogalusa,  La.  At  the 
February,  1930  meeting,  the  Society  elected  Drs. 
H.  K.  Butle  and  J.  M.  Curtis  of  Summit,  honorary 
members,  both  having  retired  from  practice  some 
years  ago. 

“On  December  5,  1929,  the  following  officers 
were  elected  for  1930:  Dr.  L.  W.  Brock,  presi- 

dent; Dr.  G.  W.  Robertson,  Magnolia,  vice-presi- 
dent; Dr.  I.  E.  Stennis,  secretary  and  treas- 
urer. 

“Since  the  Society  was  organized,  we  have 
lost  three  members  by  death— two  active  members 
and  one  honorary  member.  Dr.  H.  A.  Wells  died 
Sept.  19,  1929;  Dr.  E.  R.  Gordon  died  February 
18,  1930;  and  Dr.  J.  M.  Curtis  died  May  23,  1930. 

“Since  we  organized,  three  doctors  have  located 
in  the  county— Dr.  W.  O.  Biggs,  Osyka,  and  Drs. 
W.  F.  Cotten  and  G.  S.  Daly,  McComb.  We  now 
have  25  active  members  and  we  meet  once  each 
month.  I believe  the  largest  number  that  has 
attended  any  one  meeting  was  22.  Our  average 
monthly  attendance  is  about  75  per  cent  of  the 
membership  roll.  Every  registered  physician  m 
the  county  is  a member  of  the  Society,  and  every 
member  paid  bis  dues  in  Januaiy. 

“I  do  not  believe  any  of  the  doctors  in  Pike 
County  have  retired  from  practice  since  we 
organized,  but  you  know  most  of  the  doctors 
smoke,  and  since  the  Mississippi  Legislature  put 


a special  tax  on  our  smokes,  raised  our  privi- 
lege tax  100  per  cent,  and  put  another  cent  on 
our  gasoline  tax,  it  looks  like  some  of  us  will 
have  to  retire  in  order  to  make  a living.” 

The  Pike  County  Medical  Society  is  certainly 
to  be  congratulated  upon  the  excellent  showing 
made  in  the  little  over  a year  of  its  existence. 
Many  of  the  members  of  much  older  societies 
could  well  take  example  as  to  interest  and  attend- 
ance at  meetings  and  the  prompt  payment  of 
dues.  The  Society  must  have  some  real  officers. 


EAST  MISSISSIPPI  STATE  HOSPITAL. 

The  list  of  delayed  reappointments  from 
Governor  Bilbo  given  out  May  31  has  perhaps 
caused  some  disappointment  among  aspiring  can- 
didates for  official  seatings  in  the  various  state 
institutions,  but  the  entire  personnel  of  the  East 
Mississippi  State  Hospital  expresses  a genuine 
satisfaction  in  appraising  the  reappointment  of 
Dr.  Hoye  as  Superintendent.  Dr.  Hoye  has  held 
this  office  for  the  past  twelve  years  and  anyone 
familiar  with  conditions  prior  to  that  time  has 
only  to  glance  at  the  institution  as  it  stands  to- 
day to  be  reminded  of  the  remarkable  develop- 
ment that  has  taken  place  under  his  leadership, — 
grounds  beautified,  new  buildings  erected,  higher 
standards  of  hospital  management  instituted,  and 
a service  rendered  to  humanity  that  is  being 
praised  unceasingly  by  hundreds  of  Mississippi 
citizens  who  have  felt  the  humanitarian  influence 
of  the  institution  in  this  community.  We  are 
proud  of  Dr.  Hoye’s  leadership  and  have  ample 
reason  for  assuring  the  people  of  East  Mississippi 
that  no  mistake  has  been  made  in  his  reappoint- 
ment. 

By  virtue  of  the  1928  legislative  appropriation, 
the  East  Mississippi  State  Hospital  is  about  to 
celebrate  the  opening  of  two  modern  fireproof 
buildings  that  will  add  greatly  to  the  efficiency 
of  hospital  operation. 

One  building  houses  a modern  power  plant 
designed  to  give  uninterrupted  service  in  provid- 
ing heat,  light  and  power  to  the  entire  plant, 
replacing  an  old  unit  which  was  constantly  in 
need  of  repair  and  wholly  unreliable. 

The  other  building  houses  an  up-to-date  ice 
manufacturing  and  refrigerating  plant  of  the 
latest  design,  as  well  as  a scientifically  lighted 
and  ventilated  dining  room,  kitchen  and  bake  shop. 
The  plant  was  designed  to  take  care  of  the 
expanding  needs  of  the  hospital  for  the  next  fif- 
teen years.  We  are  glad  to  make  the  statement 
that  during  the  past  six  months,  while  the  entire 
state  is  reporting  large  numbers  of  cases  of  influ- 
enza, typhoid  and  smallpox,  our  hospital  popu- 
lation of  over  800  patients  has  not  developed  a 
single  case  of  typhoid  or  smallpox  and  only  five 
cases  of  influenza  all  of  which  were  of  a very 


Mississippi  State  Medical  Association 


55 


light  form.  We  adhere  very  strictly  to  routine 
vaccination  of  every  patient  against  typhoid  and 
smallpox  and  attribute  our  record  to  that  fact. 

Dr.  and  Mrs.  Wm.  J.  Cavanaugh  have  just 
returned  from  a two  weeks  visit  with  friends 
and  relatives  in  Louisiana,  Texas,  and  Oklahoma. 
Dr.  Cavanaugh  attended  the  Annual  Alumni 
Home-Coming  of  the  University  of  Oklahoma 
May  29  and  30  and  besides  meeting  old  acquaint- 
ances visited  some  very  instructive  clinics. 

Dr.  Hoye  attended  the  International  Congress 
of  Nervous  and  Mental  Diseases  held  in  Wash- 
ington, D.  C.,  and  reported  a most  inspiring  and 
instructive  conclave.  The  recent  advances  in  the 
realm  of  nervous  and  mental  diseases  foreshadow 
a rapidly  developing  consciousness  of  the  uni- 
versal importance  of  this  branch  of  medical 
science. 

C.  ROLLAND  BENNETT,  M.  D.,  Meridian. 


VICKSBURG  SANITARIUM 

The  regular  monthly  meeting  of  the  Staff  of  the 
Vicksburg  Sanitarium  was  held  on  June  9. 
Special  case  reports  were  made  as  follows: 

(1)  Pseudomucinous  Cysts  of  the  Ovaries  In- 
volving the  Appendix  and  Peritoneum  and  Simu- 
lating Malignancy — Dr.  G.  M.  Street. 

(2)  Carcinoma  of  the  Bladder — Dr.  A.  Street. 

(3)  Fracture  of  the  Head  of  the  Radius — Dr. 
J.  A.  K.  Birchett,  Jr. 

(4)  Tuberculous  Peritonitis — Dr.  L.  J.  Clark. 

(5)  Pyelitis — Dr.  iS.  W.  Johnston. 

Selected  radiographic  studies  of  the  month  were 
demonstrated  as  follows:  Fracture  of  the 

Femur,  Open  Reduction;  Pulmonary  Tuberculosis 
(two  cases) ; Cholelithiasis  (two  cases) ; Nephro- 
lithiasis. 

It  was  announced  that  a department  of  Peria- 
trics  would  be  opened  on  June  15,  wlith  Dr. 
Guy  C.  Jarratt,  recently  from  the  Children’s 
Memorial  Hospital,  Chicago,  in  charge.  Dr. 
Jarratt  was  elected  to  Staff  membership. 


SOUTH  MISSISSIPPI  MEDICAL  SOCIETY. 

A meeting  of  the  South  Mississippi  Medical 
Society  was  held  at  the  Nurses  Home,  Charity 
Hospital,  Laurel,  on  June  12,  at  3 P.  M.,  after 
a business  meeting  a scientific  program  was  car- 
ried out  as  follows: 

1.  The  Care  and  Handling  of  Acute  and 
Chronic  Para-Nasal  Sinusitis — Dr.  Fern  Cham- 
penois,  Hattiesburg. 


2.  Eversion  of  the  Uterus — Dr.  George  D. 
Mason,  Lumberton. 

3.  Urological  Problems  of  Interest  to  the  Gen- 
eral Practitioner — Dr.  Julian  T.  Bailey,  Meridian. 

4.  Anhydremia; — Dr.  F.  G.  Riley,  Meridian. 

5.  Abruptio  Placentae — Dr.  J.  S.  Gatlin, 
Laurel. 

Dinner  was  served  at  6:30  P.  M. 


ANDERSON  INFIRMARY. 

The  regular  monthly  meeting  of  the  Staff  of  the 
Anderson  Infirmary,  Meridian,  was  held  on  June 
13  with  Dr.  H.  F.  Tatum,  President,  presiding. 
Reports  of  hospital  deaths,  were  made  as  follows: 

1.  Hemorrhagic  Disease — Dr.  H.  S.  Gully. 

2.  Bichloride  of  Mercury  Poisoning — Dr.  W. 
Jeff  Anderson. 

Dr.  Seale  Harris,  Birmingham,  Alabama,  pre- 
sented a special  paper  on  Curing  the  Ulcer  Patient. 
The  meeting  closed  with  a lunch. 


JOHN  FRANK  AYCOCK. 

Dr.  John  Frank  Aycock  died  at  his  home  in 
Calhoun  City,  May  17,  at  age  43.  He  had  been  ill 
for  15  months. 

Dr.  Aycock  was  a graduate  of  the  Memphis 
Hospital  Medical  School  in  the  class  of  1913,  and 
had  practiced  continuously  in  his  native  county 
until  about  a year  ago.  He  was  active  in 
fraternal  circles  and  a member  of  the  Baptist 
Church.  He  is  survived  by  his  widow,  one  daugh- 
ter, Frances  Louise,  one  son,  James,  by  his  father 
and  mother,  Mr.  and  Mrs.  W.  J.  Aycock  of  Derma, 
four  brothers,  Dr.  W.  J.  Aycock,  W.  L.  and  S.  S. 
Aycock,  of  Derma,  and  B.  D.  Aycock,  of  Jones- 
boro, Ark.,  and  three  sisters,  Mrs.  H.  E.  Howard, 
of  Derma,  Mrs.  W.  R.  Hill,  of  Hollandale,  and 
Mrs.  Tom  Pryor,  of  Calhoun  City. 


STATE  ASSOCIATION  APPOINTMENTS 
Chairmen  of  Sections:  Medicine,  Dr.  W.  H. 

Anderson,  Booneville;  Surgery,  Dr.  T.  P.  Sparks, 
Jackson;  Hygiene  and  Public  Health,  Dr.  J.  T. 
Googe,  Meridian;  Eye,  Ear,  Nose  and  Throat,  Dr. 
L.  S.  Gaudet,  Natchez;  Radiology,  Dr.  G.  P. 
Sims,  Gulfport. 

Committee  on  Scientific  Work:  Dr.  T.  M.  Dye, 

Clarksdale;  Dr.  E.  L.  Wilkins,  Clarksdale;  Dr. 
J.  K.  Avent,  Grenada. 

Committee  on  Public  Policy  and  Legislation 
(for  three  years),  Dr.  Henry  Boswell,  Sanitorium. 
The  other  members  of  this  committee  are  Drs.  D. 
W.  Jones  and  F.  J.  Underwood,  Jackson. 
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SECTION  ON  EYE,  EAR,  NOSE,  AND 
THROAT. 

The  section  on  Eye,  Ear,  Nose  and  Throat, 
Dr.  C.  A.  McWilliams,  Gulfport,  Chairman,  pre- 
siding, was  opened  at  the  auditorium  of  the 
Carnegie  Library  at  9 o’clock  A.  M.,  Wednesday, 
May  14th,  1930. 

Meeting  called  to  order  by  Dr.  McWilliams. 
chairman’s  address. 

Last  year  Dr.  Frizell  suggested  that  we  always 
have  a Chairman’s  address,  since  all  the  other 
sections  had  been  having  one.  I know  Dr.  Wil- 
kins instituted  that  part  of  the  program,  so 
instead  of  preparing  a Chairman’s  address  like 
some  of  them  on  some  scientific  subject,  I thought 
it  would  be  better  probably,  especially  for  some 
of  the  new  men  who  have  just  come  in  to  the 
State,  to  outline  a little  bit  of  the  history  of 
our  Section. 

I remember  in  1921  the  first  meeting  of  the 
State  Association  that  I attended  was  in  Laurel. 
Dr.  Howard,  Dr.  Adkins,  Dr.  Guyton  and  myself 
were  the  only  eye,  ear,  nose  and  throat  men 
there.  Dr.  Lynch  read  a paper  on  Bronchoscopy, 
which  was  the  only  eye,  ear,  nose  and  throat 
paper  in  the  section.  I think  the  only  thing  we 
got  out  of  the  meeting,  with  the  exception  of 
that  paper  was  just  standing  around  telling  jokes, 
but  we  had  a little  meeting  there  and  appointed 
Dr.  Howard  and  Dr.  Adkins,  if  I remember  cor- 
rectly (they  were  the  politicians  of  the  bunch) 
and  they  went  before  the  Councilors  and  they 
agreed  to  give  us  a special  section,  with  the 
understanding  that  we  would  furnish  the  gen- 
eral section  with  two  papers  of  a general  nature. 
Well,  this  worked  out  mighty  well  I think,  be- 
cause since  then  our  section  meetings  have  grown, 
and  last  year  we  had  a very  large  attendance  in 
Gulfport,  and  I think  this  year  we  probably  might 
have  had  more  of  the  general  men  here  if  we  had 
had  our  meetings  in  the  same  building  with  the 
general  session,  or  very  close  to  the  general 
meeting.  This  is  an  ideal  place  to  have  a meet- 
ing, but  we  should  have  had  it  a little  bit  closer 
to  the  general  section.  However,  that  is  some- 
thing to  bring  up  later  on. 

I know  that  the  spirit  of  co-operation  and 
friendship  among  the  eye,  ear,  nose  and  throat 
men  has  grown  in  the  last  few  years  that  we 
have  been  having  these  special  meetings.  Speak- 
ing for  myself,  it  has  meant  a whole  lot  to  me 
to  know  the  men  all  over  the  state  who  are  doing 
special  work,  and  in  neighboring  states,  and  I 


hope  that  we  will  continue  to  have  these  special 
meetings  and  that  nothing  will  come  up  to  cause 
them  to  be  dropped  from  the  program.  Of 
course,  I think  one  thing  that  will  keep  us  asso- 
ciated with  the  general  session  will  be  the  papers 
that  we  read  before  that  body.  Now  this  year 
there  was  a little  conflict  in  the  program,  and 
whoever  is  appointed  chairman  next  year  should 
try  to  avoid  this.  Of  course  the  President  of 
the  Association  always  appoints  the  chairman, 
and  the  chairman  in  turn  gets  up  the  program. 
Well,  I got  up  the  program  with  the  two  papers 
to  be  read  before  the  general  session,  and  when 
I sent  it  in  to  Dr.  Dye,  he  said  we  could  not 
have  it  the  first  day  because  Dr.  Shands  did  not 
want  it  to  come  before  the  Surgery  Section,  so 
we  put  it  before  the  Medical,  which  really  suits 
us  better. 

This  is  probably  all  that  I think  ought  to  be 
brought  up  before  this  section,  but  I would  like 
suggestions  from  any  one  as  to  the  program  for 
next  year.  I have  tried  to  get  as  many  of  the 
new  men  on  the  program  this  year  as  possible. 
Of  course,  we  had  to  have  one  old  man,  so  we 
invited  the  oldest  man  in  the  Association — Dr. 
Howard — to  represent  the  old  men.  All  the  other 
men  on  the  program  are  newcomers  to  the  state, 
and  there  are  a few  men  who  are  doing  special 
work  who  have  not  been  on  the  program  and  I 
would  like  to  suggest  that  the  chairman  next 
year  look  over  the  list  and  get  these  new  men 
to  read  papers,  because  after  all  I think  the 
man  that  reads  a paper  really  gets  more  benefit 
from  the  paper  than  anybody  else,  because  the 
papers  that  are  read  by  men  from  the  smaller 
towns  and  who  do  not  have  hospital  facilities 
and  who  can’t  present  anything  that  is  original, 
derive  more  help  probably  than  anybody  else. 
We  want  to  develop  the  men  in  this  state  so 
they  can  present  papers.  The  Southern  Medical 
Association,  I understand,  has  more  trouble  in 
getting  somebody  from  Mississippi  to  appear  on 
the  program  than  any  other  state  in  the  South. 
They  say  that  there  are  fewer  men  in  the  state 
that  will  present  papers,  and  appear  on  the 
Southern  program  than  in  any  other  state.  I 
understand  that  they  have  a rule  that  they  invite 
one  man  from  each  state  to  appear  on  the  pro- 
gram, and  they  always  try  to  get  somebody  from 
Mississippi,  but  if  you  notice,  it  is  very  seldom 
that  a Mississippi  man  is  on  the  Southern  pro- 
gram, or  on  any  of  the  programs,  but  it  is  really 
our  own  fault.  If  we  can  get  the  men  interested, 
especially  if  they  can  start  in  writing  papers 
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for  the  Mississippi  State  Medical  Association,  it 
will  get  them  interested  and  get  them  to  read 
the  papers  and  give  them  confidence  so  when 
they  are  asked  to  appear  on  the  Southern  pro- 
grams they  will  feel  like  doing  so.  If  there  is 
anything  that  any  one  wants  to  bring  up  as  to 
the  way  in  which  we  can  run  the  section  better, 
or  any  suggestions  at  all  I will  be  glad  to  have 
them. 

Dr.  D.  C.  Montgomery  (Greenville) : Has  the 

Secretary  a complete  roster  of  the  eye,  ear,  nose 
and  throat  men  of  the  State? 

Dr.  McWilliams:  That  is  one  thing  I thought 

we  really  should  get  up.  In  getting  up  these  dis- 
cussions, I had  to  use  the  Red  Book  and  there 
are  so  many  new  men  that  I really  over-looked 
putting  some  of  them  on  the  program.  I think 
it  would  be  a good  idea  if  somebody  would  get 
up  a complete  list  of  all  the  eye,  ear,  nose  and 
throat  men. 

Dr.  Montgomery:  I would  like  to  put  that  in 

the  form  of  a motion,  that  the  Secretary  be  in- 
structed to  write  to  the  President,  or  Secretary 
of  each  County  Association  or  Group  Society, 
giving  his  name  as  Secretary,  and  ask  them  to 
ask  the  eye,  ear,  nose  and  throat  men  t.o  write 
in  so  that  we  may  get  a register  of  this  section. 
This  is  in  the  form  of  a motion. 

Dr.  E.  F.  Howard  (Vicksburg)  : Did  he  specify 

what  Secretary? 

Dr.  McWilliams:  When  we  first  organized  we 

had  a Secretary.  It  is  a good  idea  to  have  a 
permanent  secretary.  If  we  have  some  one 
different  every  year,  they  do  not  have  any  re- 
sponsibility. 

Dr.  Howard:  I have  had  it  in  the  back  of  my 

head  for  a long  time,  but  being  old  and  slow  I 
naturally  haven’t  brought  it  up.  I would  sug- 
gest that  while  we  can  not  very  well  elect  a 
chairman,  because  that  is  one  of  the  forms  of 
graft  that  the  President  of  the  Association  hangs 
on  to  very  closely  we  can  at  least  elect  a per- 
manent secretary  whose  duty  it  will  be  to  get 
up  all  information  and  assist  whoever  is  ap- 
pointed chairman.  I remember  one  year  we  went 
to  the  extent  of  electing  our  own  chairman  and 
our  own  secretary.  Then  the  President  appointed 
another  chairman,  but  fortunately  Guthrie,  Ad- 
kins and  myself  happened  to  be  good  friends,  and 
we  just  got  together  and  ran  the  thing,  and  I 


imagine  we  will  always  do  it.  I would  like  to 
ask  Dr.  Montgomery  to  amend  his  motion  to  read 
that  we  elect  a permanent  secretary. 

Dr.  McWilliams:  In  the  discussion  of  this  sug- 

gestion that  we  elect  a permanent  secretary  and 
instruct  him  to  make  the  list  and  help  each  chair- 
man that  comes  into  office,  I would  like  to  say 
that  I have  been  chairman  twice,  and  I feel  that 
the  first  time  I made  a big  mistake  by  having 
ten  papers  on  the  program.  I figured  that  four 
of  them  would  be  absent,  and  all  of  them  came 
and  I had  more  papers  than  I could  take  care 
of,  and  I had  to  run  over  into  the  afternoon, 
but  I think  it  is  a good  idea.  Is  there  any  dis- 
cussion? 

Dr.  Geo.  E.  Adkins  (Jackson)  : May  I suggest 

that  if  we  do  elect  a secretary,  which  I think 
would  be  a good  thing,  that  we  elect  him  now, 
and  ask  the  President,  whoever  he  is,  to  notify 
the  secretary  just  as  soon  as  he  appoints  a chair- 
man of  the  section,  because  frequently  we  do 
not  know  who  the  chairman  is. 

Dr.  Howard:  You  can  get  that  in  the  next 

issue  of  the  New  Orleans  Medical  Journal,  if 
you  will  read  it. 

Dr.  McWilliams:  Is  there  any  other  discus- 

sion? If  not,  all  in  favor  of  the  motion  to  elect 
a permanent  secretary  will  say  aye.  Motion  car- 
ried. Nominations  in  order. 

Dr.  Howard:  It  gives  me  great  pleasure  to 

nominate  Dr.  Montgomery  for  that  job. 

Dr.  Montgomery:  I would  like  to  nominate  a 

man  who  has  been  accustomed  to  work  in  this 
section  for  a great  many  years— Dr.  Howard — 

Dr.  Howard:  I should  have  made  the  motion 

that  the  nominations  be  closed  and  the  chair 
cast  the  vote. 

Dr.  McWilliams:  I think  that  is  in  order  and 

we  will  cast  the  vote  for  Dr.  Montgomery. 

Dr.  McWilliams:  In  the  discussion  of  the 

papers,  I want  to  extend  the  privileges  of  the 
floor  to  the  visiting  Doctors,  because  I think  we 
get  little  points  that  they  have  found  beneficial 
to  them,  and  I would  like  to  call  on  anybody 
who  would  like  to,  to  discuss  these  papers,  and 
I would  also  like  to  request  that  you  come  up  in 
front  and  give  your  name  to  the  stenographer 
in  order  that  the  discussions  may  appear  in  the 
proper  form. 


BOOK  REVIEWS 


Hypertension  and  Nephritis,  by  Arthur  M.  Fish- 
berg,  M.  D.  Philadelphia,  Lea  & Febiger. 
1930.  pp.  566. 

This  very  complete  volume  presents  detailed 
information  regarding  these  two  very  important 
subjects.  The  content  is  well  arranged,  authori- 
tively  presented  and  clearly  written. 

Beginning  with  a discussion  of  the  pathological 
physiology  of  renal  function,  the  various  renal 
function  tests  are  explained,  discussed  and  eval- 
uated. The  author  recommends  and  uses  the  simple 
concentration  test  in  preference  to  all  others. 

Urinary  findings  are  then  presented,  followed  by 
a complete  exposition  on  edema,  its  pathogenesis 
and  treatment,  and  uremia.  Arterial  hypertension 
is  dealt  with  in  all  its  phases. 

The  author’s  classification  of  Bright’s  disease  i3 
a pathologic  one,  and  while  not  as  simple  as  some 
others,  does  seem  to  be  very  inclusive.  All  the 
divisions  are  fully  explained,  with  practical  recom- 
mendations as  to  therapy. 

Lastly  follow  a four-chapter  presentation  of  the 
problems  of  essential  hypertension.  The  volume  is 
completed  with  a chapter  on  renal  and  hypertensive 
disease  in  pregnancy. 

Certainly  the  work  should  interest  every  physi- 
cian. It  is  not  only  a compilation  of  all  the 
knowledge  on  the  subject  but  a ready,  practical 
reference  book  for  the  treatment  of  those  common 
conditions  of  ever-growing  importance. 

Willard  R.  Wirth,  M.  D. 


The  New  Psychology  of  the  Unconscious,  by 
C.  W.  Valentine,  M.  A.  (Cantab.),  D.  Phil. 
(St.  Andrews).  New  York,  The  Macmillan 
Company.  1929.  pp.  162. 

A book  well  written  revealing  to  us  in  part  the 
new  psychology  of  the  unconscious.  Between  its 
covers  are  found  a blending  of  the  old  and  the  new 
interpretations  of  our  unconscious  psychological 
reactions.  As  the  author  states,  he  has  tried  to 
give  as  clear  an  exposition  as  is  possible,  in  a short 
space,  of  such  a complex  matter  as  the  new 
psychology.  This  he  has  succeeded  in  doing.  It 
is  largely  psychoanalytical  in  character  with 
psychoanalysis  treated  in  a more  comprehensive 
and  commonsense  manner  than  is  found  in  most 
books  dealing  with  this  topic.  It  is  healthy  and 
refreshing  to  read  that  while  he  rather  concedes 
sex  enters  into  the  associated  situations  he  makes 
no  attempt  to  over-supply  the  reader  with  that 
phase  of  the  topic  under  analysis.  He  rather 
cautions  against  the  recklessness  of  directly  inject- 
ing sex  into  the  treatment. 


While  a valuable  asset  to  the  library  of  students 
of  psychology  and  physicians,  this  book  in  the 
hands  of  the  neurotic,  suggestible  and  unstable 
type  of  the  herd  would  possibly  suggest  fixations 
or  project  further  any  tendency  to  a subjective 
analysis  thereby  establishing  psychopathological 
situations.  A bibliography  at  the  end  of  the  volume 
lists  the  names  of  students  of  psychology  and 
psychopathology  well  known  in  the  scientific  world. 

Walter  J.  Otis,  M.  D. 


Malaria,  by  D.  Drysdale  Anderson,  M.  R.  C.  S., 

8,  R.  C.  P„  D.  T.  M.  & H.,  D.  P.  H.  (Eng). 

Atlanta,  S.  J.  Pridgen  Co.,  1930.  Pp.  228. 

Ulus. 

This  book  presumes  to  treat  of  the  subject  from 
the  historical,  epidemiological,  etiological,  entomo- 
logical, clinical,  and  preventive  aspects.  Any 
author  who  attempts  such  a comprehensive  com- 
pendium on  a subject  like  malaria  at  the  present 
day  is  indeed  very  ambitious  and  assumes  the  posi- 
tion of  an  authority  on  all  these  phases  of  the 
question. 

A careful  perusal  of  this  handbook  fails  to  re- 
veal any  justification  for  its  publication.  The 
book  is  filled  with  technical  any  typographical 
errors  which  in  many  instances  are  so  serious 
as  to  constitute  unjustifiable  misinformation. 
Thus,  for  example,  the  discovery  of  the  life  cycle 
of  avian  malaria  by  Sir  Ronald  Ross  is  placed 
in  the  year  1908,  ten  years  after  the  actual  dis- 
covery, and  the  species  Plasmodium  vivax  is 
attributed  to  “Gram  and  Faletti”  instead  of 
“Grassi  and  Faletti.”  The  mother  sex  cells  of 
the  malaria  parasite  are  referred  to  on  certain 
pages  as  “gametes”  and  on  other  pages  as  “game- 
tocytes.”  The  footnote  which  should  appear  at 
the  bottom  of  page  8 is  found  at.  the  bottom  of 
page  12.  The  ring  stage  in  quartan  malaria 
is  stated  to  be  larger  than  the  similar  stage  in 
tertian  malaria,  whereas  the  reverse  is  the  case. 
Furthermore,  the  author  states  that  there  is  “no 
discoloration  or  change  in  the  size  of  the  erythro- 
cyte” infected  with  the  quartan  parasite,  whereas 
the  cell  is  frequently  shrunken  and  a dusky  red 
or  slate  color.  On  page  22,  in  an  enumeration 
of  the  stages  of  the  aestivo-autumnal  parasite 
(Plasmodium  falciparum),  no  mention  is  made  of 
the  fact  that  these  stages  do  not  usually  occur 
in  the  peripheral  blood,  although  on  page  31, 
seemingly  as  an  afterthought,  this  statement  is 
made.  On  page  31  one  is  given  the  impression 
that  all  of  the  sporozoites,  after  bursting  out  of 
the  sporocyst  on  the  body  cavity  side  of  the 
mosquito’s  stomach,  migrate  by  some  tactic  re- 
sponse towards  the  salivary  glands,  whereas  it  is 
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the  commonly  accepted  view  that  only  those  which 
reach  these  glands  by  a trial  and  error  process  are 
successful  in  completing  their  life  cycle.  On  page 
36,  figure  13,  the  labrum-epipharynx  is  labeled 
“maxillae.”  Provincialisms  of  speech  such  as 
“divides  up”  (page  21),  “it  suffers  to  some  degree 
in  the  carrying  out”  (page  63),  and  “averages 
out”  (page  66),  might  be  enumerated  indefinitely. 

The  monograph  is  printed  on  good  paper  and 
the  typography  is  fairly  pleasing  to  the  eye.  Wide 
margins  and  a series  of  blank  pages  in  the  back 
(pages  145-228)  are  provided  for  marginal  notes 
by  the  physician  and  for  additional  information 
which  may  develop  from  time  to  time.  A bibliog- 
raphy which  is  altogether  too  short  and  unbal- 
anced is  provided.  The  illustrations  are  more  or 
less  diagrammatic  and  in  most  instances  are  fairly 
accurate.  On  the  whole  the  reviewer  sees  no 
reason  why  this  book  should  be  placed  in  the 
library  of  any  physician. 

Ernest  Carroll  Faust,  Ph.  D. 


Disease  and  the  Man,  by  George  Draper,  M.  D., 
New  York,  The  Macmillan  Co.,  1930.  PI.  pp. 
270. 

This  is  an  extended  study  of  the  work  of  the 
author  embodied  in  his  book  on  the  Human  Con- 
stitution and  is  the  result  of  the  great  activity 
of  the  Constitution  Clinic  at  the  Presbyterian 
Hospital  in  New  York.  The  work  is  most  illumi- 
nating and  interesting  and  presents  an  aspect 
of  disease  and  its  relation  to  man  that  is  novel 
but  apparently  sound  to  the  general  physician. 
It  is  worthy  of  attention  by  all  interested  in  this 
vital  subject  and  will  more  than  repay  the  time 
spent  in  its  perusal. 

I.  L.  Robbins,  M.  D. 


The  Bacteriophage  and  its  Clinical  Applications, 
by  F.  d’Herelle.  Springfield,  111.,  Charles  C. 
Thomas,  1930.  Pp.  254. 

The  Bacteriophage,  from  a survey  of  the  litera- 
ture, is  to  be  accorded  a definite  and  probably 
important  place  in  bacteriology,  goes  without 
saying.  The  author  is  a pioneer  and  in  all  likeli- 
hood the  original  discovery  and  investigator  of  the 
phenomenon.  Those  who  read  the  book  will  have 
the  last  word  on  a subject  that  the  author  pro- 
phesies will  revolutionize  the  study  of  bacteriol- 
ogy. The  internist  can  only  say  that  from  the 
aspect  of  therapy,  both  accomplished  and  for 
the  bright  promise  for  the  future,  the  subject  is 
one  to  intrigue  the  hope  and  imagination  as  a 
great  boon  to  therapy.  Regardless  of  the  atti- 
tude pro  and  con,  the  book  which  is  a resume  of 
the  whole  subject  to  date  should  be  read. 

I.  L.  Robbins,  M.  D. 


Gonorrhea  and  Kindred  Affections,  by  Geo.  R. 
Livermore,  M.  D.,  and  Edw.  A.  Schumann, 
M.  D.,  New  York,  D.  Appleton  & Co.,  1929. 
Pp.  257,  Illus. 

This  very  concise  yet  complete  treatise  on  the 
gonococcus  and  its  pathology  in  both  female  and 
male  is  a valuable  volume  in  any  medical  library. 

Discussions  of  anatomy  of  the  lower  urinary 
tract  is  very  complete,  well  illustrated  with  cuts 
of  the  well-known  complications  of  Neisser’s 
cocci,  with  complete  suggestions  as  to  the  author’s 
treatment  of  each  condition. 

The  authors  have  discussed  fully  urethral  in- 
fections with  treatment  of  early  and  late  stages; 
proof  of  cure,  all  complications  such  as  balanitis, 
the  phimoses,  periurethral  abscess,  prostatitis, 
seminal  vesciculitis,  epididymitis,  and  stricture 
of  the  urethra  as  to  type,  character,  and  treat- 
ment, both  surgical  and  non  surgical. 

Metastatic  gonorrhea  is  briefly  mentioned. 

About  two  hundred  pages  are  devoted  to  gonor- 
rhea in  the  female  with  careful  consideration  of 
various  sites  of  pathology  in  women.  Acute  ure- 
thritis, vulvitis,  bartholinitis,  condylomota  acumi- 
nata, cervicitis,  both  acute  and  chronic,  and  sal- 
pingitis. 

The  section  on  gonorrhea  in  pregnancy  is  espe- 
cially complete  with  methods  of  proceedure  in 
each  stage  of  pregnancy  and  puerperium. 

The  infectious  granulomata  is  described  care- 
fully and  further  exemplified  with  sixteen  photo- 
graphic illustrations. 

The  authors  have  prepared  a volume  avoiding 
bulk  and  excess  reading  material,  however,  noth- 
ing of  value  on  the  subject  of  gonorrhea  has  been 
omitted.  It  may  be  considered  a practical,  con- 
servative, yet  complete  book  on  gonorrhea  in 
both  sexes. 

R.  M.  Willoughby,  M.  D. 

The  Neuroses,  by  Israel  S.  Wechsler,  M.  D.  Phila- 
delphia, W.  B.  Saunders  Company,  1929.  Pp. 
330. 

A serious  publication  of  330  pages,  well  writ- 
ten and  easily  readible. 

The  author  is  somewhat  individualistic  in  his 
interpretations  which  are  definitely  psychoanaly- 
tic in  content.  A well  arranged  introduction  to 
the  history  is  given  following  in  sequence  the 
mental  mechanism,  etiology  of  the  neuroses,  class- 
ification of  the  same  with  clinical  manifestations 
of  them.  Then  follows  a diagnosis,  course  in 
prognosis  with  a chapter  dealing  with  the  treat- 
ment of  the  neuroses,  each  bespeaking  the  thor- 
oughness of  the  author. 
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The  appendix,  a most  necessary  part  of  a pub- 
lication of  this  sort,  deals  with  the  approach  of 
the  patient  and  gives  in  detail  an  anamnesis  which- 
is  in  itself  necessary  to  obtain  a complete  and  in- 
telligent history  from  a neuropsychiatric  case. 
This  form  of  obtaining  history  may  well  be  read 
by  practitioners  in  general  inasmuch  as  so  few 
realize  the  necessity  of  considering  the  psychic 
as  well  as  the  physical  of  the  individual  when 
summing  up  their  conclusions  and  handling  a 
case. 

This  volume  can  be  used  as  a companion  to 
Dr.  Wechsler’s  text  book  of  clinical  neurology. 
A copy  should  be  in  the  libraries  of  every  medi- 
cal school  and  medical  society.  General  Hospitals 
would  do  well  to  add  this  to  their  files  and  need- 
less to  say,  the  Neuro-Psychiatrists  should  like- 
wise have  a volume  to  add  to  their  owto  personal 
library. 

Walter  J.  Otis,  M.  D. 


Venereal  Diseases,  Their  Prevention,  Symptoms 
and  Treatment,  by  Hugh  Wansey  Bayly,  M. 
C.  4th  Amer.  ed.  Philadelphia,  F.  A.  Davis 
Co.,  1930.  PI.  Illus.  Pp.  242. 

The  subject  could  not  be  covered  more  thor- 
oughly with  the  amount  of  space  consumed. 

Monroe  Wolf,  M.  D. 


Physical  Therapeutic  Technic,  by  Frank  Butler 
Granger,  A.  B.,  M.  D.;  with  a foreward  by 
William  D.  McFee,  M.  D.  Philadelphia,  W.  B. 
Saunders  Co,.  1929.  Illus.  Pp.  417. 

This  book  is  very  well  written  and  should  be 
of  value  to  anyone  making  use  of,  or  who  is  any- 
way interested  in  this  subject. 

The  author  touches  lightly  upon  electrophysics, 
and  physiological  effects.  The  detailed  and  clear 
way  in  which  he  describes  the  various  means  of 
physical  therapy,  their  use  and  effects  upon  the 
patient  is  very  commendable.  In  the  last  por- 
tion of  the  book,  the  various  diseases  in  which 
these  agents  are  of  use  are  described  with  a 
good  outline  of  therapy. 

The  impressive  thing  in  the  book  is  that  many 
physical  agents  must  be  used  on  the  same  patient, 
and  in  proper  sequence. 

The  book  is  very  instructive  and  should  be  of 
great  service. 

Lucien  A.  Fortier,  M.  D. 


Symptoms  of  Visceral  Disease,  a study  of  the 
Vegetative  Nervous  System  in  Its  Relation- 
ship to  Clinical  Medicine,  by  Francis  Marion 
Pottenger,  A.  M.,  M.  D.,  LL.  D.,  F.  A.  C.  P. 
4th  ed.  St.  Louis,  C.  V.  Mosby  Company, 
1930.  Pp.  426. 

A new  edition  of  an  interesting  and  stimulat- 
ing book.  The  aim  as  set  forth  in  the  preface 
of  the  fourth  edition,  is  to  discuss  the  newer 
physiologic  principles  involved  in  the  study  of 
visceral  nuerology  and  to  correlate  them  in  such 
a manner  as  to  make  them  readily  applicable  to 
clinical  problems.  A new  chapter  on  pharmacolo- 
gic and  clinical  tests  for  sympathiocotonia  and 
parasympathicotonia  has  been  added. 

I.  I.  Lemann,  M.  D. 
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Yol.  3 

THE  DOCTOR  IN  COURT.* 
WILLIAM  A.  PORTEOUS,  Jr. 

New  Orleans. 

I want  to  assure  you  I appreciate  the 
compliment  of  being  asked  to  speak  to  you 
tonight,  and  I feel  that  through  the 
exchange  of  ideas  the  medical  and  legal 
profession  can  accomplish  much.  There  is 
no  doubt  but  what  the  profession  of  medi- 
cine and  the  profession  of  law  are  the  two 
outstanding  professions.  These  two  pro- 
fessions can  be  responsible  for  more  good 
than  any  combined  professions  on  the  face 
of  the  universe.  And  in  spite  of  the  fact 
that  these  are  the  two  leading  professions 
on  the  face  of  the  earth,  seldom,  if  ever,  do 
they  meet  in  joint  session  for  the  purpose  of 
exchange  of  ideas,  and  through  the 
exchange  of  ideas,  benefit  the  community 
and  mankind  as  well. 

It  was  my  good  fortune  last  November 
to  attend  a joint  meeting  of  the  Los  Angeles 
Medical  Society  and  the  Los  Angeles  Bar 
Association.  Three  of  the  most  outstand- 
ing medical  men  of  Los  Angeles  spoke,  and 
three  of  the  outstanding  lawyers.  The  meet- 
ing was  largely  attended,  over  one  thousand 
in  attendance,  and  the  result  was  that  those 
who  were  there  had  a more  common  under- 
standing of  the  rights,  obligations  and 
duties  of  the  other,  and  the  result  was  that 
a closer  harmony  was  bound  to  result  and 
better  cooperation  and  a better  understand- 
ing follow. 

* Annual  Oration  delivered  before  the  Orleans 
Parish  Medical  Society,  January  13,  1930. 


No.  2 

I feel  that  the  New  Orleans  Bar  Associ- 
ation and  the  Orleans  Parish  Medical 
Society  should  follow  step.  I feel  that  at 
least  once  a year  these  two  outstanding 
associations  should  meet  in  joint  session 
for  the  purpose  of  exchanging  ideas  and 
receiving  suggestions  and  benefitting 
through  a closer  understanding  and  more 
unified  cooperation. 

On  my  return  from  Los  Angeles  I wrote 
the  President  of  the  Orleans  Bar  Associ- 
ation and  suggested  such  a meeting  be 
arranged.  At  the  present  time  no  such  meet- 
ing has  been  arranged,  and  I am  certainly 
going  to  do  my  best  to  get  the  present 
administration  of  the  New  Orleans  Bar 
Association  and  the  Orleans  Parish  Medi- 
cal Society  together. 

The  talk  which  has  been  assigned  to  me 
is  “The  Doctor  in  Court.”  The  subject  is, 
of  course,  large.  The  doctor  goes  into  Court 
for  many  reasons.  Ordinarily,  you  might 
just  think  the  doctor  goes  to  Court  to 
testify  about  a certain  case  in  which  he  has 
been  called  to  attend  a patient,  but  in  truth 
and  in  fact  he  goes  to  Court  on  more  occa- 
sions thah  most  of  us  think.  It  is  true  that 
he  more  often  goes  into  Court  to  testify 
about  the  treatment  administered  to  a 
patient  or  the  extent  of  disability  when  he 
is  given  a certain  definite  state  of  facts  and 
is  permitted  to  testify  as  an  expert.  But 
there  are  many  reasons  why  a doctor  goes 
to  Court,  among  them  being  his  right  to 
practice  under  the  Medical  Practice  Act,  or 
he  may  come  into  Court  to  have  his  foreign 
diploma  recognized  or  he  may  be  sued  for 
malpractice,  or  he  may  come  into  Court  for 
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the  purpose  of  collecting  his  fees.  Then, 
again,  he  may  be  called  into  Court  and  tes- 
tify as  a witness  with  reference  to  certain 
facts  which  have  come  into  his  knowledge 
as  a result  of  his  professional  skill  and  cer- 
tain statements  which  may  have  been  made 
to  him  by  a patient;  these  statements  are 
privileged  communications,  and,  as  such, 
are  inadmissible  in  evidence.  However, 
there  is  a fine  distinction  frequently  to  be 
drawn  between  facts  which  are  admissible 
in  evidence  and  those  facts  which  are  not 
admissible  in  evidence  under  privileged 
communications.  Each  of  these  branches 
might  constitute  an  entire  subject. 

Medical  testimony  was  first  recognized 
by  Charles  V.  of  Germany,  and  incorpor- 
ated in  the  Caroline  Code  framed  at  Ratis- 
bon  in  1532,  wherein  it  was  ordained  that 
the  opinion  of  medical  men,  at  first  sur- 
geons only,  should  be  received  in  cases  of 
death  by  violent  or  unnatural  means,  when 
suspicion  existed  of  a criminal  agency.  The 
publication  of  this  code  encouraged  the 
members  of  the  medical  profession  to  re- 
newed activity,  tending  greatly  to  advance 
their  sciences  and  the  cause  of  justice  gen- 
erally. Many  books  soon  appeared  on  the 
subject  of  medical  jurisprudence,  and  the 
importance  of  medical  evidence  was  more 
fully  understood.  (Corpus  juris.) 

Suffice  it  to  say  that  medical  testimony 
was  the  first  form  of  expert  testimony 
which  was  recognized  in  Courts  of  law,  and 
there  has  been  a gradual  development  and 
a gradual  improvement  in  the  taking  of 
medical  testimony  until  at  the  present  time 
we  have  very  definite  forms  and  standards 
for  the  taking  of  this  kind  of  testimony. 

In  this  day  and  generation  of  experts 
wherein  an  expert  is  called  in  for  almost 
every  conceivable  kind  of  controversy,  be  it 
of  a medical  nature,  or  be  it  of  a business 
nature,  or  a matter  requiring  engineering 
skill,  we  call  on  the  expert.  Today  business 
depends  for  its  success  on  the  opinions  of 
experts,  and,  therefore,  we  have  a gradual 
development  of  all  kind  and  character  of 
expert  testimony,  the  first  of  which  was 


expert  medical  testimony.  This  is  a busi- 
ness era  of  big  prosperity,  of  big  business 
being  done  in  a big  way,  and,  therefore,  the 
opinion  and  judgment  of  the  expert  is  more 
important  today  than  ever  before. 

Expert  opinion  and  advice  is  sought  in 
connection  with  all  matters  of  any  im- 
portance, but  the  only  unfortunate  feature 
of  it  all  is  that  while  we  might  accept  the 
opinion  of  the  expert  in  our  business  or 
professional  affairs,  we  might  accept  the 
opinion  of  the  expert  engineer  in  an  attempt 
to  build  a bridge  across  the  Mississippi 
River  involving  millions  of  dollars,  we 
might  accept  the  expert  opinion  of  the 
doctor  who  is  called  to  the  bedside  of  our 
loved  one,  or  the  expert  opinion  of  the 
doctor  with  reference  to  the  necessity  of  a 
surgical  operation,  we  base  everything  we 
have  on  the  opinion  of  experts,  risking,  of 
course,  our  lives  and  fortunes;  but  how 
different  a picture  is  portrayed  when  the 
busy  business  man  appears  as  a juror.  In 
his  home  he  unqualifiedly  accepts  the  expert 
opinion  of  the  doctor  in  whom  he  has  confi- 
dence as  final  and  conclusive,  and  on  this 
opinion  stakes  his  life.  Tomorrow  he  is  in 
Court  as  a juror,  and  he  is  then  no  longer 
the  Dr.  Jekell  but  becomes  a Mr.  Hyde.  He 
looks  with  suspicion  on  medical  testimony. 
He  looks  with  suspicion  on  the  testimony  of 
all  experts  of  every  nature  and  kind,  and  he 
doubts  the  sincerity  of  the  expert,  believing 
that  because  the  expert  has  been  paid  a fee 
for  his  expert  opinion,  that  the  testimony 
should  be  received  with  great  caution,  and 
the  opinion  is  considered  lightly. 

Why  the  difference?  In  the  home  he  is 
willing  to  accept  the  opinion  of  the  expert 
as  final,  and  in  the  Courtroom  he  looks  on 
the  expert  with  suspicion.  Is  the  expert 
any  the  less  expert  because  he  has  to  go  to 
Court?  Is  the  juror  any  the  less  competent 
or  qualified  to  accept  the  opinion  of  the 
doctor  merely  because  he  is  seated  in  the 
jury  box? 

I am  not  one  of  those  who  subscribes  to  the 
theory  that  expert  testimony  deserves  the 
suspicion  which  is  so  frequently  attached 
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to  it.  We  must  remember  that  the  opin- 
ion of  the  expert  is  based  in  part  upon  the 
experience  of  others  and  upon  the  assump- 
tion of  the  truth  of  matters  sometimes  not 
within  his  personal  knowledge.  We  can 
sometimes  understand  that  the  lay  mind 
might  discredit  medical  testimony;  they 
might  believe  that  the  experts  are  hired 
mercenaries ; but  the  fact  that  expert  testi- 
mony is  commonly  scoffed  at  by  counsel, 
belittled  by  Judges,  and  ignored  by  jury- 
men is  indeed  regrettable. 

More  than  a half  century  ago,  Lord 
Chancellor  Campbell,  in  the  celebrated 
Tracy  Peerage  case,  said  of  the  sworn 
declarations  of  experts : “Hardly  any 

weight  should  be  given  to  their  testimony.” 
Mr.  Justice  Curtiss,  in  Wilkinson  vs. 
Greeley,  said  that  “I  believe  that  the  ex- 
perience of  all  concerned  in  the  adminis- 
tration of  justice  tends  to  the  conclusion 
that  this  species  of  evidence  is  less  satis- 
factory than  any  other;  and  it  is  common 
remark  that  when  there  is  any  room  for  a 
difference  of  opinion,  experts  in  about  equal 
number  will  generally  be  found  testifying 
on  either  side.”  Mr.  Justice  Miller,  in  Mid- 
dling Purifier  Company  vs.  Christian  was 
even  more  unsparing  in  his  arraignment  of 
the  basic  honesty  of  “opinion  testimony.” 
Said  he:  “My  own  experience,  both  in  the 
local  courts  and  in  the  Supreme  Court  of 
the  United  States,  is  that  whenever  the 
matter  in  contest  involves  an  immense  sum 
in  value,  and  when  the  question  turns 
mainly  upon  the  opinions  of  experts,  there 
is  no  difficulty  in  introducing  any  amount 
of  them  on  either  side.”  Judge  Earle,  in 
the  ripe  wisdom  of  his  Court  of  Appeals 
career,  professed  hesitancy  in  giving  full 
assent  to  Lord  Chancellor  Campbell’s 
sweeping  characterization,  but  added  “It 
is  generally  safer  to  take  the  judgments 
of  unskilled  jurors  than  the  opinions  of 
hired  and  generally  biased  experts.” 

A judicial  view  so  radically  in  conflict 
with  the  common  practice  of  men  of  busi- 
ness and  men  of  science  everywhere  except 
in  Court  naturally  leads  to  pointed  queries 


as  to  what  is  wrong.  Is  the  business  world 
topsy-turvy  in  seeking  and  relying  on  ex- 
pert judgment,  and  our  legal  system  alone 
wise  in  discrediting  and  rejecting  it?  Or 
is  something  wrong  as  to  what  is  received 
in  Court  as  “expert  testimony,”  and  as  to 
who  are  permitted  to  testify  as  “experts” 
and  as  to  the  basis  on  which  such  testimony 
is  received?  If  questions  arise  in  daily  life 
as  to  the  nature  or  extent  of  injuries,  their 
probabld  duration,  the  extent  of  their  dis- 
abling consequences,  the  possibility  or 
methods  of  cure,  or  any  question  of  the 
adequacy  of  certain  known  events  as  pro- 
ducing cause  of  physical  ailments,  no  one 
would  think  it  “safer  to  take  the  judgments 
of  unskilled  jurors  than  the  opinions”  of 
men  of  standing  in  the  medical  profession, 
employed  for  the  purpose  of  advice.  “Send 
for  the  doctor ; get  one  or  get  more ; if 
several,  let  them  talk  it  over  together  and 
thresh  it  out  and  give  us  their  best  judg- 
ment through  report  on  it  together,  if  they 
can,”  would  be  the  unhesitant  action  of 
judge  and  jurors  alike,  in  their  capacities  as 
husbands  or  fathers.  But  in  Court — how 
different!  What  is  the  matter  with  our 
medical  testimony?  What  can  be  done  to 
give  it  something  of  the  influence  and 
authority  in  Court  that  it  is  unhesitatingly 
awarded  else? 

In  my  humble  opinion,  the  question  of 
medical  testimony  frequently  resolves  itself 
into  a battle  of  wits,  and  I believe  that  a 
proper  solution  of  the  situation  would  be 
had  if  the  Legislature  passed  an  Act  which 
made  it  compulsory  on  the  Court  in  all  cases 
in  which  a medical  issue  was  involved  to 
appoint  a doctor  or  a medical  commission, 
the  number  depending  upon  the  discretion 
of  the  Court,  to  bring  in  a medical  report 
which  would  be  prima  facie  proof  of  the 
medical  issue  to  be  determined.  Through 
this  medium  we  would  have  experts  ap- 
pointed by  the  Court,  their  fees  taxed  as 
Court  costs,  the  unsuccessful  litigant  would 
have  to  pay  the  fees,  and  in  this  manner  we 
would  certainly  get  unbiased  testimony.. 

I am  not  willing  to  subscribe  to  the 
theory  that  the  litigants  should  be  deprived 
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of  medical  testimony  in  addition  to  that  of 
the  medical  report  submitted  to  the  Court 
by  the  experts  or  expert  appointed  by  the 
Court.  I believe  that  the  report  of  the 
experts  furnished  by  the  Court  should  be 
prima  facie  proof  of  the  issue  to  be  decided 
and  the  report  should  only  be  overruled  in 
the  case  of  it  being  manifestly  erroneous, 
as  will  be  indicated  by  a sufficient  amount 
in  both  kind  and  quality  of  medical  testi- 
mony to  the  contrary.  I believe  that,  as  a 
matter  of  practice,  the  only  testimony  that 
would  be  offered  would  be  the  medical  re- 
port of  the  expert  or  experts  appointed  by 
the  Court.  I believe  that  these  doctors 
should  submit  their  findings  to  the  Court 
and  not  be  subjected  to  an  examination  in 
Court.  Why  should  they  be  examined  and 
cross-examined  when  the  Judge  has  sub- 
mitted to  them  a medical  issue  and  they 
are  competent  to  submit  that  report  to  the 
Court,  or  if  the  theory  of  a medical  com- 
mission whose  findings  would  be  prima 
facie  proof  is  not  deemed  desirable  or  prac- 
ticable, I believe  in  the  alternative  medical 
testimony  should  be  taken  out  of  Court. 

Doctors  are  Ambassadors  of  Mercy ; they 
do  more  charity  work  than  any  set  of 
individuals  in  the  world,  and  time  is  all 
important,  and  to  take  up  the  time  of  a 
doctor  in  Court  which  is  usually  the  best 
part  of  his  day,  is  not  only  ridiculous  and 
absurd,  but  is  a rank  injustice  to  him,  to 
the  medical  profession  and  to  his  patients 
as  well  as  his  own  patience. 

It  is  not  all  testimony  which  is  taken  in 
Court.  Commissioners  are  appointed  for 
the  purpose  of  taking  testimony.  In  all 
admiralty  suits  the  witnesses  do  not  appear 
before  the  Judge.  The  testimony  is  all 
taken  out  of  Court.  Why  ? Because  it  is 
practically  impossible  to  get  these  Ambas- 
sadors of  Commerce,  known  as  sailors,  all 
together  at  one  time  for  the  purpose  of 
taking  their  testimony.  At  the  time  a case 
is  fixed  for  trial  the  sailor  witnesses  might 
be  in  all  parts  of  the  world,  therefore,  their 
testimony  is  taken,  the  case  is  argued,  and 
the  Judge  is  charged  with  the  obligation  of 
reading  the  testimony. 


Now,  if  the  convenience  of  sailors  who 
are  Ambassadors  of  Commerce,  is  suited, 
and  if  necessity,  in  addition  thereto,  re- 
quires that  their  testimony  be  taken  out  of 
Court,  why  should  not  medical  testimony  be 
taken  out  of  Court,  be  taken  in  the  doctor’s 
office  after  office  hours  and  read  to  the 
Court?  This  would  certainly  save  time,  and 
as  a result  not  many  doctors  would  object 
to  testifying.  Under  the  present  conditions, 
it  is  frequently  difficult  to  get  doctors  to 
come  to  Court.  They  realize  that  their  time 
is  valuable,  and  that  they  may  be  subjected 
to  examination  which  they  do  not  like,  they 
may  be  ridiculed,  may  be  embarrassed,  and 
not  many  doctors  care  for  the  painful  ex- 
perience on  the  witness  stand. 

As  I said  before,  I believe  the  Court 
should  appoint  an  expert  commission  to 
decide  all  medical  matters  in  connection 
with  law-suits,  or,  in  the  alternative,  medi- 
cal testimony  should  be  taken  out  of  Court, 
and  through  this  medium,  I believe  we 
would  get  better  medical  testimony,  and  an 
analysis  of  the  medical  testimony  would  be 
much  better  than  under  present  conditions, 
as  the  testimony  would  be  in  writing  prior 
to  the  trial  of  the  case,  and  a proper  analy- 
sis presented  to  the  Court. 

I could  go  on  and  describe  the  various 
kinds  of  doctors  we  meet  in  Court.  There 
are  all  types  and  kinds  of  doctors  just  like 
there  are  all  types  and  kinds  of  individuals, 
but  I do  not  believe  it  would  serve  a use- 
ful purpose  to  comment  on  the  various  kinds 
of  doctors  one  might  expect  in  Court. 

I said  at  the  outset  that  the  doctor  comes 
to  Court  for  more  purposes  than  just  to 
testify  with  reference  to  the  treatment 
administered  a patient,  or  the  extent  of 
disability  in  a case. 

MEDICAL  PRACTICE  ACT. 

He  may  come  into  Court  to  contest  his 
right  to  practice  under  the  Medical  Prac- 
tice Act,  and  it  might  be  interesting  to  you 
ladies  and  gentlemen  to  know  that  a lower 
Court  Jqdge  in  1916  held  that  the  Medical 
Practice  was  unconstitutional  because  it 
violated  that  provision  of  the  Constitution 
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which  prohibits  the  granting  to  any  cor- 
poration, association  or  individual  of  any 
special  or  exclusive  right,  privilege  or 
immunity.  The  Court  was  of  the  opinion 
that  under  the  equal  protection  clause  of 
the  Constitution  there  was  a discrimination, 
and  therefore,  the  Act  was  unconstitutional, 
but  as  I said  before,  the  Supreme  Court 
came  to  the  rescue  and  held  that  the  Act 
was  perfectly  valid,  that  there  was  no  dis- 
crimination, and  that  everyone  had  the 
privilege  of  practicing  medicine  upon  fulfill- 
ing certain  requirements.  No  one  has  the 
right  to  practice  medicine  but  some  have 
the  privilege  of  practicing.  There  is  a vast 
difference  between  a privilege  and  a right. 
The  legislature  has  granted  you  the 
privilege. 

MALPRACTICE. 

Sometimes  doctors  are  sued  for  malprac- 
tice. However,  I want  to  say  that  it  is  rare 
and  infrequent  that  doctors  are  sued  for 
malpractice  and  this,  of  course,  is  a very 
fine  compliment  to  the  medical  profession. 
However,  in  my  practice,  which  is  princi- 
pally the  defense  of  Insurance  Companies, 
I have  been  called  on  to  defend  two  doctors 
wherein  one  of  our  Companies  carried  the 
Physicians  and  Surgeons’  Public  Liability 
Insurance  Policy,  I believe  in  the  amount 
of  $10,000.  I am  not  selling  insurance  but 
advise  all  of  you  to  buy  a Physicians  and 
Surgeons  Public  Liability  Insurance  Policy 
in  some  good  Company. 

In  the  first  case,  it  was  contended  that 
the  doctor  performing  the  operation  used 
certain  gauze,  wadding  or  padding,  what- 
ever you  wish  to  call  it,  and  negligently 
sewed  up  the  patient  with  one  of  these 
pieces  of  gauze,  padding  or  wadding  left  in 
the  patient.  Gangrene  set  in  and  other 
complications.  The  error  of  the  doctor,  if 
it  be  an  error  of  the  doctor,  was  found  at 
the  time  of  her  second  operation.  The  de- 
fense I was  prepared  to  make  on  behalf  of 
the  doctor  was  that  the  nurse  who  was  an 
employee  of  the  hospital  was  directly  in 
charge  of  these  paddings,  and  that  it  was 
her  duty  to  count  each  in  turn  which  was 


placed  in  the  patient,  and  to  see  that  that 
number  were  withdrawn  from  the  patient. 
Suffice  it  to  say,  the  doctor  was  a very  prom- 
inent gentleman  in  this  community,  and 
while  I was  perfectly  willing  to  try  the  case 
and  felt  that  I could  conclusively  show  that 
the  liability  was  that  of  the  hospital,  the 
surgeon  was  anxious  to  compromise  the  case 
rather  than  expose  himself  to  a lawsuit, 
and,  of  course,  I cannot  blame  him  for  that, 
and  the  matter  was  settled  out  of  Court. 

The  second  suit  was  wherein  a very 
prominent  surgeon  of  this  city  was  charged 
with  wrongfully  cutting  off  the  thumb  of  a 
patient.  This  very  prominent,  able,  skill- 
ful, courageous  and  thoroughly  honest  sur- 
geon had  done  nothing  wrong.  The  thumb 
should  have  been  cut  off,  and  was  cut  off 
with  the  knowledge  and  consent  of  the 
patient,  and  unlike  the  other  case  I had,  he 
wanted  his  day  in  Court  in  order  that  he 
could  be  vindicated,  and  it  was  indeed  a 
genuine  pleasure  to  try  his  case  for  him, 
and  I succeeded  in  winning  his  case; 
and  I might  add  that  he  won  it  himself, 
inasmuch  as  he  was  such  a good  witness. 

A physician,  while  operating  on  a patient, 
left  a sponge  in  the  abdomen,  causing  pain 
and  suffering,  until  discovered  and  removed 
by  another  physician.  The  fact  that  this 
sponge  was  left  in  the  abdomen  did  not  con- 
stitute negligence  per  se.  The  evidence 
showed  physicians  and  nurses  used  due  and 
proper  care  and  diligence  during  the  opera- 
tion and  after,  thus  precluding  recovery 
for  damages  against  them.  Roark  v.  Dr. 
Peters,  2 La.  App.  448,  162  La.  111. 

“In  the  present  instance,  both  Courts 
have  seen  fit  to  ignore  the  well-recognized 
and  admitted  proposition  that  malpractice 
cases  fall  into  two  entirely  separate  and 
distinct  classes.  The  first  class  of  malprac- 
tice cases  are  those  involving  an  alleged 
error  of  judgment  or  of  diagnosis  on  the 
part  of  the  defendant.  The  principle  enun- 
ciated by  the  Court  of  Appeal  and  the  de- 
cisions cited  by  it  apply  only  to  that  class. 

“The  second  class  of  malpractice  cases 
consists  of  those  where  surgeons  or’ 
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physicians  are  charged  with  an  admitted, 
affirmative  act  of  negligence,  such  as  leav- 
ing a sponge,  instrument,  or  other  foreign 
substance  in  the  body,  pulling  the  wrong 
tooth,  cutting  off  the  wrong  leg,  or  remov- 
ing the  wrong  organ.  In  instances  such  as 
these,  expert  testimony  is  not  necessary  for 
a Court  to  determine  whether  or  not  de- 
fendant was  negligent.  The  fact  that  he 
did  leave  a sponge  or  an  instrument  in  the 
body,  that  he  did  remove  the  wrong  organ, 
or  that  he  did  amputate  the  left  leg,  when 
the  right  leg  was  the  one  affected,  is,  in  it- 
self, and  without  any  explanatory  expert 
testimony,  sufficient  to  convince  any  rea- 
sonable man  or  any  Court  that  the  defend- 
ant was  guilty  of  negligence.” 

(1,  2)  Counsel  contends  that  this  case 
falls  within  the  second  class  of  malpractice 
cases,  but  he  overlooks  the  fact  that  it  is  a 
rule  of  universal  application  that,  regard- 
less of  the  allegations  of  the  petition: 

“A  physician  or  surgeon  undertaking  the 
treatment  of  a patient  is  not  required  to 
exercise  the  highest  degree  of  skill  possible. 
He  is  only  required  to  possess  and  exercise 
that  degree  of  skill  and  learning  ordinarily 
possessed  and  exercised  by  the  members  of 
his  profession  in  good  standing,  practicing 
in  similar  localities,  and  it  his  duty  to  use 
reasonable  care  and  diligence  in  the  exer- 
cise of  his  skill  and  the  application  of  his 
learning  and  to  act  according  to  his  best 
judgment.”  30  Cyc.,  p.  1570. 

In  the  case  of  Cassingham  vs.  Berry, 
67  Okl.  134,  150,  p.  139  et  seq.,  the  Court 
was  requested  to  charge  that : 

“Common  sense  dictates  that  leaving  the 
sponges  in  the  abdominal  cavity  is  abso- 
lutely and  totally  inconsistent  with  the 
exercise  of  ordinary  care.” 

The  Supreme  Court  of  Oklahoma  cor- 
rectly comments  upon  this  requested  charge 
as  follows : 

“The  doctrine  advanced,  in  this  position 
of  the  plaintiff,  is  too  exacting  for  human 
affairs.  It  is  tantamont  to  saying  that,  if 
ordinary  care  had  been  used,  no  mistake 


could  have  occurred.  It  assumes  that  the 
exercise  of  ordinary  care  would  have  ren- 
dered a human  being  infallible.  And  it  is 
a matter  of  common  knowledge,  based  upon 
every  day  experience,  that,  even  in  the  exer- 
cise of  the  utmost  care,  all  men  do  make 
mistakes.  And  it  was  not  error,  under  the 
pleadings  and  evidence  in  this  case,  for  the 
court  to  instruct  the  jury  that,  though  they 
believed  the  defendant  left  the  sponges  in 
the  body  of  the  deceased  and  her  death  was 
the  natural  and  proximate  result  thereof, 
yet  if  they  also  believed  from  the  evidence 
that  the  defendant,  in  performing  this  oper- 
ation, exercised  ordinary  care  in  keeping 
track  of  the  sponges  and  seeing  to  it  that 
they  were  all  removed  before  the  incision 
was  closed,  he  could  not  be  held  liable  for 
negligence.  The  basis  and  gist  of  this 
action  was  not  the  result  of  the  operation, 
but  negligence  in  the  performance  of  it.  If 
there  was  not  negligence  in  the  perform- 
ance of  the  operation,  then  there  could  be 
no  cause  of  action  and  there  could  be  no  re- 
covery if  there  was  negligence  in  the  per- 
formance of  the  operation,  then  a recovery 
could  be  had.  Whether  or  not  the  defendant 
exercised  that  degree  of  care  in  performing 
the  operation  that  the  law  imposed  upon 
was  the  paramount  question  and  the  test  of 
the  rights  of  the  parties.” 

This  decision  fits  this  case  like  a glove 
and  the  great  weight  of  authority  supports 
it.  A number  of  decisions  are  cited  by  both 
counsel,  but,  inasmuch  as  the  testimony 
conclusively  shows  that  every  reasonable 
precaution  was  taken  to  account  for  all 
sponges  used  in  the  operation  before  the 
wound  was  closed,  that  the  operation  was 
so  properly  and  skillfully  performed  that 
the  life  of  both  mother  and  child  was  saved, 
and  that  there  is  no  charge  in  the  petition 
of  any  want  of  skill  in  the  performance  of 
the  operation,  we  do  not  consider  it  neces- 
sary to  review  them. 

In  Louisiana  I notice  three  cases  of  rec- 
ord, that  is,  cases  which  have  been  decided 
by  the  Supreme  Court  wherein  the  Court 
condemned  physicians  or  surgeons  for  mal- 
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practice.  One  is  a case  wherein  in  1917  a 
judgment  of  $2,008.00  was  granted  to  a 
patient  against  a doctor  for  an  unnecessary- 
operation;  and  the  other  is  a case  wherein 
a doctor  who  owned  a hospital  in  Shreveport 
was  held  liable  for  negligent  treatment 
where  the  nurse  failed  to  follow  his  pre- 
scription and  properly  administer  the  medi- 
cine which  he  prescribed.  This  is  a case 
in  1906.  A case  of  a small  hospital  owned 
by  a doctor  and  the  nurse  had  failed  to 
carry  out  his  instructions.  The  third  is 
Lett  vs.  Smith,  6 La.  App.  248.  In  that  case 
the  Court  awarded  $10,000.00  for  the  im- 
proper use  of  the  X-Ray. 

CONFIDENTIAL  COMMUNICATIONS 

Confidential  communications  of  a medical 
nature  between  a medical  man  and  his  pati- 
ent cannot  be  divulged  by  the  doctor  with- 
out the  consent  of  the  patient  even  though 
the  doctor  has  withdrawn  from  the  case. 
And  confidential  communications  are  all  the 
more  sacred  even  though  the  patient  be 
dead.  A doctor  ought  not  to  testify  to  mat- 
ters confided  to  him  by  his  patient.  A doc- 
tor will  be  excused  from  answering  inter- 
rogatories when  he  declares  on  oath  that  he 
cannot  answer  the  same  without  disclosing 
matters  confided  to  him  by  his  patient  con- 
cerning the  subject  of  his  employment.  The 
Court  held,  though,  where  interrogatories 
were  addressed  to  an  attorney  to  ascertain 
who  was  his  client,  when  that  relationship 
commenced  and  ended,  and  what  money  had 
been  received,  and  what  paid  over,  and  to 
whom  paid,  it  was  held  that  none  of  these 
matters  were  privilege  communications 
within  the  meaning  of  Civil  Code,  Article 
2262,  Shaughnessy  vs.  Fogg,  15  La.  Ann. 
330;  therefore,  if  a doctor  was  asked  on 
the  witness  stand  “who  was  his  patient? 
When  did  the  treatment  begin  and  when 
did  it  end?  How  much  was  he  paid  for  the 
services”  the  Court  would  in  all  probability 
hold  that  none  of  these  matters  were  con- 
fidential communications;  these,  however, 
were  matters  of  fact  which  were  not  com- 
municated to  him  by  the  patient  at  all,  but 
were  statements  of  fact  not  of  a confidential 
nature.  The  doctor  may  be  asked,  however, 


through  whose  agency  and  in  what  manner 
or  at  what  time  he  was  retained.  However, 
if  the  client  is  in  Court  and  hears  the  doctor 
testify  without  objection,  the  Court  will 
hold  that  the  patient  has  waived  the  right 
to  object  to  the  doctor  testifying  with  refer- 
ence to  matters  of  a confidential  nature.  I 
want  to  make  this  distinction  perfectly 
clear  that  the  privilege  is  not  that  of  the 
doctor  but  of  the  patient. 

We  have  but  one  case  in  Louisiana  with 
reference  to  confidential  communications, 
that  is,  the  case  of  State  vs.  Lyons,  decided 
in  1905.  Some  of  you  ladies  and  gentlemen 
might  remember  that  Lyons  killed  Ward 
Gurley,  District  Attorney,  and  in  1905  was 
convicted  and  sentenced  to  be  hanged.  In 
that  case  the  doctor  who  was  personally 
friendly  with  the  defendant,  Lyons,  called 
on  Lyons  while  he  was  in  the  Charity  Hos- 
pital recovering  from  a wound  which  was 
self-inflicted,  and  the  question  arose  as  to 
Lyons’  sanity.  The  doctor  was  placed  on 
the  witness  stand  by  the  State.  He  testified 
that  in  his  opinion  Lyons  was  sane.  The 
defendant  objected  to  the  testimony  on  the 
theory  that  any  information  the  doctor  had 
was  of  a confidential  nature,  and,  therefore, 
not  admissable  in  evidence.  The  Court 
overruled  the  objection  and  found  that  the 
doctor  visited  Lyons  as  a friend  and  not  in 
his  capacity  as  physician,  therefore,  the 
testimony  was  admitted  and  you  will  recall 
that  Lyons  was  duly  hanged.  Strange  to 
say,  on  the  question  of  confidential  com- 
munications wherein  great  confidence  is 
placed  in  the  doctor,  there  is  only  one  case 
in  this  State — that  of  State  vs.  Lyons. 

MEDICAL  FEES. 

Now,  of  course,  ladies  and  gentlemen,  we 
practice  medicine  and  law  because  we  love 
it,  because  we  like  it,  because  it  is  our 
chosen  profession  or  vocation,  and  few,  if 
any  of  us  practice  because  we  want  money, 
but  sometimes  money  is  necessary  to  keep 
the  butcher,  the  baker,  the  candle  stick 
maker  satisfied,  and,  therefore,  we  must 
have  that  coin  of  the  realm  commonly 
known  as  “Filthy  Lucre.”  I say  that  few 
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of  us  practice,  be  it  medicine  or  law,  for 
the  money,  and  this  is  certainly  true,  be- 
cause when  we  realize  how  few  doctors  are 
millionaires  and  how  few  lawyers  are  mil- 
lionaires, we  are  bound  to  realize  that  we 
can  never  hope  to  amass  a large  fortune  as 
a result  of  fees.  It  is  said  that  good  law- 
yers work  hard,  live  high  and  die  poor.  I 
don’t  know  about  the  doctors  living  high, 
but  I do  know  that  they  work  hard,  and 
whether’ or  not  they  die  poor,  I leave  that 
for  you  gentlemen  to  answer.  But  suffice 
it  to  say,  that  the  greatest  number  of  in- 
stances in  which  doctors  go  to  Court  on 
their  own  behalf,  and  I mean  exclusive  of 
such  cases  wherein  they  are  called  to  testify 
as  expert  witneses,  is  in  order  to  recover 
their  fees,  and  I thought  maybe  you  would 
be  interested  in  knowing  what  the  Supreme 
Court  of  Louisiana  has  granted  in  some 
cases  as  medical  fees. 

(1857)  Dejol  vs.  Johnson,  12  La.  Ann. 
853.  In  this  case  there  was  an  opposition 
to  two  accounts  on  the  schedule. 

“Plaintiff  opposed  two  items  only  of  the 
account,  to-wit:  The  sum  of  $120.00 

alleged  to  have  been  paid  Edward  Johnson 
for  horse  feed  and  the  item  of  $612.55  paid 
Dr.  A.  G.  Thornton  for  a medical  bill  of  the 
deceased. 

“The  item  for  horse  feed  seems  to  be 
established  by  adequate  proof. 

“The  large  medical  bill  is  not  justified  by 
the  evidence.  There  is  no  detailed  account 
of  items.  Two  or  three  visits  to  the  Parish 
of  Calcasieu  about  forty  miles  from  Dr. 
Thornton’s  residence  in  Flat  Town,  and  con- 
stant attention  to  the  deceased  for  a fort- 
night in  his  own  house,  where  Dejol  was 
removed  before  his  death,  together  with 
the  furnishing  of  medicines,  are  all  the 
services  specifically  proved.  It  is  true  a 
witness  states  that  the  doctor  attended  the 
deceased  for  six  or  eight  months  before  his 
death.  The  disease  was  also  a loathsome 
one.  But  the  opinion  of  this  witness  that 
the  bill  was  a just  and  correct  one,  cannot 
supply  the  lack  of  data  to  support  such  an 


opinion.  Upon  a survey  of  the  evidence  we 
are  satisfied  that  $300.00  would  be  a liberal 
allowance  for  the  services  as  proven  and 
the  item  charged  as  paid  to  Dr.  Thornton 
must  be  reduced  to  that  surm” 

I wonder  how  many  of  you  gentlemen 
would  be  willing  to  make  two  or  three  visits 
to  the  Parish  of  Calcasieu  about  forty  miles 
distant  from  your  home  and  give  the  pati- 
ent constant  attention  in  his  own  house, 
furnish  all  of  the  medicine  in  the  case  of  a 
loathsome  disease  for  the  sum  of  $300.00. 
It  certainly  seems  to  me  that  $612.55  was  a 
proper  allowance  which  should  have  been 
made,  and  that  the  opinion  of  the  witness 
that  the  bill  was  just  and  correct  certainly 
should  be  taken  as  true.  The  fact  that  the 
deceased  was  attended  for  six  or  eight 
months  could  ordinarily  be  testified  to  by 
any  person. 

(1869)  Where  experts  are  sworn  as  to 
the  value  of  services,  and  differ  materially 
in  their  estimate,  it  is  safe  to  accept  the 
lowest  estimate.  Hart  vs.  Dreyfous,  42 
La.  Ann.  631,  7 So.  781 ; Succession  of 
Duclos,  11  La.  Ann.  406;  Collins  vs.  Graves, 
13  La.  Ann.  96;  Succession  of  McNamara, 
48  La.  Ann.  45,  18  So.  908. 

(1898)  In  fixing  the  value  of  fees  due  by 
a succession  for  professional  services  of 
physician,  the  Court  is  justified  in  taking 
into  consideration  the  value  of  the  succes- 
sion. Succession  of  Magner,  12  Rob.  413; 
Succession  of  Virgin,  18  La.  Ann.  42;  Suc- 
cession of  Linton,  31  La.  Ann.  130 ; Zarnow- 
ski  vs.  Zeyer,  55  La.  Ann.  796;  Breaux  vs. 
Franck,  30  La.  Ann.  336 ; Succession  of 
Haley,  50  La.  Ann.  840,  24  So.  285. 

(1902)  A physician’s  bill  reduced  from 
$803.00  to  $300.00  by  the  Trial  Judge,  and 
his  ruling  is  sustained  when  the  evidence 
showed  that  it  was  greatly  disproportionate 
to  the  services  rendered  and  the  estate  of 
the  deceased  against  which  the  claim  was 
made,  did  not  warrant  the  charge.  Suc- 
cession of  Lacoste,  108,  La.  57,  32  So.  181. 

(1902  Succession  of  Schmidt.  In  this 
case  a doctor  was  placed  on  the  account  of 
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the  administratrix  for  a $500.00  fee.  The 
doctor  filed  an  opposition  to  the  account 
claiming  $1500.00  as  a fair  fee.  The 
Supreme  Court,  through  Mr.  Justice  Blan- 
chard said : 

“In  fixing  the  allowance  for  professional 
services  the  means  of  the  patient — his 
ability  to  respond — is  to  be  taken  into  con- 
sideration. The  dead  man  was  a sufferer 
from  Bright’s  disease.  He  was  attended 
by  Dr.  Levy  for  about  two  years  prior  to 
his  death,  and  all  his  bills  were  paid  except 
for  the  services  rendered  from  May  1,  1900, 
to  the  time  of  death,  October  30,  1900.  The 
testimony  shows  that  opponent,  for  the 
services  rendered  prior  to  May  1,  charged 
and  was  paid  at  a higher  rate  than  as  shown 
on  the  bill  forming  the  basis  of  the  present 
opposition.  It  further  shows  that  the  doc- 
tor’s services  were  arduous  and  his  atten- 
tion unremitting;  that  the  patient  was  ex- 
acting in  his  demands;  that  much  of  the 
physician’s  time  was  thus  taken  up;  that 
his  visits  were  prolonged,  his  patient  insist- 
ing upon  his  remaining.  He  was  called 
upon  at  all  hours  of  the  night,  and  often 
during  the  day  his  visits  to  his  patient 
necessitated  the  sacrafice  of  his  office  prac- 
tice— giving  up  his  office  hours  to  the  de- 
mands of  the  sick  man.  It  is  explained 
that  the  sufferer’s  condition  became  very 
much  more  grave  from  about  the  first  of 
May,  1900,  and  this  circumstance  justifies, 
perhaps,  the  claim  that  what  may  be  called 
his  last  illness  began  at  that  date.  It  is 
shown  that  the  sick  man  suffered  great 
pain  and  required  special  treatment  for  his 
relief.  A part  of  this  treatment  was  Turk- 
ish baths  administered,  and  he  required  his 
physician  to  attend  him  at  the  establish- 
ment where  the  baths  were  taken.  Later, 
when  his  condition  got  so  bad  he  could  not 
go  to  the  baths  outside,  this  treatment  had 
to  be  administered  by  his  physician  at  his 
(the  sick  man’s)  residence,  and  the  giving 
of  the  baths  occupied  each  time  about  one 
hour  and  a half  to  two  hours.  In  fact  it 
is  shown  that  the  treatment  applied  to  the 
sick  man  was  much  out  of  the  ordinary. 
A brother  of  the  dead  man,  who  lived  in  the 


same  house  with  him,  testified  in  corrobora- 
tion of  the  evidence  given  by  the  doctor 
himself.  So  did  three  physicians  of  note 
called  as  witnesses  on  his  behalf.  We  are 
of  the  opinion  that  the  district  judge  erred 
in  dismissing  the  opposition  in  toto  and  that 
opponent  is  entitled  to  larger  compensation 
than  the  $500.00  for  which  he  was  put  down 
on  the  account.  We  think,  all  things  con- 
sidered, his  claim  should  be  increased  to 
$900.00.” 

I doubt  very  seriously  if  this  doctor  was 
paid  a sufficient  sum  for  his  services  which 
extended  over  a period  of  six  months  and 
took  up  most  of  his  time.  Surely,  we  law- 
yers would  want  more  than  $900.00,  and  I 
am  inclined  to  believe  the  Court  would  give 
it  to  us. 

(1856)  When  more  than  one  physician  is 
called  in  and  attends  regularly,  the  visits 
of  each  can  not  rank  as  a consultation, 
though  made  at  the  same  hour  so  that  the 
physicians  actually  meet  at  the  patient’s 
bedside.  The  difference  in  charge  between 
a technical  and  simple  visit  would  make  it 
ruinous  to  most  patients  and  unreasonably 
onerous  to  all,  to  avail  themselves  of  the 
“lights”  of  more  than  one  of  the  faculty  in 
time  of  need. — Succession  of  Duclos,  11  La. 
Ann.  406. 

(1858)  The  mere  existence  of  an  epi- 
demic does  not  authorize  exorbitant  fees. — 
Collins  vs.  Graves,  13  La.  Ann.  95. 

(1883)  The  charges  of  a physician  for 
services  can  not  be  determined  solely  upon 
the  basis  of  skill.  The  amount  of  the 
patient’s  estate,  and  his  consequent  ability 
to  pay,  also  enter  into  the  calculation  and 
influence  it.  (See  Succession  of  Haley,  50 
La.  Ann.  842,  24  So.  285) — Czarnowski  vs. 
Zeyer,  35  La.  Ann.  796. 

(1898)  The  claim  that  from  the  moment 
more  than  one  physician  is  called  in  and 
attends  regularly  upon  a case  every  visit 
made  by  every  physician  employed  takes 
rank  as  a “consultation”  can  not  be  listened 
to.  (Succession  of  Duclos,  11  La.  Ann.  407, 
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cited.) — Succession  of  Haley,  50  La.  Ann. 
840,  24  So.  285. 

(1916)  A physician  has  the  right,  in  the 
absence  of  a custom  of  his  own,  to  charge 
for  his  visits,  by  day  or  night,  at  least  the 
fee  sanctioned  by  the  custom  of  the  com- 
munity in  which  he  lives;  nor  is  he  obliged, 
in  so  doing,  to  rate  himself  below  the  class 
to  which,  in  his  opinion,  he  properly  be- 
longs; and,  in  such  case,  the  burden  rests 
upon  the  patient,  who  refuses  to  pay,  to 
show  a better  reason  for  such  refusal  than 
that  the  physician  is  comparatively  fresh 
from  the  seats  of  learning.  Succession  of 
Percival,  139  La.  938,  72  So.  467. 

(1844)  A judgment  for  four  hundred 
twenty-eight  dollars  for  medical  attendance 
and  medicines  furnished  decedent  in  his  last 
illness  during  one  month,  although  a large 
one,  will  not  be  disturbed  where  it  appears 
that  plaintiff  rendered  decedent  unusual 
and  exclusive  attention  night  and  day  dur- 
ing his  last  illness,  remaining  with  him  all 
the  time,  with  the  exception  of  a few  days, 
neglecting  all  other  business,  and  traveling 
a distance  of  twenty  miles  in  going  to  and 
from  his  residence  to  that  of  decedent. — 
McManus  v.  Lemee,  9 Rob.  115. 

(1917)  Services  of  a practicing  physician 
who  attended  decedent  from  November  2 
to  December  30  following,  when  he  died, 
in  treatment  for  pneumonia,  would  be 
reasonably  and  fairly  compensated  by  an 
allowance  of  $1,000. — Succession  of  Pizzati, 
141  La.  645,  75  So.  498.  I believe  Pizzati 
left  over  a million  dollars.  Surely  this  was 
a ridiculously  small  allowance. 

AMOUNT  OF  FEES — CONSULTATION  FEES. 

(1918)  It  is  a matter  of  common  in- 
formation that  physicians  and  surgeons  do 
not  regulate  their  charges  for  professional 
services  by  any  fixed  standard  of  pecuniary 
value,  but,  to  a certain  extent,  upon  the 
basis  of  the  ability  of  the  patient  to  pay, 
and,  on  that  basis,  more  frequently  than 
otherwise,  perhaps,  are  but  poorly  compen- 


sated. Where  such  services  are  shown  to 
have  been  of  the  highest  value,  insofar  as 
the  life,  and  welfare  of  the  patient  were 
concerned,  and  the  charge  is  neither  un- 
reasonable nor  inconsiderate,  as  compared 
with  the  financial  ability  of  the  employer, 
it  should  be  allowed  by  the  Court.— Succes- 
sion of  Levitan,  143  La.  1025,  79  So.  829, 
3 A.  L.  R.  1646. 

(1922)  The  charges  of  physicians  are  not 
to  be  determined  wholly  upon  the  skill  of 
the  physician,  nor  upon  the  amount  of  serv- 
ices rendered ; but  the  value  of  the  patient’s 
estate  and  his  ability  to  pay  may  be  taken 
into  consideration.  Young  vs.  Succession 
of  VonSchoeler,  151  La.  73,  91  So.  551. 

The  November  23,  1929,  Issue  of  the 
Journal  American  Medical  Association 
under  the  “Medicolegal”  section  quotes 
these  last  two  cases.  The  Pennsylvania 
Supreme  Court,  in  the  case  of  Pfeiffer  vs. 
Dyer,  145  Atlantic,  284,  cites  only  these  last 
two  Louisiana  cases  in  awarding  a doctor 
$3,000  for  a very  serious  operation. 

CONCLUSION. 

Probably  all  agree  that  any  class  of 
individuals  who  are  especially  liable  to  be 
summoned  to  Court  as  witnesses,  and  par- 
ticularly as  expert  witnesses,  should  have 
included  in  their  education,  some  simple 
fundamental  instruction  on  the  rules  of 
evidence,  and  the  obligations  and  rights  of 
an  individual  as  a witness.  Such  instruc- 
tion might  either  be  given  in  a special 
course  in  pre-medical  education  or  be  in- 
cluded in  a course  on  medical  jurisprudence 
as  a part  of  the  medical  curriculum.  I do 
not  doubt  that  in  many  instances  physicians 
who  have  inadvertently  become  involved  in 
a case,  by  reason  of  their  services  as  a 
practicing  physician,  are  qualified  as  ex- 
perts without  the  knowledge  that  such 
qualification  is  optional  with  them,  and  that 
by  refusing  so  to  qualify,  their  examination 
may  be  limited  to  a mere  statement  of  facts. 
An  eminent  radiologist,  Dr.  Henderson  of 
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Tcuro,  was  on  the  stand  in  a case  I was 
trying,  wherein  an  employee  of  the  Phoenix 
Utility  Company  claimed  to  be  insane  as  a 
result  of  a blow  on  the  head.  The  doctor 
was  placed  on  the  stand  by  me  as  a 
radiologist,  and  he  had  a perfect  right  to 
refuse  to  qualify  as  an  alienist.  Again, 
physicians  as  a rule  understand  in  a gen- 
eral way  that  their  relations  to  patients 
are  confidential.  Few,  however,  have  any 
definite  knowledge  under  what  circum- 
stances, and  on  what  occasions,  they  are  at 
liberty,  or  even  compelled  to  reveal  in- 
formation which  they  possess  by  reason  of 
such  confidential  relations.  To  be  sure, 
when  on  the  witness  stand,  they  are  advised 
and  protected  by  the  Court;  but  in  their 
relations  to  family  and  friends,  and  in  their 
relations  to  lawyer  in  conference,  under 
these  and  other  circumstances,  the  occasion 
is  always  liable  to  arise  where  they  are  in 
need  of  authoritative  information. 

It  has  only  recently  been  said  that  the 
foremost  national  problem  that  calls  for 
solution  is  concerned  with  the  spirit  of  law- 
lessness that  prevails.  Our  Courts  are  an 
institution  to  cope  with  this  problem.  Is  it 
possible  that  this  same  spirit  has  crept  into 
the  Courts  themselves,  and  that  attorneys 
and  witnesses  alike,  at  times,  become  so 
zealous  in  the  winning  of  decisions  that 
they  are  not  fully  mindful  of  the  high  ideals 
of  character  which  constituted  the  very 
foundations  of  our  nation?  My  only  pur- 
pose in  raising  this  question  is  to  importune 
the  practicing  physician  to  be  mindful  of 
his  obligations  to  himself,  as  well  as  to  the 
interests  of  his  patient  at  law.  Lawlessness 
in  a nation  of  culture  and  power  is  a sign 
of  decadence;  in  an  individual,  it  is  a sign 
of  weakness.  It  is  of  greater  worth  to  be 
honest  than  clever,  even  for  a practicing 
physician  in  Court. 


THE  SAFETIES  OF  SURGERY. 

URBAN  MAES,  M.  D., 

New  Orleans. 

Lord  Moynihan  of  Leeds,  in  one  of  the 
brilliant  and  trenchant  surgical  essays  by 
which,  no  less  than  by  his  surgical  genius, 
he  has  acquired  merit,  condemns  with  no 
small  degree  of  asperity  the  present  era 
of  promiscuous  operating  by  men  whose 
principal  qualification  for  the  performance 
is  a desire  to  wield  the  knife.  Speaking 
of  these  self-appointed  specialists,  he 
points  out  that  in  surgery  the  hand  of  the 
beginner  is  heavy,  and  he  adds  that  since 
the  War  the  incompetent  and  ill-trained 
operator  has  enjoyed  too  free  a hand  and 
been  allowed  too  wide  a scope.  Indeed, 
he  says  that  he  stands  amazed  at  the 
ready  acceptance  by  patients  of  the  eager 
ministrations  of  incompetent  surgeons, 
when  it  would  be  so  easy  to  secure  better 
and  safer  service.  W.  P.  Mayo,  in  this 
country,  echoes  him,  stating  that  we 
should  not  encourage  wanton  surgical  as- 
saults upon  major  surgical  diseases  by 
men  of  little  training  or  none  at  all. 

That  a situation  has  arisen  which  war- 
rants such  comments  is  due  to  two  princi- 
pal factors.  The  first  is  the  spectacular 
nature  of  modern  surgery,  the  second  is 
its  seeming  ease  of  performance,  and  they 
form  a combination  of  specious  appear- 
ances which  has  done  the  science  and  art 
of  surgery  a great  disservice.  For  sur- 
gery is  more  than  a pyrotechnic  exhibi- 
tion, more  than  an  exhibition  of  manual 
dexterity.  The  act  of  operation,  as  Leo- 
pold long  ago  pointed  out,  is  merely  a car- 
penter’s job,  and  there  is  no  special  credit 
attached  to  being  a good  carpenter ; fixing 
the  indications  is  what  matters.  Manual 
dexterity,  as  I propose  to  point  out  to  you 
shortly,  is  an  asset  and  a real  one,  but  the 
less  spectacular  operator  who  has  an 
equipment  of  other  sorts  is  the  man  for 
our  purposes  when  our  own  day  of  trial 
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comes.  Like  Lord  Moynihan — I ask  your 
pardon  if  I seem  to  quote  overmuch  from 
this  distinguished  British  surgeon,  but  no 
writer  on  abdominal  surgery  can  afford  to 
pass  by  his  pithy  aphorisms — like  Lord 
Moynihan,  I know  that  there  be  brilliant 
surgeons,  and  with  him  I pray  to  be  de- 
livered from  them  in  my  day  of  need. 

The  safe  surgeon,  first  of  all,  has  a 
definite  mental  equipment.  He  has  a 
theoretical  and  a practical  knowledge  of 
the  collateral  sciences  allied  with  his  art. 
He  knows  both  normal  and  morbid 
anatomy.  I am  sure  you  have  seen,  as  I 
have,  a search  for  an  errant  appendix 
consume  hours  when  it  would  have  con- 
sumed minutes,  or  even  seconds,  if  the 
would-be  surgeon  had  had  the  knowledge 
of  so  elementary  thing  as  the  method  of 
identifying  the  various  parts  of  the  intes- 
tines, which  was  pointed  out  many  years 
ago  in  a brilliant  paper  by  Monks,  a paper 
which  should  be  in  the  library  and  the 
substance  of  which  should  be  in  the  mind 
of  every  man  who  attempts  abdominal 
surgery.  I am  sure  you  have  seen,  as  I 
have,  the  havoc  wrought  by  other  men  of 
the  same  genus  who  were  helpless  in  the 
face  of  the  anatomical  distortion  brought 
about  by  such  an  ailment  as  pelvic  perito- 
nitis, let  us  say,  and  who  wrought  irrepar- 
able damage  to  the  bowel  wall  in  their 
endeavors  to  hew  their  way  through  the 
confusion.  We  in  America  have  been  dere- 
lict in  our  study  of  surgical  anatomy,  and 
we  might  well  take  a leaf  from  the  book 
of  our  English  brothers,  who,  in  spite  of 
their  practical  hospital  duties,  duties  which 
are  onerous  from  the  day  they  enter  medi- 
cal school,  graduate  with  a knowledge  of 
this  subject  which  could  put  many  an  ex- 
perienced surgeon  to  shame. 

The  second  requisite  of  the  surgeon  is 
a knowledge  of  pathology,  or,  to  express 
it  differently,  a knowledge  of  perverted 
physiology.  There  are  two  ways  of  gain- 
ing this.  The  first  is  in  the  dissecting 
room  and  on  the  cadaver,  and  again  it  is 
an  unfortunate  thing  that  in  America  we 


are  prone  to  be  less  careful  in  this  regard 
than  is  the  custom  in  Europe,  particularly 
on  the  Continent,  where  a paternal  gov- 
ernment sees  to  it  that  ample  autopsy 
material  is  always  available.  The  second 
way  to  gain  this  knowledge  is  in  the  oper- 
ating room,  where,  as  Moynihan  puts  it, 
we  may  observe  the  inaugural  signs  of 
disease,  the  preliminary  and  initial 
changes  which  can  be  corrected  and  which 
differ  radically  from  the  changes  found 
after  death. 

This  leads  us  to  our  next  point,  that  this 
knowledge  is  not  to  be  gained  by  inde- 
pendent pursuit.  The  human  body  is  not 
to  be  studied  experimentally,  but  under 
the  tutelage  of  men  of  larger  experience. 
Here  again  it  is  unfortunate  that  in 
America  the  system  of  apprenticeship  is 
largely  disappearing.  The  idea  today  is 
that  the  possession  of  an  M.  D.  degree  is 
all  that  is  necessary  to  be  a surgeon,  and 
it  is  an  idea  that  may  be  legally  correct, 
but  that  is  open  to  grave  question  ethi- 
cally. The  profession  itself  is  largely  to 
blame  for  it.  Codman  and  others  have 
called  attention  to  the  dangers  of  our  hos- 
pital systems,  by  which  men  just  out  of 
their  interne  years,  without  supervision 
of  any  sort,  are  put  at  the  head  of  large 
surgical  services,  and  are  permitted,  in- 
deed required,  to  perform  operations 
which  would  tax  the  skill  of  surgeons  of 
many  years  of  experience.  They  may  de- 
velop deftness,  but  they  will  never  develop 
judgment,  and  I have  seen  many  a prom- 
ising young  man  ruined  by  his  very  pro- 
motion to  such  a post. 

For  in  the  last  analysis  the  successful 
surgeon  will  possess  all  the  requisites  I 
have  named  if  he  have  that  intangible 
thing  which  we  call  surgical  judgment.  It 
is  very  far  removed  indeed  from  manual 
dexterity.  I am  not  sure  that  I can  define 
it  for  you,  but  I can  illustrate  it.  It  is  the 
thing  which  makes  the  surgeon  stay  his 
hand  when  he  is  dealing  with  an  acute 
pelvic  infection.  It  is  the  thing  which 
makes  him  drain  an  abscessed  appendix 
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or  an  obstructed  bowel  in  some  instances, 
and  do  radical  surgery  for  apparently  the 
same  conditions  under  other  circumstan- 
ces. It  is  the  thing  which  makes  him  per- 
mit a woman  with  a borderline  contrac- 
tion, to  take  an  illustration  from  an  allied 
field,  to  deliver  herself  by  natural  chan- 
nels— and  80  per  cent  of  them  do,  as  C. 
Jeff  Miller  pointed  out  in  a recent  publica- 
tion— and  makes  him  refrain  from  the 
Cesarean  section  which  he  could  perform 
so  deftly.  It  is  the  thing  which  enables 
him  to  estimate  the  resistance  of  his 
patient,  to  comprehend  what  is  safe  for 
him  and  what  lies  within  the  zone  of  dan- 
ger. It  is  the  thing  which  makes  him 
realize,  when  he  takes  up  the  knife,  that 
a human  life  is  in  his  keeping,  and  that 
the  practice  of  his  profession  is  a respon- 
sibility graver  than  that  inherent  in  any 
other  calling.  It  is  the  thing,  in  short, 
which  comes  only  with  the  years  and 
through  the  bitter  school  of  experience. 

To  pass  to  more  practical  matters,  obvi- 
ously an  accurate  diagnosis  is  the  first 
factor  of  safety  in  abdominal  surgery.  It 
is  a matter  which  requires  leisurely  exam- 
ination and  detailed  study,  which  demands 
the  employment  of  all  one’s  critical  facul- 
ties, plus  the  judicious  use  of  the  aids 
which  the  laboratory  can  give  us,  without 
a slavish  dependence  upon  them.  I am 
fond  of  quoting  Da  Costa  in  this  connec- 
tion, to  the  effect  that  an  intuitive  diagno- 
sis is  a rapid  method  of  reaching  the 
wrong  conclusion;  snap  surgical  judg- 
ments do  not  make  for  the  best  interests 
of  the  patient.  Diagnostic  errors,  in  this 
imperfect  world,  are  many,  changes  of 
heart  and  of  mind  may  be  necessary  when 
we  walk  by  sight  after  the  peritoneal 
cavity  lies  'open  before  us,  but  the  surgeon 
of  my  choice  and  yours  should  be  the  man 
who  opens  it  with  some  definite  notion  of 
what  he  expects  to  find  in  it.  The  place 
of  exploratory  incisions  is  very  limited. 

Surgery  has  been  made  safe  for  the 
patient,  says  Lord  Moynihan,  now  let  us 
make  the  patient  safe  for  surgery.  Quite 


so,  in  selected  cases,  though  the  average 
patient  needs  no  elaborate  ritual  of  prep- 
aration, indeed  is  infinitely  better  off  if  he 
is  operated  upon,  as  far  as  possible,  in  the 
midst  of  normal  life,  if  he  has  escaped  the 
attentions  of  a surgical  staff  with  a pro- 
pensity for  cathartics  and  for  schemes  of 
dietary  restriction.  But  the  poor  surgical 
risk  is  in  quite  another  case.  There  is  no 
reason  in  these  modern  days  why  a patient 
with  a cardiac  disorder  or  a cardio-renal 
syndrome  should  not  be  operated  upon 
with  a very  minimal  degree  of  risk.  There 
is  no  reason  why  a diabetic  should  be  per- 
mitted to  die  of  acute  appendicitis  or  gas- 
tric ulcer.  There  is  no  reason  why  the  bad 
goiter  patient  should  not  be  so  prepared 
that  his  surgical  risk  is  minimized.  Co- 
operation with  the  internist  is  the  key  of 
successful  preparation.  Then  there  are 
such  practical  measures  as  the  use  of 
Ringer’s  solution  prior  to  operation  in  in- 
testinal obstruction,  or  the  use  of  trans- 
fusion in  patients  exsanguinated  by  hem- 
orrhage from  peptic  ulcers.  I recall  two 
such  patients  of  my  own  within  the  past 
year,  one  almost  moribund,  the  other  only 
slightly  less  ill,  in  whom  transfusion  and 
the  use  of  spinal  analgesia  resulted  in  bril- 
liant recoveries,  my  own  surgical  perform- 
ance being  the  smallest  factor  in  them. 
The  estimate  of  the  patient  and  the  esti- 
mate of  the  patient’s  ability  to  withstand 
our  surgical  assaults  are  considerations 
not  to  be  lightly  overlooked. 

The  proper  placing  of  the  incision  and 
its  proper  size  are  also  worthy  of  discus- 
sion. There  is  no  shadow  of  justification 
for  the  doing  of  abdominal  operations 
through  buttonhole  openings.  Let  us  not 
cast  cosmetic  effects  into  the  discard,  let 
us  pride  ourselves  upon  our  scars,  but  let 
us  remember  also  that  a large  incision 
heals  just  as  well  and  just  as  rapidly  as  a 
small  one,  and  that  the  patient’s  interests 
are  better  served  by  it. 

The  McBurney  incision  for  appendicitis 
is  the  best  possible  illustration  of  my 
point.  If  the  appendix  lies  where  it 
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should  lie,  there  is  nothing  to  be  said 
against  it,  everything  to  be  said  for  it. 
But  I have  already  pointed  out  that  mor- 
bid anatomy  has  a disconcerting  way  of 
differing  from  normal  anatomy,  and  that 
wide  variations  are  possible  even  in  rela- 
tively normal  cases.  The  appendix  does 
not  always  rise  through  the  incision  to 
meet  the  exploring  hand.  It  may  be  re- 
tracecal,  it  may  be  pelvic,  it  may,  very 
occasionally,  be  on  the  left  side,  and  the 
search  for  it  through  a small  incision, 
with  the  forcible  dragging  of  intestines 
through  the  scanty  confines  of  the  wound, 
makes  for  postoperative  discomfort  and 
sometimes  for  postoperative  shock. 

Again,  the  diagnosis  of  chronic  ap- 
pendicitis is  full  of  pitfalls.  It  may  be 
correct,  but  it  very  often  is  not.  Peptic 
ulcer  and  gall-bladder  disease  may  pre- 
sent the  same  syndrome,  due  largely  to 
the  fact  that  all  may  exhibit  a pyloro- 
spasm  due  to  hyperacidity.  There  is,  as 
I see  it,  not  the  smallest  excuse  for  the 
removal  of  a so-called  chronic  appendix 
without  a careful  investigation  of  the 
organs  which  may  give  rise  to  similar 
symptoms,  an  investigation  which  is  possi- 
ble only  through  a properly  placed  and 
properly  spaced  incision.  I am  supported 
in  this  contention  by  my  own  experience: 
at  least  30  per  cent  of  the  patients  who 
consult  me  for  gall-bladder  disease  which 
requires  surgical  intervention  either  ex- 
hibit an  associated  chronic  appendicitis  or 
give  histories  of  having  been  operated  on 
earlier  in  life  for  chronic  appendicitis 
without  acute  attacks.  The  biliary  disease 
may  be  a subsequent  development,  I grant 
you,  but  it  is  reasonable  to  suppose  that  it 
is  coincident  in  a very  fair  number  of 
cases. 

Also  unsuspected  pathology  of  other 
organs  may  exist.  Appendicitis  in  women 
is  very  often  associated  with  pelvic  dis- 
ease, which  may  require  radical  surgery. 
I recall  a case  in  which,  concurring  in  the 
diagnosis  of  the  pediatrician,  I operated 
upon  a child  of  nine  or  ten,  for  supposed 


acute  appendicitis.  The  appendix  was  in- 
flamed, but  not  in  proportion  to  the 
gravity  of  the  symptoms.  Further  search, 
which  was  possible  through  the  midline 
incision  I had  made  almost  automatically, 
revealed  a mesenteric  cyst,  the  removal 
of  which,  even  with  that  exposure,  taxed 
all  of  my  ingenuity.  I recall  another  in- 
stance in  which,  after  I had  removed  a 
similar  appendix,  exploration  of  the  pelvis 
revealed  in  the  culdesac  a strangulated, 
pedunculated,  twisted  ovarian  cyst.  And 
I need  not  recall  to  you  the  cases,  the 
tragic  cases,  in  which  appendectomy 
through  a McBurney  incision,  without  ex- 
ploration, has  been  followed  months 
later  by  exploration  for  continued  symp- 
toms and  the  revelation  of  inoperable 
caixinoma  of  the  upper  abdmen. 

Another  advantage  of  the  large  incision 
is  that  it  makes  possible  the  handling  of 
the  organs  within  the  body  cavity  in 
which  they  normally  lie.  Much  has  been 
written  about  the  maintenance  of  body 
warmth  during  operation,  and  elaborate 
methods  have  been  devised  to  achieve  it, 
but  too  little,  in  my  opinion,  has  been 
said  about  the  very  practical  scheme  of 
working  upon  the  organs,  as  far  as  possi- 
ble, within  their  normal  environment, 
which  is  not  the  sterile  paraphernalia  of 
the  patient’s  abdominal  surfaces.  Par- 
ticularly in  exporation  there  is  no  justifi- 
cation for  dragging  the  organs  out  of 
their  beds.  The  development  of  the 
proper  tactile  sense  means  that  path- 
ology can  be  detected  by  touch  rather 
than  by  sight,  and  constant  practice  means 
that  manipulations  can  be  conducted  with 
a minimum  of  trauma,  always  providing 
that  the  surgeon  gives  himself  the  even 
chance  of  a sufficiently  large  incision. 

It  would  seem  almost  unnecessary  to  em- 
phasize the  fact  that  asepsis  is  the  chief 
principle  upon  which  modern  surgery  is 
based,  and  yet  how  often  do  we  see  it 
forgotten.  The  mere  donning  of  sterile 
gloves,  as  some  witty  Englishman  has  re- 
marked, does  not  give  one  a roving  commis- 
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sion  to  touch  everything  unsterile  within 
one’s  range  of  vision.  The  way  to  avoid 
wound  infection  is  to  protect  the  skin 
edges,  not  to  camouflage  them  with  red, 
yellow’  or  mahogany,  according  to  one’s 
choice  of  colors.  The  wray  to  avoid  peri- 
toneal contamination  is  by  meticulous  care 
in  every  technical  detail,  not  by  the  lavish 
use  of  strong  antiseptics. 

Hemostasis  is  a matter  of  obvious  im- 
portance, and  the  abdomen  should  never  be 
closed  without  a final  careful  survey,  to  be 
certain  that  there  are  no  points  of  oozing. 
On  the  other  hand,  it  is  possible  to  be 
too  zealous  in  regard  to  one’s  ligatures. 
Ochsner  pointed  out  many  years  ago  that 
sutures  tied  tightly  enough  to  blanche  the 
tissues  would  control  hemorrhage,  but 
would  defeat  their  own  purposes  by  causing 
devitalization  and  subsequent  necrosis. 
Many  a wound  infection  is  due  to  a similar 
cause,  the  inclusion  within  the  artery 
forceps  of  too  much  tissue.  Halstead  con- 
sidered this  point  so  important  that  he 
actually  devised  his  famous  mosquito  for- 
ceps to  prevent  the  possibility.  Patients 
who  exhibit  a sanious  ooze  with  globules  of 
fat  in  the  discharge  on  the  tenth  or  twelfth 
day,  who  have  given  no  previous  signs  of 
inflammatory  reaction,  are  suffering  from  a 
fat  necrosis  which  can  be  traced  back  to 
carelessness  in  this  regard.  They  do  not 
die  from  it,  but  their  morbidity  is  increased, 
as  is  their  disability. 

Then  there  is  the  question  of  what  to  do 
once  the  abdomen  has  been  opened.  If  the 
patient  has  a dual  pathology,  shall  we  do  a 
double  operation,  or  would  his  interests  be 
best  served  by  a two-stage  performance? 
If  there  is  pus  within  the  abdomen,  should 
drainage  be  instituted,  or  is  it  sterile?  Has 
he  developed  an  immunity  against  his  in- 
fection, and  would  drainage  threaten  his 
safety  rather  than  lessen  his  risk?  Is  pro- 
phylactic enterostomy  necessary  in  this 
appendectomy  on  a man  of  advanced  years, 


with  a gangrenous  organ,  or  on  that  patient 
with  an  apparently  early  intestinal  obstruc- 
tion, yet  with  obvious  marks  of  beginning 
toxemia?  Is  the  combination  of  a hysterec- 
tomy and  a cholecystectomy  the  part  of 
surgical  wisdom  or  the  mark  of  surgical 
foolishness?  Is  an  incomplete  operation  the 
sign  of  a great  surgeon,  or  the  evidence  of 
the  indifference  and  ignorance  of  a tyro? 
These  are  questions  to  which  I can  give  you 
no  answer,  they  are  questions  to  which 
you  can  give  me  no  answer,  at  least 
categorically.  But  they  meet  us  at  every 
turn,  and  the  answer  to  them  is  written 
not  in  textbooks  but  in  the  larger  volume 
of  the  book  of  experience. 

The  tissues  of  the  human  body  seem  to 
have  been  fitted  by  an  all-wise  Providence 
to  withstand  the  attacks  of  ruthless  sur- 
geons, but  at  that  there  is  such  a thing  as 
the  limit  of  endurance,  and  a patient’s 
postoperative  discomfort  is  exactly  pro- 
portionate to  the  amount  and  mode  of 
handling  he  has  had  to  undergo  in  the 
course  of  the  surgery  done  upon  him.  I 
have  seen  surgeons  operate,  surgeons  of 
world-wide  reputation,  and  I have  wished 
that  I might  follow  their  patients  through 
their  convalescence  — if  convalescence  it 
were  to  be — for  I did  not  see  how  human 
tissues  could  be  abused  as  these  were  with- 
out swift  and  sure  retribution.  I have  seen 
gall-bladders  dragged  out  of  their  beds  by 
sheer  force,  and  kidneys  twisted  from  their 
pedicles  with  such  vigor  that  the  patients 
were  actually  raised  from  the  table  by  the 
violence  of  the  effort.  I have  seen  small 
incisions  forced  wide  open  by  retractors 
larger  than  they  were,  and  intestines 
manipulated  as  if  they  were  unbreakable 
steel  rather  than  delicate  human  flesh.  I 
have  seen  patients  operated  on  under  anes- 
thesia so  light  that  the  technic  might  really 
have  been  described  as  stress  and  strain, 
with  closure  effected  by  a final  mighty 
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convulsion  of  force.  And  I have  come  away 
from  such  scenes  more  convinced  every 
time  that  without  infinite  gentleness  of 
touch  no  man  can  hope  to  be  a truly  great 
surgeon.  I hold  no  brief  for  the  wide  use 
of  local  analgesia,  for  I believe  its  field  is 
very  strictly  limited,  but  I sometimes  wish 
that  surgeons  who  apparently  make 
strength  their  god  might  be  forced  to  use  it 
routinely  over  a period  of  time;  they  might 
learn  then  the  advantages  of  delicacy  of 
attack. 

I pass  over  such  obvious  details  as  the 
comfortable  placing  of  the  patient  on  the 
operating  table,  though  I would  pause  to 
remind  you  that  sacroiliac  strains  and 
temporary  paralysis,  sometimes  of  alarm- 
ingly long  duration,  may  result  from  the 
ignoring  of  this  seemingly  minor  consider- 
ation. But  I cannot  conclude  without 
saying  a word  or  two  concerning  the 
closure  of  the  wound.  “Every  abdominal 
scar,”  says  Moynihan — I quote  him  for  the 
last  time — “is  the  caress  of  Lister’s  hand,” 
but  I have  seen  many  a one  which  suggested 
to  me  that  the  surgical  progeny  of  the 
great  Scotchman  were  rather  heavy-handed. 
A jagged,  irregular,  discolored  scar  is  a 
reproach  to  the  surgeon  who  made  it.  In 
the  closure  of  the  wound,  the  proper  ten- 
sion of  the  sutures  and  the  approximation 
of  like  tissues — cut  vessel  to  cut  vessel  and 
cut  nerve  to  cut  nerve,  if  that  were  possi- 
ble— will  result  in  the  ideal  scar,  smooth, 
regular  and  perfectly  healed. 

These,  then,  are  some  of  the  factors  of 
safety  in  abdominal  surgery.  Time  fails 
me  to  consider  them  all,  to  consider  even 
those  I have  mentioned  with  the  fullness 
which  they  deserve.  Meticulous  attention 
to  them  means  more  than  that  we  shall  see 
fewer  surgical  patients  die  from  prevent- 
able causes.  It  means  also  a definite  lessen- 
ing of  postoperative  complications  and  a 
definite  increase  in  postoperative  comfort. 
They  are  trifles,  it  would  seem,  but  they 
lead  to  perfection,  and  perfection,  in  the 
words  of  the  great  Michael  Angelo,  perfec- 
tion itself  is  no  trifle. 


TREATMENT  OF  ACUTE 
PERITONITIS.* 

R.  D.  KIRK,  JR.,  M.  D., 

Tupelo,  Miss. 

The  subject  of  this  paper  is  a very 
ancient  one,  nevertheless  I think  it  very 
important,  since  peritonitis  as  we  all  know 
is  a very  grave  condition.  It  has  been 
called  the  arch  enemy  of  abdominal  sur- 
geons and  I believe  rightly  so,  as  it  often 
stands  as  a barrier  to  success  in  many  of 
our  abdominal  operations,  especially  in  in- 
testinal work. 

I have  nothing  new  to  offer  or  anything 
that  could  be  classed  as  original  on  the 
treatment  of  peritonitis.  I wish  only  to 
give  you  a brief  resume  and  to  refresh 
your  memories  on  the  salient  features  in 
caring  for  these  unfortunate  patients. 

ETIOLOGY. 

The  inciting  cause  of  peritonitis  are  per- 
forations in  the  intestinal  tract,  most 
frequently  the  appendix,  stomach  or  duo- 
denum, pelvic  inflammation  in  the  form  of 
a salpingitis  or  as  a part  of  a puerperal 
sepsis,  ruptured  gall-bladder,  pancreatitis 
and  penetrating  wounds  of  the  peritoneum 
from  without.  The  two  great  causes  of 
grave  peritonitis  can  be  said  to  be  intra- 
peritoneal  leakage  and  delay.  The  bac- 
teria found  include  many  types  but  for 
practical  purposes  may  be  said  to  be  most 
frequently  the  colon  bacilli,  gonococci, 
streptococci,  staphylococci,  and  the  pneumo- 
cocci. Certainly  the  colon  bacilli  is  the  most 
constant  and  perhaps  the  streptococci  can 
be  said  to  be  the  most  virulent.  However, 
the  colon  bacilli  run  a close  second. 

CLASSIFICATION. 

The  varieties  of  peritonitis  are  the  local- 
ized, the  spreading  or  diffusing,  and  the 
generalized. 

*Read  before  the  Section  on  Surgery  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  13, 
1930. 
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TREATMENT. 

I believe  there  is  a definite  prophylactic 
treatment  for  grave  peritonitis.  Rough 
handling  of  the  intestines,  forcible  packing 
with  gauze,  tearing  apart  of  adhesions  in- 
stead of  clean  cutting  with  a sharp  knife, 
exposure  of  the  intestines  to  a desiccating 
effect  of  the  air,  on  a patient  who  does  not 
have  an  infection,  all  result  in  leaving  a 
devitalized  surface  and  predispose  to  a 
peritonitis.  Given  a patient  with  periton- 
itis, a profound  general  anesthesia,  large 
or  multiple  incisions,  manipulation,  ex- 
cessive exposure,  separating  of  natural 
barriers  against  the  invasion,  mopping, 
lavaging  with  antiseptics  or  water,  exces- 
sive drainage,  and  improper  hemostasis 
leaving  blood  clots  in  the  abdomen,  all 
favor  the  death  of  the  patient. 

OPERATION. 

We  are  often  confronted  with  the  ques- 
tion when  to  operate  and  when  not  to 
operate,  in  a case  of  ruptured  appendix 
with  a peritonitis,  in  order  to  obtain  the 
best  results  and  minimum  mortality.  Every 
case  should  be  treated  individually.  Those 
showing  very  little  resistance  to  the  infec- 
tion as  indicated  by  normal  or  subnormal 
temperature  with  a low  blood  count  should 
be  treated  expectantly  in  the  majority  of 
cases.  However,  I feel  the  majority  of 
cases  should  be  operated  upon  immediately. 

The  incision  in  the  operation  should  of 
course  be  made  over  the  primary  lesion. 
Leaking  openings  should  be  occluded  or 
closed  and  the  cause  of  the  peritonitis  re- 
moved when  possible  and  deemed  advisable. 

In  the  case  of  a circumscribed  peritonitis 
from  an  acute  appendix,  I prefer  a McBur- 
ney  incision,  endeavoring  to  stay  lateral 
to  the  infected  area  as  much  as  possible.  I 
would  like  to  say  that  I do  not  use  this  in- 
cision universally,  but  perhaps  in  90  per 
cent  of  these  cases.  When  it  can  be  defin- 
itely foretold  that  the  appendix  is  not  in  its 
most  usual  place,  perhaps  deep  in  the  pelvis 
or  high  in  the  abdomen,  I use  either  a right 
rectus  or  low  midline  incision.  This  choice 
of  incision  I realize  is  an  old  issue  and 


perhaps  a personal  whim;  however,  I be- 
lieve there  is  less  contamination  of  the 
abdomen  and  less  shock  to  the  patient  in  a 
lateral  gridiron  incision.  Some  claim  this 
incision  offers  inadequate  exposure,  how- 
ever I do  not  agree,  as  it  can  be  easily 
modified  by  incising  the  sheath  of  the 
rectus  and  retracting  medially.  I do  not 
hesitate  to  cut  the  internal  oblique  or  trans- 
versalis  muscle  in  a direction  opposite  to 
the  course  of  their  fibers  if  the  situation 
warrants  more  exposure.  I believe  the  risk 
of  a subsequent  hernia  is  less  dangerous  to 
the  patient  than  the  risk  of  dissemination  of 
infection. 

The  status  of  lavage  in  the  peritoneal 
cavity  with  various  antiseptics  has  not  yet 
definitely  been  established,  however  it  seems 
to  be  less  in  favor  now  than  when  it  was 
first  instituted.  I believe  it  is  not  only 
useless  but  harmful  and  do  not  subscribe  to 
its  use. 

Drainage  is  always  a question.  The 
present  day  trend  seems  to  be  towards  less 
drainage  and  I think  rightly  so.  I believe 
here  again  each  case  should  be  a law  unto 
itself.  However,  there  are  certain  rules  by 
which  we  should  arrive  at  a decision 
whether  to  drain  or  not  to  drain.  The  ex- 
tent of  contamination  should  be  one 
deciding  factor.  It  is  impossible  to  drain 
the  entire  abdominal  cavity  as  in  the  case 
of  a perforated  duodenal  ulcer.  Drains  are 
usually  walled  off  in  a few  hours  and  then 
drain  only  the  small  area  in  which  they  are 
inserted.  Multiple  drains,  especially  those 
between  the  intestinal  coils  and  to  various 
parts  of  the  abdomen  are  unnecessary  and 
harmful.  The  character  of  the  fluid  in  the 
abdomen  is  another  deciding  factor  and  a 
very  important  one.  Offensive  fluid  should 
always  be  a deciding  factor  to  drain ; on  the 
other  hand  there  are  exudates  that  are  thin 
and  without  odor  that  are  better  left  in,  as 
they  are  bactericidal  and  aid  in  the  patient’s 
recovery.  All  localized  pus  pockets  should 
be  drained.  I use  cigarette  drains  almost 
exclusively  and  have  adopted  the  rule,  if  a 
case  requires  drainage,  of  placing  two 
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drains  in  the  abdomen.  I do  this  that  I 
may  remove  one  early  and  thereby  leave  a 
space  by  the  remaining  drain  through  which 
better  drainage  may  be  had.  I prefer 
cigarette  drains  because  they  may  be  left 
in  longer  without  fear  of  necrosis  as  you 
may  get  with  rubber  tubing,  and  also  be- 
cause they  are  more  comfortable  for  the 
patient  and  easily  adapted  to  the  various 
locations  in  the  abdomen. 

CAECOSTOMY. 

Dr.  Maes,  of  New  Orleans,  several  years 
ago,  suggested  that  we  do  a caecostomy  on 
these  patients  that  are  desperately  ill,  at 
the  same  time  the  appendix  is  removed,  as 
it  is  a known  fact  that  those  cases,  develop- 
ing fecal  fistula  early,  recover.  I have 
followed  his  suggestion  on  a few  cases  with 
very  gratifying  results  and  believe  it  should 
be  used  more.  A small  rubber  catheter  is 
inserted  into  the  caecum  after  the  Witzel 
method.  The  sinus  heals  promptly  after 
removal  of  the  catheter. 

POST-OPERATIVE  TREATMENT. 

I come  now  to  what  I think  is  the  most 
important  part  of  the  treatment  of  acute 
peritonitis — post-operative  treatment.  It  is 
not  hard  to  treat  patients  after  the  opera- 
tion, but  it  sometimes  takes  real  courage 
not  to  overtreat  them.  I believe  the  phrase 
coined  by  our  beloved  Woodrow  Wilson, 
“watchful  waiting,’’  should  be  applied  in 
the  treatment  of  these  patients.  I believe 
rest,  both  physiological  and  anatomical,  is 
essential  and  by  this  I mean  rest  of  the 
entire  body  including  the  alimentary  canal. 
To  have  rest  we  must  be  free  of  pain  and 
this  is  best  obtained  by  adequate  doses  of 
morphin,  for  which  there  is  no  substitute, 
at  regular  intervals.  By  the  aid  of  this 
wonderful  drug  the  patient  often  drowses 
away  through  a grave  illness  of  which  he 
is  hardly  aware.  We  are  not  only  protect- 
ing the  patient’s  sensorium  but  diminishing 
the  peristalsis  of  the  intestines  which  I 
think  is  a very  fundamental  principal  in 
the  treatment  of  peritonitis.  This  feature 
I was  never  able  to  appreciate  fully  until 
after  I had  seen  motion  pictures  of  the 
bowel  in  active  peristalsis. 


I give  morphin,  gr.  1/6,  every  four  hours 
for  48  hours  and  then  as  indicated  for 
relief  of  pain.  I do  not  believe  it  predis- 
poses to  ileus  or  that  it  appreciably  affects 
elimination  by  the  kidneys.  Rest  of  the 
alimentary  tract  is  further  obtained  by 
washing  out  the  stomach  at  frequent  in- 
tervals when  the  patient  is  nauseated, 
giving  absolutely  nothing  by  mouth  until 
active  peristalsis  sets  in  (usually  about  the 
third  or  fourth  day),  and  by  abstaining 
from  the  use  of  enemas  or  purgatives.  I 
believe  that  distension  is  a protective 
phenomena,  thus  enabling  the  inflamed 
bowel  and  tissues  to  rest  and  by  crowding 
themselves  close  together  prevent  spread  of 
infection.  To  combat  it,  is  a direct  insult 
to  nature  our  greatest  benefactor.  I have 
had  patients  enter  the  hospital  with  a rup- 
tured appendix  and  peritonitis,  be  operated 
upon,  recover,  and  leave  the  hospital  with- 
out ever  having  had  either  an  enema  or 
laxative.  It  has  been  my  experience  that 
about  the  fourth  day  active  peristalsis  sets 
in  and  the  bowels  move  several  times 
without  aid.  A few  cases  often  develop  a 
diarrhea  at  this  stage  lasting  for  24  hours 
or  more.  If  enemas  are  given  the  bowels 
responds  in  a peevish  and  resentful  way 
and  no  results  are  obtained  that  are 
permanent.  Tympanites  if  anything  is  in- 
creased due  to  this  churning  of  a stagnant 
bowel.  Pituitrin  and  eserin  cannot  be  too 
strongly  condemned  in  these  cases. 

It  has  been  definitely  proven  that  hypo- 
chloremia  and  dehydration  are  important 
factors  in  the  cause  of  death  in  peritonitis 
as  in  obstruction  of  the  bowel.  Most  every- 
one is  familiar  with  the  enlightening  work 
done  by  Haden  and  Orr  in  this  field.  With 
this  in  mind  I attempt  to  give  my  patients 
by  hypodermoclysis  from  3000  to  5000  c.c. 
of  normal  saline  every  24  hours,  the  amount 
varying  with  the  extent  of  vomiting.  If  the 
case  be  protracted,  I use  glucose  intraven- 
ously, as  a food  and  diuretics.  I have  used, 
in  a few  cases,  2 per  cent  sodium  chloride 
in  the  vein,  but  prefer  the  normal  saline  to 
obtain  more  volume  of  water.  I have  dis- 
continued entirely  the  use  of  the  Murphy 
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drip  or  rectal  instillations  as  I believe  they 
add  to  the  patient’s  discomfort,  incite 
peristalsis,  and  are  uncertain  as  to  amount 
retained. 

Enterostomy  in  my  experience  has  been 
unsatisfactory.  However,  I believe  there  are 
definite  cases  with  lower  abdominal  peri- 
tonitis with  obstructive  symptoms  in  which 
good  results  may  be  obtained.  If  it  is  to 
be  used,  we  must  be  brave  and  use  it  early 
before  a complete  paralysis  ensues. 

CONCLUSION. 

The  treatment  of  acute  peritonitis,  in 
brief,  I should  say,  would  be  rest  both 
physiological  and  anatomical,  morphin 
freely,  studious  neglect  of  the  bowels, 
sufficient  sodium  chloride  to  combat  dehy- 
dration and  hypochloremia  enterostomies 
in  selected  cases. 

DISCUSSION. 

Dr.  J.  F.  Armstrong  (Jackson)  : I wish  to  con- 

gratulate Dr.  Kirk  on  his  very  interesting  paper. 
There  is  considerable  diversity  of  opinion  as  to 
the  treatment  of  acute  peritonitis.  These  patients 
come  to  us  with  a condition  of  which  it  is  rather 
hard  to  determine  the  exact  location,  but  as  a 
rule  when  a surgeon  sees  such  a case  he  wants 
to  operate  as  soon  as  possible,  if  the  condition 
of  the  patient  warrants  it.  Delay  in  operation 
in  acute  peritonitis  means  mortality  in  direct  pro- 
portion. As  to  treatment,  I think  if  we  are  lucky 
enough  to  distinguish  a localized  abscess  or  local- 
ized infection,  our  incision  should  be  over  that 
area.  Where  spreading  peritonitis  is  in  evidence, 
a liberal  incision  will  probably  be  in  order.  We 
know  an  abscess  in  the  upper  abdominal  cavity 
is  more  severe  and  more  attended  by  fatality 
than  one  in  the  lower  abdomen.  Some  of  our 
cases  respond  to  watchful  waiting  in  cases  of 
acute  peritonitis,  and  I think  that  is  probably  the 
right  procedure.  They  seem  to  respond  better 
after  they  have  cooled  down.  Treatment  is 
operative  and  should  be  thorough  in  all  respects, 
a generous  incision  and  adequate  drainage.  Post- 
operative treatment  is  just  as  important  as  the 
operation  itself.  They  are  in  desperate  shock. 
Fowler’s  solution,  intravenous  injection  of  normal 
saline,  and  other  stimulation  is  indicated.  I might 
take  issue  with  one  statement  made  by  Dr.  Kirk. 
In  postoperative  distension  of  these  patients,  we 
know  where  there  is  an  area  of  severe  irritation 
of  the  intestines  we  will  have  distension.  If  this 
is  allowed  to  proceed  for  any  length  of  time  we 
get  a semi-permanent  ileus,  and  it  is  my  feeling 
that  if  it  is  allowed  to  continue  too  long  the 


patient  is  desperately  shocked,  and  I feel  that  in 
some  cases  death  may  be  due  to  this  factor.  I 
do  not  see  where  we  can  go  wrong  in  these  cases 
that  are  persistently  distended  if  we  resort  to 
some  minor  method  of  getting  rid  of  as  much 
gas  as  possible,  or  even  resorting  to  enterostomy. 

Dr.  C.  C.  Hightower  (Hattiesburg)  : Dr.  Kirk 

has  so  thoroughly  covered  this  subject  in  accord- 
ance with  the  way  I would  handle  this  condition, 
that  all  I can  do  is  to  comment  on  some  of  his 
points.  I believe  as  he  does  that  the  majority  of 
cases  should  be  operated  upon.  I think  that  is 
the  main  point.  I know  that  Ochsner’s  treatment 
is  recognized  as  being  the  safe  method  to  follow, 
four,  five  or  six  days  after  the  case  has  started. 
I believe,  however,  if  they  are  operated  upon  early 
that  will  do  the  patient  no  harm  and  may  save 
his  life.  Under  Ochsner’s  treatment  the  mortality 
is  16  per  cent.  Dr.  Kirk  says  he  goes  down  over 
the  appendix  and  over  the  point  of  the  peritonitis. 
He  did  not  say  how.  I believe  that  if  you  give 
an  adequate  dose  of  morphin  or  hyoscin,  make 
a very  small  incision  and  get  to  the  site  of  your 
trouble  and  remove  or  occlude  it  or  properly  treat 
it,  you  have  done  the  patient  no  harm  and  stand 
a chance  of  saving  his  life.  This  applies  to  all 
save  the  delayed  cases.  I disagree  with  Dr.  Arm- 
strong, if  I may  be  allowed  to  comment  on  his 
remarks.  He  said  to  make  a large,  liberal  inci- 
sion. I believe  that  is  where  we  get  into  trouble 
and  create  havoc.  The  smallest  possible  incision 
to  reach  the  trouble,  I believe,  is  the  safest.  So 
far  as  drainage  is  concerned,  I believe  in  a rubber 
tube,  not  only  two,  but  a great  number  bunched 
around  all  together,  removing  one  or  two  each 
day  until  in  many  cases  within  three  or  four 
days  you  can  remove  them  all.  This  relieves  the 
pressure  from  swelling  and  reduces  the  large 
cavity,  in  which  you  probably  have  not  taken  a 
single  stitch,  until  it  is  the  size  of  one  tube.  I 
know  I have  saved  several  lives  by  this  method. 

I do  not  think  there  is  anything  we  can  do  when 
the  patient  is  vomiting  and  not  getting  proper 
elimination  except  to  go  in  and  make  a small 
incision,  about  one  inch  long.  The  patient  does 
not  know  what  you  are  doing,  but  put  a tube  in 
there  and  he  gets  relief.  As  to  lavage,  I have 
used  ether  in  preference  to  iodin  or  alcohol  locally. 
Where  you  have  a mass  of  pus  I believe  in  swab- 
bing it  out  with  ether,  and  they  seem  to  do 
well  with  the  procedure. 

Dr.  John  Culley  (Oxford)  : I want  to  congrat- 

ulate Dr.  Kirk  on  his  paper — not  to  criticise.  I 
think  all  his  points  were  well  taken.  I do  want 
to  differ  from  Dr.  Armstrong  in  regard  to  the 
liberal  incision.  Dr.  Kirk  brought  out  the  fact 
that  the  less  damage  you  do,  the  less  sponging, 
the  better  your  patient  gets  along.  If  you  are 
going  to  go  into  that  abdomen  and  find  the  focus 
of  infection,  would  it  not  be  nice  if  you  could  open 
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it,  lay  the  intestines  aside  and  see  what  you  have? 
The  answer  is,  spinal  anesthesia.  With  regard  to 
Dr.  Hightower’s  remarks  about  enterostomy.  I 
have  not  been  so  successful,  but  in  corresponding 
with  Dr.  Ochsner  of  New  Orleans  he  advised  me 
to  try  his  Jutte  tube.  I make  an  opening  into 
the  jejunum.  Most  cases  which  are  badly  dis- 
tended have  fecal  matter  in  the  stomach.  I leave 
the  tube  in  place  and  have  the  nurse  see  that  it 
is  kept  open.  It  is  surprising  how  comfortable 
the  patient  will  be.  I merely  want  to  mention 
this  as  a suggestion  for  the  next  case  of  peritoni- 
tis you  have. 

Dr.  J.  K.  Avent  (Grenada)  : Four  years  ago 

we  were  making  a roentgen-ray  examination  upon 
a patient  in  the  office  after  giving  him  a barium 
meal.  We  made  three  plates,  and  he  called  us 
to  come  down,  and  we  found  he  had  a perforated 
ulcer  of  the  stomach.  We  opened  him  up  and  I 
was  worried  about  the  barium;  I had  never  heard 
of  anything  like  that.  But  I was  taught  to  sew 
them  up,  so  I closed  the  ulcer,  and  did  not  do  a 
gastroenterostomy.  That  man  is  getting  along 
well  today,  without  drainage.  They  had  a case 
in  New  Orleans  of  a stomach  ulcer  in  which 
they  found  there  was  a perforation  in  the  intes- 
tines. They  sewed  him  up  and  he  got  well.  The 
peritoneum  will  take  care  of  a whole  lot  more 
than  we  think.  I believe  most  deaths  are  due 
to  absorption  from  the  intestinal  tract  and  not 
the  fault  of  the  peritoneum.  I cannot  get  good 
results  with  enterostomy.  I open  him  wide.  I find 
the  obstruction  and  turn  it  over  and  put  a hole 
in  it,  and  drain  that  tract  right  there.  Nobody 
but  a fool  would  do  that,  but  I am  getting  good 
results.  I relieve  that  intestinal  obstruction  from 
the  inside,  and  I have  found  that  is  the  satisfac- 
tory method.  If  I should  get  peritonitis  and  you 
could  not  get  me  down  flat,  give  me  a little  pitui- 
trin;  give  me  an  enema.  I do  not  mind.  I do 
believe  when  you  go  into  the  abdomen  you  should 
stop  any  hemorrhage.  That  will  cause  more 
trouble  than  any  infection  that  is  in  there. 

Dr.  E.  H.  Galloway  (Jackson)  : One  thing  I 

do  believe  and  that  is  in  a case  of  peritonitis, 
where  you  know  you  are  going  to  have  abdominal 
distension  the  best  thing  is  an  enterostomy  at 
once.  We  know  that  frequently  we  do  not  get 
results,  but  that  is  because  we  wait  too  long, 
until  the  bowel  is  paralyzed.  About  spinal  anes- 
thesia: if  you  have  an  opening  which  has  drained 
into  the  abdominal  cavity,  from  the  nature  of  the 
thing  you  are  going  to  pour  the  contents  of  the 
intestine  or  stomach  into  the  abdomen.  For  a 
pus  tube,  spinal  is  all  right.  But  a ruptured  ap- 
pendix with  a hole  in  the  intestinal  tract,  where 
the  contents  of  the  bowel  are  poured  into  the 
abdominal  cavity,  is  a different  matter.  I do 
not  believe  in  it.  I am  a great  believer  in  drain- 
age and  in  a fairly  liberal  incision. 


Dr.  V.  D.  Philpot  (Houston)  : I want  to  em- 

phasize the  point  made  by  Dr.  Hightower  in  re- 
gard to  local  anesthesia.  As  we  know,  the  patient 
is  pretty  badly  shocked  especially  if  the  case 
is  far  advanced,  and  you  add  to  that  traumatic 
shock,  to  the  shock  of  infection,  and  the  vitality 
is  that  much  more  lowered.  Regarding  the  size 
of  the  incision,  that  depends  of  course  on  whether 
the  infection  is  generalized  or  localized.  In  local- 
ized peritonitis  we  should  not  make  the  incision 
longer  than  the  abscess,  because  requently  there 
are  a good  many  adhesions  and  we  would  not 
want  to  go  beyond  the  adhesions.  I appreciate 
what  Dr.  Kirk  said  in  regard  to  the  instillation  of 
fluids  in  the  veins  or  muscles.  I think  the  day 
of  the  Murphy  drip  has  passed.  It  may  eliminate 
some  gas  in  the  colon,  however,  and  a slow  drip 
for  some  hours  seems  to  help  in  that  respect.  It 
probably  does  more  harm  than  good,  and  I believe 
instillation  through  the  muscles  or  veins,  of  saline 
or  glucose — possibly  100  grams  a day  of  glucose 
— is  much  more  satisfactory. 

Dr.  A.  Street  (Vicksburg) : I arise  to  defend 

Dr.  Culley  with  regard  to  spinal  anesthesia  fit 
acute  peritonitis.  There  is  no  anesthesia  in  our 
experience  which  is  so  satisfactory.  It  causes  a 
contracture  of  the  intestines,  but  I think  that  is 
rather  favorable.  In  going  into  these  cases  we 
want  the  bowel  to  contract  as  much  as  possible, 
and  even  if  there  is  a little  opening  and  a little 
extra  amount  squeezed  out,  you  are  going  to  open 
right  away  and  the  little  bit  extra  that  is  poured 
out  at  the  site  of  the  leak  will  not  be  enough  to 
amount  to  anything,  and  the  advantage  of  relaxa- 
tion and  contracture  of  the  bowel,  from  my  ex- 
perience, is  wonderful.  With  regard  to  enterost- 
omy. We  have  not  had  any  good  results  as  com- 
pared with  duodenal  drainage.  In  years  gone  by 
enterostomy  was  rather  common  with  us  in  cases 
with  great  distension  of  the  abdomen.  Since  we 
have  used  duodenal  drainage  we  rarely  have  to 
use  enterostomy  where  we  use  continuous  drain- 
age with  the  duodenal  tube,  and  we  believe  this 
has  saved  more  lives  than  any  other  measure 
in  postoperative  treatment. 

Dr.  R.  H.  Foster  (Laurel)  : We  have  more  or 

less  routine  treatment  for  ruptured  appendix.  We 
wash  out  the  stomach  once  or  more,  wash  out 
the  lower  bowel,  then  if  this  does  not  give  relief 
we  give  small  doses  of  calomel,  one-haif  or  one- 
fourth  grain  every  thirty  minutes  until  five  or 
six  doses  are  given,  and  it  is  surprising  how 
quickly  this  gives  relief. 

Dr.  R.  D.  Kirk,  Jr.  (closing)  : I want  to  thank 

the  gentlemen  for  their  liberal  discussions  of  my 
paper.  Ie  felt  sure  there  were  several  points  in 
my  paper  they  would  take  issue  with.  I did  not 
care  to  raise  the  issue  as  to  the  type  of  incision 
and  may  repeat  that  is  perhaps  a personal  whim. 
It  would  be  useless  for  me  to  consume  more  of  your 
time  and  I again  thank  you. 
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CERTAIN  PEDIATRIC  ASPECTS  OF 
SOME  IMPORTANT  SURGICAL 
CONDITIONS  OF  INFANTS.* 

J.  K.  BULLOCK,  M.  D., 

New  Orleans. 

Through  specialization,  medical  knowl- 
edge is  rapidly  expanding  in  all  its 
branches,  and  it  is  the  links  between  the 
various  branches  that  are  apt  to  be  the 
weakest  points.  With  this  thought  in 
mind  it  occurred  to  me  that  I would  like 
to  hear  a discussion  from  the  members  of 
this  Society  on  certain  conditions  in  in- 
fancy that  are  interesting,  both  as  medical 
and  surgical  problems. 

With  new  light  upon  the  normal  physio- 
logic processes  has  come  the  appreciation 
of  the  effect  of  disease  on  these  physiologic 
mechanisms,  and  concerted  efforts  are 
being  directed  toward  measures  which 
tend  to  restore  physiologic  harmony.  In 
infancy  the  delicate  metabolic  mechanisms 
are  more  easily  deranged  with  a resultant 
disturbance  in  the  general  body  function 
than  would  occur  in  an  adult  suffering 
with  a similar  disorder.  In  many  cases 
an  operation  removes  the  cause  of  the  dis- 
turbed physiology,  but  the  result  of  the 
disordered  function  must  be  dealt  with 
postoperatively.  Thus,  in  certain  condi- 
tions there  is  likely  to  be  a disturbance  in 
the  general  metabolism  as  a result  of 
chemical  changes  which  are  brought  about 
by  the  symptoms  of  the  disease.  The 
symptoms : vomiting,  diarrhea,  dehydra- 
tion, oliguria  and  fever  as  usually  seen  in 
the  so-called  intestinal  intoxications  are 
prone  to  cause  some  metabolic  disturbance 
— particularly  so  when  they  are  manifesta- 
tions of  some  focus  of  infection.  The  in- 
fection may  be  primary  or  it  may  be 
superimposed  upon  a condition  of  malnu- 
trition, with  lowered  resistance.  In  either 
instance  medical  treatment  alofie  is  of  no 
value.  In  contrast  to  these  metabolic 
changes  as  a result  of  intestinal  disturb- 
ances due  to  parental  infections,  are  the 

*Read  before  the  Louisiana  State  Pediatric 
Society,  Shreveport,  La.,  April  28,  1930. 


changes  resulting  from  intestinal  disturb- 
ances due  to  mechanical  obstructions.  In 
the  treatment  of  intestinal  obstructions  it 
should  be  remembered  that  while  there  are 
few  cases  in  infants  that  give  as  marked 
disturbances  as  that  resulting  from  high 
obstruction  in  adults,  nevertheless  the 
same  tendencies  are  present  and  call  for 
the  same  general  plan  of  treatment. 

The  general  effects  of  infection  are 
largely  dependent  upon  the  type  of  organ- 
ism and  also  upon  the  age  of  the  indi- 
vidual. Thus  infections  in  the  middle  ear 
and  mastoid  or  nasal  accessory  sinuses  in 
infants  may  lead  to  such  a variety  of  con- 
ditions as  vomiting,  diarrhea,  dehydration, 
oliguria,  fever  and  failure  to  gain  in 
weight.  This  is  in  contrast  to  the  mani- 
festations seen  in  older  children,  viz. : 
heart  disease,  hemorrhagic  nephritis, 
chorea,  asthma  and  malnutrition.  Thus 
we  see  that  in  infancy  the  alterations  in 
the  general  metabolism  is  the  most  dis- 
turbing feature  of  the  condition,  while  in 
older  children  and  adults  the  result  of  a 
focus  of  infection  is  usually  manifested  by 
some  pathological  process  in  some  par- 
ticular organ  or  group  of  organs. 

The  comparatively  recent  reports  by 
Renaud,  Byfield,  Floyd,  Lyman,  Dean,  and 
Marriott  on  certain  types  of  middle  ear 
and  mastoid  infections  represents  the 
swing  of  the  pendulum  to  the  other  side 
in  the  consideration  of  the  etiology  of  gas- 
trointestinal diseases.  Previous  reports 
such  as  that  of  Du  Verney  in  1684,  on 
mastoid  infections  associated  with  gastro- 
intestinal disturbance,  followed  by  Hart- 
man in  1898,  and  Preysing  in  1904,  on 
digestive  disturbances  associated  with  dis- 
ease of  the  middle  ear,  had  been  passed  up 
with  very  little  comment,  but  during  the 
past  few  years  quite  an  unusual  amount  of 
importance  has  been  attached  to  certain 
mastoid  infections  as  a cause  of  intestinal 
intoxication  in  infants. 

Acute  alimentary  intoxication  was  orig- 
inally described  by  German  observers  as 
a clinical  picture  essentially  accompanied 
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by  changes  in  the  water  metabolism  of  the 
child  and  the  events  that  lead  to  this  dis- 
turbance in  the  water  metabolism  may  be 
vomiting  and  diarrhea  that  result  from 
the  ingestion  of  improper  or  infected  food, 
a disturbed  floral  balance  in  the  intestine, 
an  active  invasion  of  the  intestinal  mucosa 
by  pathogenic  organisms  or  any  disturb- 
ance secondary  to  infections  in  other  parts 
of  the  body.  Since  Finkelstein  introduced 
protein  milk,  the  mortality  rate  has  been 
definitely  lowered  in  intestinal  intoxica- 
tions as  well  as  athrepsia.  The  important 
question  here,  is  the  relative  frequency  of 
these  intestinal  disturbances  as  a result  of 
infections  in  general  and  to  mastoid  dis- 
ease in  particular. 

From  a review  of  the  literature  one 
would  gather  that  streptococcal  infections 
of  the  mastoid  antrum,  with  general  sys- 
tematic symptoms  rather  than  local  signs, 
is  a common  syndrome.  The  history  is 
usually  one  of  failure  to  gain  in  weight, 
with  serious  intestinal  symptoms  from  time 
to  time,  and  in  the  severe  cases  marked 
loss  of  weight,  vomiting,  watery  diarrhea, 
a septic  temperature  and  a tendency  to 
acidosis.  Marriott  states  that  infections 
of  the  mastoid  antrum  with  other  organ- 
isms than  the  streptococcus  do  not  give 
rise  to  the  same  general  symptoms  and  he 
suggests  that  it  is  the  streptococcus  toxin 
which  exerts  a specific  action  on  the  capil- 
laries of  the  body  in  general  and  of  the 
intestinal  tract  in  particular  which  results 
in  the  hydrolability  which  is  characteris- 
tic. Alden  reported  that  in  35  cases  of 
subperiosteal  abscess  (mastoid)  occurring 
in  the  course  of  six  years,  the  majority  of 
the  cultures  showed  stalphloccocci  or  non- 
hemolytic streptococci.  On  the  other  hand 
cultures  from  the  ears  of  32  infants  with 
the  other  form  of  mastoiditis  (i.  e.  with 
constitutional  rather  than  local  signs) 
almost  without  exception  showed  hemo- 
lytic streptococci.  This  is  just  one  of  the 
many  evidences  suggesting  bacterial  spe- 
c-ifity  in  each  form  of  the  disease. 


Certain  chemical  changes  in  the  body 
are  brought  about  by  the  infection  through 
vomiting,  diarrhea,  dehydration,  oliguria 
and  fever.  Vomiting  results  in  the  loss  of 
hydrochloric  acid  and  base  chloride  from 
the  body.  There  is  a loss  of  bicarbonate 
and  water  through  intestinal  secretion  and 
diarrheal  stools.  Considerably  less  hydro- 
chloric acid  is  secreted  into  the  stomach 
when  fever  is  present,  therefore  it  is  ex- 
pected that  the  loss  in  the  chloride  content 
of  the  blood  is  not  as  great  when  vomiting 
results  from  infection  as  when  it  results 
from  obstruction.  When  vomiting  results 
from  pyloric  stenosis  and  similar  intes- 
tinal conditions  the  result  is  a loss  of 
hydrochloric  acid,  base  chloride  and  water 
from  the  body.  The  loss  of  hydrochloric 
acid  is  much  greater  than  the  loss  of  base 
chloride  and  leads  to  a retention  of  bicar- 
bonate. The  difference  is  the  vomitus 
resulting  from  infections  and  obstructions 
in  a general  way  accounts  for  the  tendency 
in  the  former  toward  an  acidosis  and  the 
latter  toward  an  alkalosis. 

However,  in  these  cases  of  infections, 
there  are  several  factors  entering  into  the 
production  of  an  acidosis,  viz,  starvation 
from  an  insufficient  intake  of  food,  anhy- 
dremia  through  loss  of  fluids  by  vomiting 
and  diarrhea,  an  excessive  loss  of  base 
from  the  intestines  and  a disturbance  in 
the  carbohydrate  metabolism.  The  anhy- 
dremia  results  in  a diminished  blood 
volume  with  a secondary  diminished  flow 
of  blood  especially  in  the  capillaries  which 
leads  to  a partial  tissue  asphyxia  and  an 
increased  lactic  acid  production.  Acetone 
bodies  are  at  times  increased,  but  never  in 
association  with  an  increased  lactic  acid 
production.  In  cases  of  oliguria  there  is  a 
retention  of  the  acid  phosphate  and  non- 
protein nitrogen  of  the  serum.  However, 
it  is  the  relationship  between  base  and 
chloride  that  is  of  importance  and  when 
the  chloride  increases  proportionately  more 
than  the  base  or  decreases  proportionately 
less,  a chloride  acidosis  results.  When 
bicarbonate  is  seriously  depleted,  increased 
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ventilation  almost,  but  never  quite  brings 
the  hydrogen  ion  concentration  of  the  blood 
back  to  normal.  This  shift  in  the  reaction 
brings  about  certain  changes  in  the  body 
cells  and  eventually  damage  so  great  that 
life  is  no  longer  possible.  Shift  has  shown 
that  a chloride  acidosis  may  develop  in 
dehydrated  infants  without  diarrhea.  In 
these  cases  there  is  a high  base  with  the 
chloride  increased  even  more  than  the 
base. 

As  stated  before  the  results  from  vomit- 
ing due  to  pyloric  stenosis,  is  a loss  of 
hydrochloric  acid,  base  chloride  and  water 
from  the  body.  In  intussusception,  the 
most  frequent  type  of  complete  obstruction 
in  infancy,  or  one  of  its  allied  conditions, 
as  in  volvulus,  there  is  an  associated  toxe- 
mia with'  chemical  changes  in  the  blood, 
viz. : a reduction  in  the  chloride,  a rise  in 
NPN,  and  a tendency  to  alkalosis  as  shown 
by  a rise  in  the  carbon  dioxide  combining 
power  of  the  plasma.  The  causes  of  these 
changes  has  been  ascribed  to  the  repeated 
vomiting  with  a loss  of  hydrochloric  acid. 
This  is  in  contrast  with  the  vomiting  that 
occurs  from  infections,  in  which  the  secre- 
tion from  the  stomach  is  diminished  and 
the  loss  of  hydrochloric  acid  is  slight. 

However,  the  work  of  Haden  and  Orr 
on  experimental  obstruction  in  rabbits  has 
shown  a similar  loss  of  hydrochloric  acid — 
in  animals  that  do  not  vomit.  This  work 
indicates  that  the  chlorides  may  be  a factor 
in  holding  the  toxic  process  in  check.  It  is 
assumed  that  it  acts  as  a protection  either 
by  preventing  protein  destruction  or  by 
neutralizing  the  toxic  product.  The  admin- 
istration of  sodium  chloride  into  the  bowel 
of  dogs  caused  a prolongation  of  life  from 
25  to  28  days.  This  conception,  at  least, 
furnishes  an  explanation  for  the  beneficial 
effects  resulting  from  the  administration 
of  sodium  chloride  and  other  measures  to 
replace  the  chlorides  of  the  blood. 

Conditions  of  alkalosis  have  frequently 
been  overlooked  in  the  past,  and  not  in- 
frequently mistaken  for  acidosis,  leading 
to  alkaline  therapy  which  aggrevates  the 


condition.  Marriott  says  that  the  condi- 
tion of  alkalosis  is  as  common  as  that  of 
acidosis.  Symptoms  suggestive  of  alka- 
losis are:  lassitude,  nausea  and  vomiting, 
and  fever,  with  an  alkaline  urine  and  the 
urinary  ammonia  increased.  In  some 
severe  cases  there  may  be  signs  of  tetany 
or  convulsions,  with  an  irrgular,  shallow, 
respiration.  The  clinical  picture  as  a 
whole  may  resemble  very  closely  a case  of 
insulin  shock.  Mayers  and  Booher  re- 
ported that  there  may  be  an  acid  urine  in 
a condition  of  alkalosis. 

In  any  of  these  conditions  of  infancy 
with  a general  disturbance  of  the  metabol- 
ism that  are  likely  to  require  surgical  in- 
tervention, it  is  of  paramount  importance 
that  the  proper  supportive  treatment  is 
given  preoperatively  while  the  decision  for 
operative  treatment  is  being  arrived  at. 
Even  if  not  manifested  when  first  seen  it 
should  be  borne  in  mind  that  a disturbance 
in  metabolism  with  an  inorganic  salt 
imbalance  is  to  be  expected  as  the  most 
likely  complicating  factor  in  these  cases. 

The  dehydration  must  be  combated  by 
large  amounts  of  fluids.  When  there  are 
no  contra-indications  the  intraperitoneal 
route  is  the  one  of  choice. 

Methods  of  combating  water  loss  should 
not  be  used  only  as  a last  resort,  but 
should  be  employed  before  dehydration  has 
resulted  in  marked  metabolic  changes  and 
in  serious  damage  to  the  kidneys. 

Blackfan  and  Faxcy  first  advocated  in- 
traperitoneal injections  as  a means  of  sup- 
plying the  desired  fluids.  Ringer’s  solu- 
tion and  normal  saline  are  the  fluids  of 
choice  for  intraperitoneal  use.  Sodium 
bicarbonate  has  been  used  with  no  ill 
effects.  Unfortunately  many  undesirable 
results  from  this  method  of  administering 
dextrose  have  been  observed.  These  range 
from  a simple  abdominal  distention  to  a 
rise  in  temperature,  cyanosis  and  weak 
pulse.  Williams  and  Smett  found  that 
dextrose  solutions  rapidly  become  acid  on 
autoclaving  or  on  standing  at  room  tern- 
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perature.  When  solutions  of  higher  or 
lower  hydrogen  ion  concentration  are  in- 
troduced into  the  circulation  the  normal 
buffer  substances  of  the  blood  serve  to  cor- 
rect the  faulty  reaction  and  thus  protect 
the  body  against  injury.  If  the  solution 
is  received  in  a greater  amount  than  the 
blood  can  buffer,  or  at  a rate  in  excess  of 
the  capacity  of  the  blood  to  neutralize  it, 
then  a severe  reaction  or  death  follows. 
The  method  of  Sandford  and  Heitmeyer, 
however,  obviates  this  objectionable  feat- 
ure. They  sterilized  the  dextrose  in  the 
dry  state  before  adding  distilled  water, 
and  used  the  solution  soon  after  prepara- 
tion. A 4.7  per  cent  solution  of  glucose  is 
isotonic  and  concentrations  of  more  than 
5 per  cent  are  not  readily  absorbed  from 
the  peritoneal  cavity.  This  relatively  sim- 
ple method  of  intraperitoneal  injection, 
however,  has  definite  limitations.  It  is 
contraindicated  in  preoperative  and  post- 
operative abdominal  conditions  and  many 
other  pathological  states  of  the  abdominal 
cavity  and  its  contents.  Intramuscular 
injection  of  fluids  is  the  most  commonly 
used  and  the  one  most  often  available.  The 
location  of  choice  and  the  one  particularly 
desirable  for  dextrose  solutions  is  the  lat- 
eral or  anterolateral  portion  of  the  thigh. 
This  location  is  free  of  important  vessels 
and  nerves  and  the  tissues  are  loose  and 
take  up  fluids  rapidly,  amounts  of  from 
30  to  40  c.c.  being  absorbed  in  about  an 
hour.  As  a routine  procedure  it  is  best  to 
use  both  saline  and  glucose.  A 5 per  cent 
solution  of  glucose  in  saline,  given  by 
hypodermoclysis,  is  a very  desirable 
method  when  there  is  no  urgent  demand 
for  large  amounts  of  fluids. 

The  preoperative  and  postoperative 
treatment  of  obstructions  such  as  intus- 
susception, consists  in  the  free  use  of 
saline,  as  Haden  and  Orr  have  shown  that 
other  inorganic  salts  such  as  ammonium 
chloride,  potassium  chloride,  calcium  chlo- 
ride and  magnesium  chloride  do  not  pre- 


vent the  fall  in  chlorides  and  the  rise  in 
NPN,  as  does  the  administration  of  sodium 
chloride. 

In  cases  of  parental  infections,  particu- 
larly the  middle  ear  and  mastoid,  the  medi- 
cal treatment  consists  in  giving  a proper 
diet  including  a high  vitamine  content, 
the  administration  of  large  amounts  of 
fluids,  blood  transfusions,  and  ultra-violet 
light  therapy.  Mariott  states  that  in  some 
cases  of  otitis,  a myringotomy  may  have 
to  be  repeated  several  times.  If  the  infant 
does  not  improve,  or  if  in  very  bad  condi- 
tion when  first  seen,  it  may  be  better  to 
open  the  mastoid  immediately.  The  opera- 
tive procedure  consists  of  a postauricular 
drainage,  which  is  very  simple  compared 
to  the  more  extensive  mastoidectomy  re- 
quired in  older  children.  Most  of  these 
infants  are  in  very  bad  condition  when 
first  seen  and  many  of  them  have  a coinci- 
dent upper  respiratory  infection,  which  is 
a contraindication  to  general  anesthesia. 

Blood  transfusion  is  indicated  in  many 
of  the  severe  cases.  It  builds  up  the  blood 
content,  supplies  fresh  anti-  bodies,  and  the 
necessary  blood  salts  and  hemoglobin.  The 
plasma  acts  as  a buffer  and  the  red  cells 
take  up  a certain  amount  of  carbonic  acid. 

Glucose  should  be  given  intra-muscularly 
in  10  to  15  per  cent  solution.  In  cases 
with  non-diabetic  ketosis  that  do  not  re- 
spond to  the  glucose  and  where  the  glucose 
is  being  thrown  off  by  the  kidneys,  indi- 
cating that  the  organism  is  unable  to  uti- 
lize it,  insulin  should  be  added  in  amounts 
of  15  units  to  each  100  c.c.  of  glucose.  I 
cannot  see  the  necessity  of  using  the  peri- 
toneal cavity  for  glucose,  as  equal  amounts 
can  be  given  intra-muscularly,  while  the 
peritoneal  cavity  is  being  used  for  some- 
thing else. 

Hartmann  has  shown  that  the  adminis- 
tration of  saline  when  diarrhea  and  oli- 
guria persist  is  contraindicated  because 
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there  is  a tendency  toward  retention  of 
chloride.  The  effect  of  such  administra- 
tion may  be  to  increase  the  degree  of 
acidosis  and  to  prevent  the  restoration  of 
a normal  acid-base  equilibrium.  Schoen- 
thal  has  experimentally  produced  symp- 
toms characteristic  of  intestinal  intoxica- 
tion by  the  administration  of  sodium 
chloride.  Sodium  bicarbonate  by  mouth, 
intramuscularly  or  intravenously  should 
be  given,  but  only  in  small  amounts.  Large 
amounts  have  an  effect  of  disturbing  the 
balance  between  the  sodium,  calcium  and 
magnesium  ions  in  the  blood,  or  producing 
too  much  alkali  causing  symptoms  of  alka- 
losis. Howland  found  that  the  simplest 
indication  of  sufficient  alkali  administra- 
tion was  a shift  in  the  urinary  reaction  to 
normal.  The  following  simple  test  may  be 
used:  One  drop  of  cresol  purple  is  added 

to  a fresh  specimen  of  urine.  If  the  color 
remains  green  more  alkali  is  needed.  If 
it  changes  to  any  shade  of  purple  or  red, 
a sufficient  amount  of  alkali  has  been 
given.  The  urinary  reaction  is  used  only 
when  it  is  not  feasible  to  make  laboratory 
tests  for  the  alveolar  carbon  dioxide  ten- 
sion or  the  carbon  dioxide  combining 
power  of  the  plasma.  The  total  amount 
of  bicarbonate  in  the  body  is  approxi- 
mately 2 gm.  per  kilo  of  body  weight,  and 
if  by  one  of  these  methods,  it  is  found  to 
be  reduced,  say  one-half,  then  one  gm.  per 
kilo  would  be  needed  to  restore  normal 
conditions.  When  the  sodium  solution  is 
given  intravenously,  a 4 per  cent  solution 
in  amounts  varying,  according  to  indica- 
tions, from  15  to  20  c.c.  per  kilo  of  body 
weight.  This  is  to  be  adiminstered  slowly 
several  times  in  24  hours.  To  prepare  the 
solution,  the  soda  is  added  to  freshly  dis- 
tilled and  sterile  water.  No  further  ster- 
ilization is  needed. 


Food  is  the  most  important  therapy 
after  the  initial  symptoms  are  relieved. 
After  a short  period  of  rest,  from  6 to  8 
hours,  cereal  gruels  sweetened  with  mal- 
trose-dextrin  compounds  should  be  given. 
Cow’s  milk  is  contra-indicated  due  to  its 
high  buffer  action  unless  acid  is  added  to 
it  in  order  to  neutralize  the  buffer  solution 
sufficiently  so  the  small  amount  of  acid  in 
the  stomach  will  be  able  to  have  its  full 
action. 

The  fever  causes  a decreased  secretion 
of  hydrochloric  acid  into  the  stomach,  and 
this  insufficient  buffer  allows  contents  into 
the  duodenum  which  are  not  sufficient  to 
counteract  the  alkaline  juices  from  the 
intestinal  mucosa,  pancreas  and  liver.  The 
intestinal  flora  is  changed  when  the  con- 
tents become  alkaline,  and  becomes  simi- 
lar to  that  of  the  lower  bowel.  Of  course 
this  is  a contributing  factor  to  the  diarrhea 
in  these  cases  and  the  intestinal  flora  must 
be  restored  to  normal  by  the  proper  food. 
Of  the  various  acid  milks  being  used,  lac- 
tic add  and  citric  acid  milks  seem  to  be 
of  most  value.  These  organic  acids,  when 
given  in  small  amounts,  are  completely 
oxidized,  leaving  the  inorganic  bases  to 
correct  the  acidotic  condition.  Lemon 
juice  milk  not  only  furnishes  the  necessary 
acid,  but  also  a certain  vitamine  content 
that  is  so  important  for  infants  follow- 
ing severe  illnesses. 

There  seems  to  be  quite  sufficient  evi- 
dence of  the  not  infrequent  occurrence  of 
such  parental  disturbances  as  has  just 
been  discussed,  however,  the  mere  autopsy 
or  biopsy  findings  of  pathogenic  organisms 
in  the  mastoid  does  not  warrant  the  as- 
sumption of  infection.  The  presence  of 
these  organisms  might  be  accounted  for 
by  the  relative  patency  of  the  eustachion 
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tube  and  the  adenoid  tissue  surrounding  it. 
Even  though  there  is  some  active  infec- 
tion, a too  rapid  surgical  procedure  might 
be  unnecessary  in  some  cases  that  would 
have  subsided  spontaneously.  However, 
there  have  been  certain  advocates  of  the 
indiscriminate  opening  of  mastoid  and 
middle  ear  cavities  on  gastro-intestinal 
symptoms  alone.  The  mastoid  antrum  of 
infants  normally  contains  a yellow,  gela- 
tinous, embryonic  tissue  that  should  serve 
purposes  other  than  that  of  being  mis- 
taken for  pus. 
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PROTEIN  THERAPY  IN 
OPHTHALMOLOGY.* 

A.  G.  WILDE,  M.  D., 

Jackson,  Miss. 

A few  years  ago  while  summarizing  re- 
cent work  in  ophthalmology,  a professor  in 
one  of  our  state  universities  thus  introduced 
the  subject:  “There  has  been  little  added 

to  the  treatment  of  gonorrheal  infection  of 
the  eye  in  the  past  twenty  years  that  jus- 
tifies any  definite  assurance  of  good  results 
in  any  case.  The  general  statistics  follow- 
ing this  infection  show  blindness  in  over 
ninety  per  cent.  Its  normal  course  with  the 
present  applied  therapy  covers  so  long  a 
period,  that  the  corneal  epithelium  is  irre- 
parably damaged  and  followed  invariably 
by  scar  formation  and  opacity,  or  loss  of 
the  entirely  eye-ball.” 

Those  of  us  who  were  engaged  in 
ophthalmology  at  the  time,  undoubtedly 
recall  how  true  was  this  pessimistic  pic- 
ture, and  it  is  still  true  if  reliance  is  placed 
only  upon  those  agents  of  local  application 
that  have  been  our  chief  aids  for  the  past 
quarter  century.  Fortunately,  we  now  have 
at  our  command  one  of  rapid  and  almost 
certain  action,  that  when  properly  used 
within  the  early  course  of  the  infection, 
changes  this  dreaded  condition  of  gonor- 
rheal conjunctivitis  into  a relatively  simple 
inflammatory  process.  By  this  means  the 
duration  of  the  disease  is  cut  short,  it  is 
essentially  lacking  in  the  violence  we 
formerly  saw,  and  practically  devoid  of 
distressing  sequella.  I refer  to  the  action 
of  non-specific  protein  injections,  especially 
that  of  milk. 

A large  amount  of  both  clinical  and  ex- 
perimental work  has  been  done  in  ophthal- 
mology during  the  past  ten  year  in  an  effort 
to  determine  the  exact  status  of  this  non- 
specific protein  therapy.  A great  variety 
of  agents  have  been  investigated,  such  as 


*Read  before  the  Section  on  Eye,  Ear,  Nose 
and  Throat  at  the  Sixty-third  Annual  Session  of 
the  Mississippi  State  Medical  Association,  Vicks- 
burg', May  14,  1930. 
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serums,  either  plain  or  containing  various 
anti-substances,  blood  from  the  individual 
or  others,  proteins  of  different  types 
and  sources,  protein  split  products,  cro- 
talin,  milk  from  different  kinds  of  animals, 
enzymes,  tissue  and  bacterial  extracts, 
vaccines,  colloidal  metals,  complex  organic 
acids  and  even  turpentine.  The  effects  of 
these  naturally  varied  considerably,  and  few 
advanced  beyond  the  experimental  stage. 
The  three  that  survived,  and  have  become 
generally  recognized,  are  typhoid  vaccine, 
horse  serum  and  milk. 

Many  theories  have  been  called  into 
being  to  explain  the  action  on  the  body  of 
these  foreign  proteins,  they  being  chiefly: 
1.  That  such  injections  may  stimulate  the 
body  cells  to  produce  anti-substances,  thus 
mobilizing  the  various  defenses  which  we 
are  capable  of  calling  to  our  aid.  2.  There 
may  be  a reduction  in  the  virulence  of  the 
infecting  organism  due  to  the  increased 
temperature  which  the  body  has  assumed 
by  the  development  of  fever.  3.  There 
seems  to  be  increased  permeality  of  capil- 
laries; i.  e.,  a lymphogogic  action,  that 
allows  more  antibodies  to  come  into  contact 
with  the  invading  organism.  4.  There  is 
certainly  a well  marked  leukocytosis,  which 
in  itself  is  capable  of  adding  no  small 
amount  to  the  body  defenses.  Whatever 
protein  is  used,  the  general  affects  are  the 
same,  they  all  being  the  phenomena  of  col- 
liodal  action,  with  which  we  are  just  becom- 
ing acquainted. 

C.  Y.  Ling,  reporting  in  the  Archives  of 
Internal  Medicine  for  May,  1925,  found  that 
peripheral  leukocytosis  is  highest  after  milk 
injections,  and  next  after  typhoid  vaccine. 
Also  that  there  is  a persistent  lymphocytosis 
after  injections  of  crotalin  or  distilled 
water,  and  a persistent  eosinophilia  in  those 
given  peptone  solutions.  Such  studies  may 
eventually  lead  to  greater  precision  in  the 
choice  of  the  most  effective  protein  to  be 
employed. 

The  undeniable  clinical  results  of  protein 
injections  seen  in  certain  infections  of  the 
eye  during  the  past  fifteen  years,  can  no 


longer  be  swept  aside  by  theoretic  concep- 
tions of  specific  therapy.  These  injections 
have  been  employed  in  addition  to  the 
various  agents  formerly  found  of  benefit, 
and  the  combination  enhances  the  result, 
and  controls  the  objective  manifestations  of 
disease  to  a remarkable  degree.  Following 
their  use  there  is  an  abrupt  relief  of  pain, 
with  subsiding  irritation  of  the  conjunc- 
tiva and  iris,  a lessening  of  discharge  with 
rapid  clearing  away  of  ulcer  debris,  and 
early  appearance  of  the  process  of  repair. 
These  injections  are  not  relied  upon  to  com- 
bat the  infection  alone,  and  no  claim  is  made 
for  then  as  direct  germicides. 

These  therapeutic  effects  of  protein  in- 
jections are  undoubtedly  produced  by  an 
altered  reaction  of  the  entire  body,  rather 
than  by  directly  influencing  the  invading 
organism.  This  reaction  is  manifested  by 
a feeling  of  malaise  that  appears  within 
three  hours  after  the  introduction  of  the 
protein,  followed  by  a rigor,  with  rise  of 
temperature,  sweating  and  leukocytosis. 

It  was  early  recognized  that  only  those 
proteins  are  effective  therapeutically,  that 
are  capable  of  producing  this  reaction  of 
systemic  shock,  and  with  this  in  view,  the 
dose  must  be  sufficient  to  bring  it  about.  It 
is  strange  therefore  that  certain  manufac- 
turers persist  in  putting  forth  claims  of 
superiority  for  their  product,  on  account  of 
the  absence  of  reaction  following  its  use. 
In  endeavoring  to  isolate  such  an  agent  they 
miss  the  point  entirely,  and  by  stating  that 
the  general  reaction  is  absent,  they  demon- 
strate the  practical  uselessness  of  their 
preparation. 

Protein  therapy  has  not  advanced  as 
rapidly  in  other  branches  of  medicine  as  in 
.ophthalmology,  largely  because  it  conflicts 
with  our  preconceived  ideas  regarding  bac- 
terial actions  on  the  body,  and  the  specific 
type  of  reaction  necessary  to  overcome 
them.  Also  it  has  been  difficult  to  demon- 
strate on  animals  experimentally.  Never- 
theless it  stands  today  one  of  the  most 
potent  agents  at  our  command  in  the 
treatment  of  certain  acute  types  of  eye  in- 
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fections,  and  the  clinical  evidences  of  its 
efficiency  are  beyond  question. 

While  protein  injections  have  been  more 
largely  employed  in  diseases  of  the  eye,  it 
is  inconceivable  that  their  usefulness  is  thus 
limited.  The  reaction  produced  is  of  a 
definite  type,  and  where  a speedy  increase 
is  needed  in  the  defenses  of  the  body  against 
any  form  of  acute  infection,  their  use  should 
be  considered.  Intravenous  injections  of 
proteins,  which  have  been  found  of  value  in 
some  types  of  arthritis,  have  not  had  gen- 
eral adoption  on  account  of  the  rapid  onset 
and  severity  of  their  reactions.  Although 
they  have  been  credited  with  lighting  up  a 
quiescent  tubercular  focus,  this  unfortunate 
result  has  never  been  actually  demonstrated, 
and  it  was  probably  a mere  coincidence. 

Intramuscular  injections  of  milk  were  in- 
troduced by  Schmidt  and  Saxl  in  1915.  This 
form  of  protein  was  selected  because  it  is 
readily  available  in  any  amount  and  in  any 
place,  it  is  cheap,  and  its  composition  is 
fairly  constant.  After  being  brought  to 
general  notice  it  was  taken  up  and  widely 
employed  in  the  treatment  of  every  disorder 
to  which  the  eye  is  liable.  It  was  quickly 
demonstrated  to  fall  short  of  being  a pan- 
acea, and  its  beneficial  effects  were  found 
to  be  practically  limited  to  the  acute  inflam- 
matory conditions  of  the  anterior  segment. 
Austrian  and  German  workers  have  been 
enthusiastic  in  its  use  for  the  past  ten  years, 
especially  since  Lindner  reported  that  no 
organisms  could  be  demonstrated  in  a 
gonorrheal  infected  conjunctiva  thirty-six 
hours  after  beginning  milk  injections. 

In  explaining  how  milk  benefits  these 
conditions,  it  is  believed  the  febrile  re- 
actions are  due  to  two  main  factors: 
1.  Dead  bacterial  proteins;  2,  soluble  sub- 
stances produced  by  the  action  of  bacteria 
on  the  milk.  That  the  bacterial  count  is  of 
prime  importance,  is  shown  by  the  fact  that 
sterile  milk  has  little  or  no  therapeutic 
value.  While  always  using  milk  of  high 
bacterial  count,  I have  never  allowed  it  to 
become  actually  curdled,  although  probably 


the  only  disadvantage  of  this  would  be  in 
the  needle  becoming  clogged. 

In  the  presence  of  acute  infections  of  the 
eye,  the  first  effect  of  milk  injection  is  the 
cessation  of  pain  and  photophobia.  Edema 
of  the  lids  and  chemosis  of  the  conjunctiva 
lessen  markedly.  That  this  is  due  to  the 
general  and  not  local  reaction,  is  shown  by 
the  fact  that  sub-conjunctival  injections  of 
milk  are  without  value.  This  would  be  ex- 
pected, as  the  volume  thus  introduced  is  so 
small  it  could  cause  little  or  no  general 
effects.  It  is  thus  devoid  of  therapeutic 
benefits. 

Not  only  has  the  efficacy  of  these  protein 
injections  been  found  limited  to  acute  con- 
ditions, but  to  the  acute  conditions  of  the 
anterior  segment,  i.  e.,  from  the  ciliary  body 
forward.  This  distinction  is  probably  due 
to  differences  in  blood  supply.  That  of  the 
anterior  segment  is  abundant,  while  that  of 
the  posterior  is  relatively  small.  Whatever 
anti-substances  are  called  into  the  circula- 
tion would  thus  be  concentrated  in  the 
anterior  portions  of  the  globe.  Within  the 
vitreous  there  is  no  active  circulation.  Also- 
protein  injections  have  been  found  to  pro- 
duce no  effect  on  infections  of  the  vitreous. 

The  organisms  most  susceptible  to 
the  use  of  milk  are  the  staphylococcus 
aureus,  the  pneumococcus,  and  especially 
the  gonococcus.  We  therefore  use  milk  in- 
tramuscularly in  all  gonorrheal  infections 
of  the  eye,  in  corneal  ulcers  of  whatever 
type,  in  acute  iritis  of  whatever  cause,  in 
perforating  wounds  of  the  anterior  segment 
either  in  the  presence  of  infection,  or  where 
the  development  of  infection  is  deemed 
liable.  While  pemphigus  of  the  conjunctiva 
is  exceedingly  rare,  in  one  case,  milk  injec- 
tions during  its  acute  exacerbations,  cleared 
the  corneal  infiltrations  and  relieved  the 
distressing  irritation  to  a remarkable  de- 
gree. For  some  unknown  reason,  these 
beneficial  effects  on  the  conjunctiva  are  not 
seen  in  trachoma,  although  in  trachomatous 
ulceration  of  the  cornea,  which  is  probably 
due  to  super-added  infection,  they  are  of 
distinct  benefit. 
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This  antibacterial  reaction  is  taken 
advantage  of  when  necessary  to  operate 
upon  an  eye  in  the  presence  of  obvious  in- 
fection, or  where  infection  is  feared.  The 
injection  is  first  made,  and  the  operation  is 
then  completed.  Four  to  six  hours  later 
the  infection  should  become  manifest.  But 
this  is  just  the  time  the  body  resistance  is 
at  its  highest,  and  infection  does  not  occur. 
We  are  thus  enabled  to  operate  with  com- 
parative safety,  and  largely  irrespective  of 
the  condition  of  the  eyes.  To  attempt  oper- 
ation without  this  prophylactic  injection, 
would  render  the  eye  liable  to  infection. 
By  this  means  we  are  saving  eyes  today  in 
spite  of  severe  infections  or  injuries,  where 
formerly  they  were  either  lost  entirely  or 
became  so  profoundly  disorganized  as  to  be 
of  limited  functional  use. 

Dr.  Verhoeff  reported  that  sympathetic 
ophthalmia,  for  which  up  to  the  present  we 
have  no  effective  treatment,  seems  to  yield 
to  massive  doses  of  foreign  protein  in  the 
form  of  horse  serum  continued  over  several 
weeks.  Also  interstitial  keratitis,  although 
probably  syphilic  in  origin  is  not  influenced 
by  antisyphilitic  treatment,  has  been  found 
to  clear  in  about  half  the  usual  time,  when 
it  is  combined  with  some  form  of  protein 
injection. 

The  most  direct  agents  calling  forth  the 
defenses  of  the  body  are  undoubtedly  the 
bacterial  proteins  contained  in  the  milk. 
With  a low  bacterial  count,  it  is  only 
slightly  effective.  The  milk  itself  is  thus 
but  the  medium  for  growing  its  bacterial 
contamination,  and  probably  enters  into  the 
reaction  only  in  a minor  way. 

The  method  I have  habitually  employed, 
is  to  pour  off  the  cream  from  a pint  of  raw 
milk,  and  empty  about  30  c.c.  into  a small 
flask.  While  this  is  much  more  than  will 
be  used,  allowance  must  be  made  for  some 
evaporation.  This  is  incubated  or  allowed 
to  sit  on  a warm  radiator  for  about  four 
hours,  in  order  that  its  bacteria  count  will 
mount  rapidly.  It  must  be  kept  warm,  but 
not  hot. 


By  experience  I have  found  that  the 
patient  should  attain  a temperature  of 
about  103  degrees  in  order  to  derive  the 
maximum  effects.  This  will  usually  be 
produced  by  the  injection  of  1 c.c.  for  each 
6 kilos,  or  fifteen  pounds  of  body  weight. 
Mixing  systems  of  weights  is  not  generally 
regarded  with  favor,  but  the  formula  of 
1 c.c.  to  each  15  pounds,  is  easily  remem- 
bered. However  I have  never  given  over 
12  c.c.,  and  seldom  exceed  10  c.c. 

After  sufficient  incubation,  the  flask  is 
placed  in  boiling  salt  water,  and  watched 
until  the  milk  itself  begins  to  boil.  This  is 
continued  three  minutes,  when  a portion  is 
poured  off  into  a sterile  medicine  glass, 
from  which  the  syringe  can  be  readily 
filled.  Of  course  this  three  minute  boiling 
will  not  kill  spore  bearers,  but  in  the  many 
injections  I have  given  and  seen  given, 
there  was  never  any  sign  of  abscess  forma- 
tion, and  in  only  one  did  symptoms  of 
anaphylaxis  arise.  The  needle  is  quickly 
plunged  into  the  gluteus,  and  allowed  to 
remain  sufficiently  to  see  that  no  vein  has 
been  entered.  The  injection  is  then  made 
very  slowly. 

The  typical  reaction  appears  within 
three  to  five  hours,  and  is  usually  gone 
after  ten.  If  the  temperature  has  reached 
103  degrees  or  thereabouts,  the  effect  on 
the  eye  is  very  evident.  If  the  first  injec- 
tion does  not  produce  sufficient  reaction,  it 
can  be  repeated  the  next  day,  or  even  the 
third  may  be  given.  It  is  seldom  necessary 
to  give  over  three.  At  the  same  time  local 
applications  are  vigorously  pushed.  Local 
soreness  in  the  gluteus  is  usually  gone  after 
forty-eight  hours. 

Our  local  treatment  of  these  anterior  in- 
flammations of  the  eye  has  not  changed 
materially  for  the  past  twenty  years.  Now, 
however,  conditions  that  were  formerly 
looked  upon  with  dread,  can  be  quickly 
and  efficiently  handled.  The  only  change  in 
our  method  of  attack,  is  the  addition  of 
protein  injections.  Just  how  these  produce 
their  striking  results,  the  laboratory  work- 
ers will  eventually  explain. 


90 


Wilde — Protein  Therapy  in  Ophthalmology 


DISCUSSION. 

Dr.  M.  H.  Bell  (Vicksburg)  : My  experience 

with  the  use  of  protein  therapy  is  practically 
limited  to  pneumococcus  ulcers  of  the  cornea. 
Quite  a number  of  years  ago  Dr.  Ellett  was  kind 
enough  to  bring  that  over  from  France  and  put 
me  on  to  it,  and  following  the  beginning  of  that 
therapy  I lost  most  of  my  dread  of  the  pneumococ- 
cus. Up  to  that  time  when  I had  the  misfortune 
to  have  to  treat  a patient,  they  were  always 
told  that  the  eye  was  gone  when  the  diagnosis 
was  made,  and  it  usually  followed  true  to  form. 
At  that  time  we  used  the  diphtheritic  serum.  The 
other  serums  had  not  developed  as  they  have  now, 
but  it  is  helpful  and  enables  you  to  save  the 
eye  with  a useful  cornea  in  most  cases.  I have 
not  used  it  in  gonorrheal  conjunctivitis,  because 
I have  not  seen  a case  in  my  practice  in  six 
or  eight  years,  and  I hope  I never  see  another 
case  to  have  to  treat. 

Dr.  L.  S.  Gaudet  (Natchez) : I appreciate 

very  much  the  privilege  extended  to  me  to  discuss 
this  excellent  paper  by  the  learned  ophthalmolo- 
gist. 

Some  parts  I disagree  with  and  other  parts  I 
agree  with  him.  I believe  that  Dr.  Wilde  when 
he  states  that  this  dreaded  gonorrheal  conjunc- 
tivitis is  changed  into  a relatively  simple  inflam- 
matory process  might  create  a somewhat  false 
impression.  I do  not  agree  with  him  on  this  as 
potentially  this  type  of  infection  is  the  most  seri- 
ous of  all  eye  infections  causing  more  blindness 
than  any  other  type  of  disease  that  can  befall 
the  eye,  with  a grave  prognosis  regardless  of  any 
treatment  that  can  be  used. 

All  cases  of  Neisser  infection  of  the  eye  de- 
mand the  most  vigorous  local  and  systemic  treat- 
ment that  the  oculist  can  administer. 

I do  agree  with  Dr.  Wilde  that  very  few  pro- 
teins have  stood  the  test  of  time  in  increasing 
leukocytosis,  and  that  milk  does  stand  foremost, 
because  of  better  results  obtained,  easy  to  pro- 
cure, easy  to  prepare,  easy  to  use  and  last  but 
not  least,  very  inexpensive  which  is  important,  too. 

The  theories  of  action  of  protein  injections  to 
raise  body  resistance  as  outlined,  I believe  has 
been  accepted  by  most  ophthalmologists. 

In  regard  to  operation  in  the  presence  of  an 
obvious  infection,  or  where  infection  is  feared, 
I would  like  to  ask  the  author  to  enlighten  me  by 
informing  me  if  he  does  a lens  extraction  under 
similar  conditions,  by  preceding  the  operation  by 
protein  therapy,  and  if  so,  what  results  he  has 
obtained. 

Dr.  W.  S.  Sims  (Jackson)  : I believe  Dr.  Wilde 

omitted  one  thing  that  we  might  mention,  namely, 
if  you  fail  to  get  the  desired  reaction  with  one 
protein,  try  another  such  as  diphtheria  antitoxin, 


or  typhoid  vaccine.  I had  never  thought  well 
of  this  protein  therapy  until  recently,  but  some 
practical  demonstrations  have  converted  me  thor- 
oughly to  its  usefulness.  As  Dr.  Wilde  says,  it 
is  not  a cure-all,  but  for  any  form  of  acute  infec- 
tion of  the  anterior  portions  of  the  eye,  it  is 
certainly  very  effective. 

Quite  recently  a middle  aged  lady  had  a very 
virulent  intraocular  infection  following  an  opera- 
tion. We  don’t  like  to  acknowledge  these  things, 
but  that  is  true.  For  the  first  three  days  the 
eyes  had  been  very  promising,  but  on  the  fourth 
I found  the  eye  quite  reddened,  and  the  patient 
suffering  considerable  pain.  I knew  the  devil  was 
to  pay,  and  immediately  put  her  on  the  usual 
treatments  for  conditions  of  that  kind  and  sever- 
ity. As  the  eye  grew  steadily  worse,  I asked  Dr. 
Wilde  to  see  that  case  with  me,  which  he  kindly 
did,  and  he  suggested  milk  injections.  The  im- 
provement we  obtained  was  simply  remarkable. 
Within  twenty-four  hours  there  was  little  pain, 
and  the  eye  has  since  improved  steadily.  I am 
just  as  sure  that  the  milk  injections  saved  that 
lady’s  eye,  as  I am  that  I am  standing  here.  It 
also  saved  me,  as  it  is  a very  serious  thing  for 
an  oculist  to  lose  an  eye. 

Heretofore  authorities  seem  to  have  been  divid- 
ed on  this  subject  of  protein  therapy,  but  after 
demonstrations  of  this  kind  I am  now  thoroughly 
converted  to  its  use. 

Dr.  E.  C.  Ellett  (Memphis) : My  first  knowl- 

edge of  the  use  of  a foreign  protein  in  ophthal- 
mology was  in  1910  or  1913,  when  one  of  the 
men  at  the  Rothschild  Foundation  in  Paris  was 
using  diphtheria  antoxin  in  pneumococcus  ulcers 
of  the  cornea  empirically.  I think  we  are  still 
using  it  empirically,  but  on  at  least  a more  accu- 
rate, if  not  a more  scientific  basis. 

All  that  Dr.  Wilde  has  to  say  about  the  good 
effect  of  this  treatment  is  certainly  in  accord 
with  my  own  experience.  It  is  perfectly  marvel- 
ous what  can  be  done  in  certain  cases  that  we 
formerly  looked  upon  with  great  dread. 

I was  interested  in  hearing  what  he  had  to  say 
about  the  proprietary  proteins.  My  experience 
with  the  proprietary  proteins  such  as  Lactogen 
and  others,  is  that  this  is  the  least  efficient  form. 
Typhoid  vaccines  and  diphtheria  antitoxins  are 
always  available,  and  seem  to  me  to  be  very 
effective,  especially  if  they  are  given  into  the 
vein,  but  we  use  milk  more  than  anything  else. 
The  method  of  preparation  that  Dr.  Wilde  has 
spoken  of  is  about  what  they  are  using  in  Vienna, 
except  that  I do  not  think  they  bring  the  milk 
to  a boil,  which  I understood  Dr.  Wilde  to  say  he 
did.  It  is  more  of  a pasteurization.  With  the 
milk  in  a double  walled  container  they  bring  it 
to  a high  temperature,  but  short  of  boiling.  They 
think  that  will  take  care  of  any  bacteria,  with  the 
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exception  of  tetanus,  but  they  rely  on  the  state 
inspection  of  the  milk  for  protection  against 
tetanus,  and  so  far  they  have  had  no  trouble  from 
that  source.  I think  in  addition  to  the  effect  on 
disease  of  the  anterior  segment,  which  is  so 
easily  seen,  that  we  can  get  the  effect  in  case 
of  deeper  seated  trouble  like  choroiditis,  but  the 
effect  is  most  apparent  where  you  can  see  the 
changes,  particularly  the  way  in  which  an  anterior 
chamber  exudate  will  clear  up  under  the  influ- 
ence of  this  treatment  right  away. 

I seem  to  have  lost  my  reputation  in  gonorrheal 
ophthalmia,  at  any  rate  to  my  great  delight,  they 
do  not  come  to  me  any  more  and  I have  not 
treated  a case  for  a good  while.  I say,  “Amen,” 
to  Dr.  Bell’s  sentiment,  and  I hope  I never  will 
again  see  any.  We  have  an  isolation  hospital  in 
Memphis  and  they  take  these  cases,  but  I do  not 
know  whether  they  use  foreign  protein  with  them 
or  not.  A good  many  of  their  cases  are  ophthal- 
mia neonatorum.  I would  like  to  ask  Dr.  Wilde 
if  he  would  give  this  treatment  to  a new  born 
baby. 

Dr.  E.  E.  Benoist  (Natchez)  : I am  not  an 

eye,  ear,  nose  and  throat  man,  and  I am  not  going 
to  take  up  a lot  of  time  talking  about  something 
I do  not  know  much  about,  but  we,  who  do  general 
practice,  have  very  similar  problems  in  bringing 
about  the  body’s  defense,  as  do  the  ophthalmolo- 
gists. I believe  in  gonorrheal  ophthalmia,  that 
it  is  necessary  to  get  the  general  defenses  of  the 
body  aroused  to  attack  this  condition.  If  I un- 
derstood Dr.  Wilde  correctly,  he  stated  he  did  not 
get  good  results  unless  he  got  a reaction  that 
would  give  the  patient  a temperature  of  about 
103°.  I want  to  mention  that  in  some  cases  of 
gonorrheal  infection  and  other  infections  in  other 
parts  of  the  body,  where  as  far  as  possible  we 
have  tried  to  find  the  infecting  organism,  that  I 
have  used  agents  to  bring  about  a general  re- 
action including  milk,  and  I have  gotten  very 
good  results  by  using  large  doses  of  vaccine. 
Vaccines  are  not  very  popular  and  the  question- 
naire which  was  sent  out  to  a number  of  doctors 
over  the  country,  showed  that  the  majority  of  the 
doctors  state  that  they  did  not  use  them,  and  I 
do  not  use  them  very  often.  But  I have  had 
good  results  in  the  few  cases  where  instead  of 
using  the  dose  recommended,  I have  taken  the 
gonorrhea  mixed  vaccine  and  instead  of  giving  it 
just  for  the  effect  that  it  had  on  the  gonorrheal 
organism  in  the  vaccine,  x ...we  given  it  as  much 
to  get  the  protein  reaction  as  for  any  other  pur- 
pose. Instead  of  starting  off  with  one-half  cc,  I 
start  off  with  2 cc  and  work  up  to  4 cc.  It  gives 


the  patient  quite  a reaction.  I had  a case  of 
arthritis  which  was  unquestionably  gonorrheal.  I 
was  never  able  to  find  the  organism,  but  the  pa- 
tient’s husband  had  a history  of  gonorrheal  infec- 
tion. I had  used  intravenously  mercurochrome, 
local  treatment  and  a great  many  other  agents 
for  several  weeks  without  results  and  on  giving 
gonorrheal  mixed  vaccine  (the  preparation  I used 
was  one  put  up  by  Eli  Lilly)  as  soon  as  I began 
to  get  a reaction  from  the  vaccine  the  patient  for 
the  first  time  began  to  have  relief  from  the  pain 
in  the  infected  joints.  That  might  be  considered 
a coincidence,  but  I have  had  the  same  thing  to 
happen  in  other  cases,  and  in  some  cases  of  gonor- 
rheal prostatitis,  I am  not  a G.  U.  man  at  all, 
but  I think  I may  mention  it  because  the  under- 
lying principles  in  this  form  of  treatment  are 
the  same.  It  is  important  to  find  out  what  your 
infecting  organism  is  before  proceeding  with  your 
treatment. 

Dr.  W.  L.  Hughes  (Jackson) : I just  want  to 

say  that  I have  used  milk  in  several  cases  and 
have  had  success  in  most  every  case,  but  I want 
to  speak  of  gonorrheal  ophthalmia. 

In  the  past  three  years  I have  seen  three  cases 
of  gonorrheal  ophthalmia,  two  while  serving  my 
interneship  and  one  in  private  practice.  One  of 
these  cases  came  in  about  two  weeks  after  the 
onset  with  a deep  ulcer  of  the  cornea.  With  milk 
injections  this  case  cleared  up  in  two  weeks  leav- 
ing a latge  scar  but  with  vision  around  the  scar. 

The  case  I would  like  to  speak  about  is  one 
that  I had  in  my  private  practice.  I was  called 
to  see  a patient,  a child  about  four  years  old, 
one  night.  The  child  had  complained  of  the 
eyes  itching  that  morning.  When  I saw  it  about 
twelve  hours  later  it  had  a typical  picture  of 
' gonorrheal  ophthalmia  with  the  lids  intensely 
swollen  and  pus  streaming  from  the  eye.  I gave 
it  milk  injections  immediately,  repeating  it  every 
other  day,  giving  it  altogether  three  injections. 
There  was  marked  improvement  in  twenty-four 
hours  and  on  the  fourth  day  the  child  left  the 
hospital  with  the  lids  practically  free  from  swell- 
ing. Of  course  there  was  some  inflammation  but 
the  pain  and  swelling  had  subsided  largely  with- 
in forty-eight  hours.  I may  as  I grow  older  not 
like  to  deal  with  gonorrheal  ophthalmia,  but 
right  now,  if  you  give  me  plenty  of  milk,  you 
may  send  them  all  to  me. 

Dr.  H.  G.  McCormick  (Laurel)  : I am  not  an 

ophthalmologist.  I am  a specialist  on  diseases  of 
men,  women  and  children.  I just  want  to  ask 
one  question.  I did  not  hear  Dr.  Wilde  say 
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whether  this  protein  therapy  would  be  applicable 
in  other  invasions  of  the  eye,  for  instances,  trau- 
matic infection  from  slivers  and  things  of  that 
sort.  I Would  like,  in  his  closing  discussion  for 
him  to  answer  that  particular  question. 

Dr.  Wilde  (closing) : As  for  the  incidence  of 

gonorrhea  of  the  eye,  we  very  fortunately  are 
seeing  less  and  less,  due  to  the  general  public 
being  acquainted  with  the  fact  that  the  eye  is 
susceptible  to  infections  of  that  kind.  Possibly 
I have  se.en  more  than  my  share,  having  spent 
the  last  twenty  years  in  the  medical  service  of 
the  army.  As  Kipling  said,  “Single  men  in  bar- 
racks, don’t  grow  to  plaster  Saints,” — that  obser- 
vation being  as  true  of  the  American  Army  as  of 
the  British. 

When  I first  entered  the  army,  cases  of  gonor- 
rheal eye  infection  were  usually  shunted  off  to 
some  outlying  building,  as  it  was  regarded  as 
both  dangerous  and  tiresome  to  handle,  and  its 
outcome  well  nigh  hopeless.  The  junior  present 
was  held  responsible  for  their  treatment  and  they 
were  liable  to  be  thus  kept  from  two  to  six  months, 
to  be  finally  discharged  with  impaired  vision  if  not 
the  loss  of  an  eye.  Since  then  this  has  all  been 
changed. 

I have  no  fear  of  any  gonorrheal  eye  if  seen 
in  the  very  early  stages,  when  twenty-four  hours 
are  sufficient  to  bring  it  under  control.  If  the 
affection  has  already  become  aggravated,  and  the 
conjunctiva  forms  a great  chemotic  ring  at  the 
limbus  so  that  the  cornea  is  already  ulcerated, 
or  perhaps  ready  to  drop  out,  naturally  the  out- 
look is  very  serious,  regardless  of  any  form  of 
treatment.  However,  even  here  protein  injec- 
tions aggressively  used  are  of  great  assistance  in 
saving  the  eye,  although  not  capable  of  exerting 
the  immediate  and  certain  effects  seen  in  the 
acute  stage. 

As  for  prophylactic  injections  prior  to  operat- 
ing upon  an  obviously  infected  eye,  naturally  we 
would  hesitate  to  remove  a cataract  or  undertake 
any  other  serious  step  in  the  face  of  an  acute 
infection  or  purulent  secretion.  However,  where 
we  have  a thickened  velvety  conjunctiva  result- 
ing from  a former  infection  that  may  be  still 
present  in  some  degree,  yet  the  patient  or  time 
demands  operation — that  is  the  indication  for  the 
prophylactic  injections  of  protein.  About  the 
time  the  infection  would  normally  have  taken 


place,  the  resistance  of  the  body  is  at  its  height 
and  the  patient  is  able  to  throw  it  off.  So,  instead 
of  subjecting  such  cases  to  months  of  preliminary 
treatment,  we  give  the  injection  and  proceed 
with  the  operation. 

Dr.  Ellett’s  statement  about  the  various  pro- 
prietaries not  being  therapeutically  efficient,  is 
certainly  true.  That  is  because  they  attempt  to 
isolate  an  agent  that  is  devoid  of  the  characteristic 
shock,  but  retains  its  therapeutic  usefulness. 
Naturally  they  have  failed,  as  when  the  shock  is 
absent,  it  is  of  limited  medicinal  aid.  Also 
when  you  use  a highly  sterile  milk,  the  results 
are  of  uncertain  value.  The  milk  should  either 
have  a high  bacterial  count,  or  it  must  be  pro- 
duced by  preliminary  incubation.  I have  always 
brought  the  milk  to  an  actual  boil  prior  to  in- 
jection, as  it  seems  I am  running  less  risk  of 
conveying  infection  than  when  it  has  been  merely 
pasteurized. 

In  ophthalmia  neonatorum,  I have  used  milk 
on  three  occasions,  but  it  did  not  produce  the 
marked  effects  seen  in  the  adult.  The  body  re- 
sistance system  of  the  new  born  is  not  greatly 
developed,  and  hence  its  stimulation  is  uncer- 
tain. Also  as  they  possess  very  thin  glutei,  Intra- 
muscular injections  are  difficult.  Although  these 
cases  are  less  severe  than  in  the  adult  and  yield 
more  readily  to  local  treatment,  still  if  of  more 
than  ordinary  acuteness  I believe  we  are  safer 
to  also  use  these  protein  injections  in  the  propor- 
tion of  1 c.c.  to  each  15  pounds,  which  would 
mean  about  0.5  c.c.  to  the  average  newly  born. 
Of  course  the  usual  vigorous  and  almost  continu- 
ous local  treatment  is  carried  out. 

In  traumatisms  of  the  eye  either  severely  abrad- 
ing or  actually  perforating  the  coats,  protein  in- 
jections find  one  of  their  most  useful  indications. 
Just  as  soon  as  we  see  a case  of  this  kind,  a 
sufficient  protein  injection  is  given  to  produce  the 
characteristic  shock.  If  infection  has  not  already 
set  in,  it  will  then  be  unlikely  to.  If  infection  is 
present  this  assists  materially  in  bringing  it  under 
control,  and  the  usual  local  treatments  are  con- 
tinued as  heretofore.  This  combination  changes 
the  picture  into  a relatively  simple  condition  pro- 
viding the  infection  is  limited  to  the  anterior 
segment,  a contrast  that  is  very  gratifiying  in 
comparison  with  those  we  formerly  saw  in  simi- 
lar instances. 
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SOME  OBSERVATIONS  ON  THE 

EFFECTS  OF  POTASSIUM  SUL- 
PHOCYANATE ON  ELEVATED 
BLOOD  PRESSURE.* 

P.  J.  SALEEBY,  M.  D„ 

New  Orleans. 

The  use  of  sulphocyanates  in  hyperten- 
sion was  based  by  the  early  investigators, 
Pauli  and  Pal,  as  well  as  Westphal  and 
Blum,  on  the  theory  that  the  sulphocyan- 
ates of  potassium  and  sodium  cause  an 
increase  in  the  permeability  of  cell  mem- 
branes and  a swelling  of  colloid  material, 
in  this  way  overcoming  vasoconstriction 
and  lowering  the  blood  pressure.  This 
effect  is  supposedly  associated  with  choles- 
terin  metabolism.  Cholesterin  is  said  to 
increase  the  tonus  of  smooth  muscle  and 
in  this  way  cause  a vasoconstriction  of  the 
arteries  and  arterioles,  and  sulphocyanate 
by  a sort  of  hydrophilic  change  on  the 
substance  overcomes  this  effect  and  acts  as 
a vascular  sedative. 

Pauli  and  Pal  used  excessive  doses  of 
the  drug,  three  grams  per  day,  with  the 
result  as  the  desired  effect  on  the  blood 
pressure,  but  produced  such  general  toxic 
effects  that  the  use  of  the  drug  was  aban- 
doned for  a decade. 

Westphal  and  Blum,  after  much  trial 
and  error  clinical  investigation,  decided 
that  the  dose  of  0.1  gram  (IV2  grains) 
three  times  a day  was  the  most  satisfactory 
even  though  the  effect  on  blood  pressure 
was  only  slight.  They  found  that  by 
using  this  dosage  the  subjective  symptoms 
especially  were  most  favorably  affected. 
Headache,  dizziness,  insomnia,  angina,  and 
palpatation  were  relieved  in  three  to  four 
days.  The  use  of  sulphocyanate  therapy 
also  yielded  good  results  in  disturbances 
of  the  menopause  and  in  angiospastic  con- 
ditions. The  blood  pressure  variations 
were  consistently  smaller  at  the  ideal 
dosage,  but  there  were  never  any  toxic 
symptoms. 

*Read  before  the  Orleans  Parish  Medical 
Society  May  13,  1929. 


The  extreme  vertigo,  dizziness,  fainting, 
and  headache,  as  well  as  the  cardiac 
fatigue  paroxysmal  anginal  seizures,  and 
cerebral  angiospastic  attacks  common  in 
fluctuating  hypertension  were  often  strik- 
ingly relieved.  These  usually  occurred  in 
the  presence  of  only  slightly  lowered  pres- 
sure and  are  apparently  the  result  of  the 
blood  pressure  stabilizing  effect  of  the 
drug. 

With  larger  doses  of  0.2  and  0.3  to  0.5 
grams  or  3 to  7V£  grains,  they  had  much 
more  spectacular  effects  in  lowering  the 
blood  pressure,  but  there  were  certain 
toxic  effects ; as,  exanthema,  coryza,  nausea, 
diarrhea,  edema,  fatigue,  psychic  disturb- 
ances, depression,  psychoses,  a tendency 
to  inflammation,  general  muscle  weakness, 
exhaustion,  and  collapse,  which  symptoms 
increase  in  severity  with  the  increased 
dose  and  make  these  doses  actually  dan- 
gerous. 

It  was  found  that  often  the  effects  of 
the  drug  became  apparent  only  after  its 
use  was  discontinued.  In  the  presence  of 
pronounced  functional  disturbances  of  the 
kidney  blood  pressure  was  unaffected  by 
the  use  of  potassium  sulphocyanate.  The 
arteriosclerotic  kidney  cases  with  hyper- 
tension responded  somewhat,  though  by  no 
means  spectacularly.  However,  the  chronic 
sclerotic  was  found  not  to  contraindicate 
the  use  of  the  drug. 

Because  of  the  tendency  of  the  drug  to 
produce  active  hyperemia  and  exudation, 
it  is  contraindicated  in  the  presence  of 
acute  or  subacute  inflammatory  processes 
in  any  part  as  the  lungs,  kidneys,  heart, 
or  liver.  Acute  and  subacute  glomerulo- 
nephritis and  its  sequelae,  as  well  as  the 
primarily  contracted  kidney  and  the  result- 
ing hypertension,  are  unaffected  by  sulpho- 
cyanates and  furthermore  are  not  good 
risks  for  the  use  of  the  drug.  The  severely 
engorged  kidney  of  severe  congestive  heart 
failure  does  not  tolerate  the  drug  well  and 
responds  with  the  production  of  a compli- 
cating acute  retention.  This  is  due  to 
local  irritation  rather  than  to  the  fall  of 
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blood  pressure  per  se,  for  it  has  been  quite  symptoms  by  the  dropping  of  blood  pres- 
well established  that  the  hypertension  is  sure  with  sulphocyanate  is  cited.  One 


not  a necessity  to  insure  adequate  renal 
function. 

It  must  be  admitted,  however,  that  the 
hypertension  patients  who  have  carried  a 
systolic  pressure  of  250  to  200  mm.  Hg. 
are  often  more  comfortable  at  high  levels 
of  blood  pressure  than  when  the  tension  is 
lowered  whether  this  is  lowered  gradually 
or  suddenly.  Certainly  170  mm.  Hg.  sys- 
tolic is  the  lower  limit  at  which  such 
patients  should  be  maintained  for  the  best 
general  results. 

Kramer  corroborated  the  experiences  of 
Westphal  and  Blum  and  extended  the 
observations,  especially  along  the  line  of 
long  continued  administration  of  sulpho- 
eynates.  He  also  concluded  that  chronic 
nephritis  with  hypertension  and  chronic 
cardiacs  with  severe  congestive  failure 
reacted  poorly  to  the  drugs.  Patients  with 
hypertension,  intracranial  pressure  in- 
crease, and  its  symptoms  were  spectacu- 
larly relieved  as  the  blood  pressures 
dropped  50  to  60  mm.  The  standard 
dosage,  0.1  gram  or  IV2  grains,  was  used 
thrice  daily  for  three  weeks,  then  inter- 
rupted for  two  weeks  and  began  again  in 
double  the  dosage  if  there  had  been  no 
effects.  The  drug  was  thus  used  for  months 
without  untoward  effects. 

Gager  in  a series  managed  individually, 
giving  consideration  to  heredity,  environ- 
ment, adjustment  in  manner  of  living, 
work,  recreation,  rest,  diet,  fluid  intake, 
weight,  focal  infection,  or  glandular  defici- 
ency, correcting  these  but  using  as  the 
only  drug  sulphocyanate,  had  but  ten  per 
cent  of  failures  in  reducing  blood  pressure. 
His  studies  corroborated  all  those  of  pre- 
vious German  investigators.  He  found  that 
in  some  of  his  cases  it  was  necessary  to 
continue  the  drug  four  to  seven  weeks 
before  observing  a conspicuous  fall  in 
blood  pressure.  He  also  observed  a return 
cf  symptoms  in  patients  as  the  drug  that 
had  relieved  them  was  withdrawn.  One 
instance  of  possible  exaggeration  of  anginal 


patient  complained  of  weakness  during  the 
first  week  and  two  had  rashes  appear.  One 
absolutely  refractory  case  was  recorded. 

CLINICAL  DATA. 

Potassium  sulphocyanate  was  given  to 
eighty-eight  patients  in  the  Charity  Hospi- 
tal outpatient  department.  Only  ten  of 
them,  however,  could  be  seen  often  enough 
or  long  enough  to  make  observations  of 
any  value.  Of  the  ten,  seven  were  colored 
women  and  three  were  white  men. 

Each  patient  was  observed  for  at  least 
one  week,  during  which  time  blood  pres- 
sure and  renal  function  studies  were  made. 
Then  potassium  sulphocyanate  was  pre- 
scribed, 0.1  gram  (II/2  grain)  three  times 
daily,  continuously  without  interruption  of 
the  drug  or  the  daily  routine  of  the  patient. 

Of  the  colored  women  three  have  been 
on  the  drug  for  three  to  four  weeks  and 
the  fall  in  pressure  in  these  cases  has 
been  35-45mm.  Hg.  Their  kidney  function 
test  (P.S.P.)  was  35,  40,  and  50,  and  N.P.N 
37.5,  37.5,  and  34.7.  The  urine  was  nega- 
tive in  all  three.  The  heart  was  enlarged 
to  the  left  in  all  three.  All  of  them  com- 
plained of  headaches.  In  these  three 
patients  all  the  subjective  symptoms  were 
relieved. 

Another  three  of  the  colored  women 
were  on  the  drug  six,  seven,  and  eight 
weeks,  respectively.  In  these  the  fall  in 
blood  pressure  was  64,  34,  and  40  mm.  Hg. 
The  P.S.P.  was  50  and  65  in  two  of  these 
cases  (not  done  on  one).  The  N.P.N.  was 
36.3  in  the  first  and  46.1-54.4  in  the  third 
(two  tests  having  been  done).  The  urine 
was  negative  in  all.  The  complaints  were 
headache,  oppression  in  the  epigastrium 
and  epistaxis.  In  all  of  these  the  subjec- 
tive symptoms  were  relieved  in  the  first 
week  or  two.  The  blood  pressure  in  one 
of  these  at  the  end  of  the  seventh  week 
was  down  to  150  mmg.,  a fall  of  80  mm. 
However,  in  the  next  two  weeks  it  rose 
again,  leaving  the  total  fall  40  mm.  for 
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eight  weeks.  This  case  had  an  N.P.N  of 
46.1  and  54.4,  although  the  P.S.P.  was  65 
per  cent  in  two  hours.  She  is  still  on  the 
drug. 

The  last  of  the  colored  women,  aged  40 
years,  complained  of  precordial  pain.  The 
P.S.P.  was  15  per  cent  and  N.P.N  was  80. 
The  heart  was  enlarged,  and  the  urine  con- 
tained 2 per  cent  of  moist  albumin  but  no 
casts.  She  was  on  the  drug  seven  weeks 
and  during  this  time  the  blood  pressure 
varied  from  170  to  210  mm.  Hg.  The 
variations  were  large,  the  largest  per  week 
40  and  the  smallest  10.  This  woman  had 
no  amelioration  of  her  symptoms. 

Three  men  were  given  the  drug.  Two  of 
them  took  it  for  fifteen  to  sixteen  weeks 
and  had  a fall  of  30-70  mm.  Hg.  One  com- 
plained of  dizziness  and  nocturnia  and  one 
of  headaches.  Both  were  relieved  of  sub- 
sure  varied  from  175  to  210  mm.  Hg.  and 
jective  symptoms. 

The  third  man  was  interesting  in  that 
he  was  refractory  to  all  forms  of  treat- 
ment. He  was  given  as  much  as  four 
doses  daily  with  no  effect.  The  blood  pres- 
sure varied  from  175  to  210  mm.  Hg.  and 
seemed  to  be  fixed  between  these  figures. 
Other  forms  of  treatment,  K.  I.  20  gtts  sat. 


sol.  twice  daily  with  KSCNOs  iy2  gra.,  had 
little  effect.  Four  exposures  to  the  quartz 
lamp  had  no  effect. 

SUMMARY  AND  CONCLUSIONS. 

In  ninety  per  cent  of  the  cases  studied 
gratifying  relief  of  symptoms  was  obtained 
in  an  unselected  series  of  individuals 
with  chronic  hypertension  by  the  use  of 
potassium  sulphocyanate  in  conjunction 
with  outpatient  general  and  dietetic  man- 
agement. 
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Fig.  1.  Ordinate  represents  weeks  of  treatment;  ab- 
scessa  height  of  blood  pressure. 
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The  beneficial  results  were  often  slower 
to  appear  than  one  would  suspect  from  the 
previous  reports.  In  none  of  the  cases 
treated  was  there  any  increased  tendency 
to  inflammation.  In  one  case  there  was  a 
severe  pruritic  exanthema,  and  the  patient 
died  suddenly  after  an  acute  respiratory 
infection  with  coronary  and  superior  mes- 
enteric thrombosis. 

Two  cases  were  refractory — one  a case 
with  marked  nitrogen  retention,  the  other 
with  no  abnormality  except  hypertension, 
but  in  both  of  these  patients  the  sympto- 
matic relief  was  striking.  The  doubling  of 
the  dosage  of  the  drug  in  these  refractory 
cases  had  no  further  effect  on  the  blood 
pressure.  Sulphocyanate  thus  appears  to 
be  a drug  of  some  value  in  the  treatment 
of  so-called  essential  hypertensions  and  in 
the  mild  nephritides  with  only  moderately 
reduced  renal  function.  The  drug  is  a 
desirable  adjunct  in  the  management  and 
treatment  of  hypertension. 


A PRACTICAL  CONSIDERATION 
OF  THE  EARLY  DIAGNOSIS  OF 
DISEASES  OF  THE  THYROID 
GLAND.* 

WILLIAM  C.  CHANEY,  M.  D., 
Memphis,  Tenn. 

The  purpose  of  this  paper  is: 

1.  To  warn  of  the  danger  of  relying 
too  much  upon  a metabolism  machine  for 
making  a diagnosis  of  a toxic  goiter. 
Nervousness,  a rapid  pulse  and  an  elevated 
basal  metabolism  test  do  not  necessarily 
means  hyperthyroidism.  A metabolism 
machine  should  be  used  to  verify  a diag- 
nosis which  has  already  been  made 
clinically  and  not  to  make  it. 

2.  To  emphasize  the  fact  that  goiter  is 
essentially  a problem  of  the  internist.  It  is 
true  that  certain  goiters  are  surgical,  but 
surgery  should  be  resorted  to  only  after 
a very  careful  diagnosis  has  been  made. 

*Read  before  the  North  Mississippi  Six  County 
Medical  Society,  January,  1930. 


When  surgery  is  necessary  the  internist 
should  be  in  charge  of  the  patient  to  get 
him  ready  for  surgery.  The  internist 
should  have  a clear  conception  as  to  the 
amount  of  shock  that  surgery  entails  and 
he  should  be  sure  that  the  patient  is  able  to 
stand  this  shock.  By  the  employment  of 
this  method  of  treating  the  surgical  goiter 
the  mortality  rate  should  be  one-quarter  of 
one  per  cent  or  less.  Contrast  this  with  the 
results  of  the  average  surgeon  who  is  losing 
nearly  5 per  cent  of  his  goiter  patients. 

3.  That  the  diagnosis  of  diseases  of  the 
thyroid  gland  is  very  simple  when  we  look 
upon  the  problem  solely  from  the  stand- 
point of  procedures  that  have  been  proven 
to  be  thoroughly  practical. 

The  thyroid  gland  weighs  but  45  grams 
(one  and  one-half  ounces),  yet  if  we  may 
judge  of  its  importance  by  its  blood  supply, 
it  must  be  one  of  the  most  important  glands 
of  the  body  for  it  is  said  to  receive,  in  pro- 
portion to  its  weight,  five  and  a half  times 
as  much  blood  as  the  kidneys  and  thirty- 
four  times  as  much  as  the  brain.  Its 
principal  function  is  the  manufacture  of  its 
internal  secretion,  thyroxin,  and  the  de- 
livery of  it  to  the  blood  stream.  The 
thyroid  gland  normally  supplies  to  the 
blood  stream  1.6  mg.  of  thyroxin  per  day. 
Exclusive  of  the  thyroid  gland,  the  normal 
body  contains  about  14  mg.  of  thyroxin  at 
all  times.  Thyroxin  exerts  its  effect  upon 
every  cell  in  the  body,  speeding  up  the 
processes  of  oxidation  or  metabolism  in 
that  cell  which  would  go  along  normally 
but  at  a much  slower  rate  without  thyroxin. 
Von  Noorden  has  said : “The  thyroid  acts 

on  oxidation  as  a pair  of  bellows  rejuven- 
ates a fire.” 

If  we  consider  the  thyroid  gland  in  terms 
of  production  of  thyroxin,  we  can  think  of 
disease  processes  affecting  it  in  three  ways : 

1.  The  overproduction  of  a normal 
secretion. 

2.  Underproduction  of  a normal  ma- 
terial. 
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3.  The  production  of  an  abnormal 
secretion. 

Such  conditions  actually  occur,  the  first, 
in  which  there  is  too  much  of  a normal 
product,  is  found  in  the  toxic  adenomatous 
goiter;  the  second,  where  there  is  not 
enough  of  a normal  product,  is  exemplified 
in  the  hypothyroid  states;  the  third,  where 
the  product  is  abnormal,  is  found  in  exoph- 
thalmic goiter. 

It  is  seen  at  once  that  the  first  im- 
portant step  in  the  diagnosis  of  goiter  is 
to  determine  the  presence  or  absence  of 
hyperthyroidism.  If  the  patient  with  a 
goiter,  is  hyperthyroid  he  has  either  an 
exophthalmic  goiter  or  a toxic  adenomatous 
goiter.  On  the  other  hand,  if  he  is  not 
hyperthyroid  he  has  either  a non-toxic 
adenomatous  goiter  or  a colloid  goiter. 

Diseases  of  the  thyroid  gland  may  be 
divided,  for  practical  purposes,  into  nine 
groups  (Plummer)  : 

1.  Diffuse  colloid  goiter. 

2.  Adenomatous  goiter  without  hyper- 
thyroidism. 

3.  Adenomatous  goiter  with  hyperthy- 
roidism. 

4.  Exophthalmic  goiter. 

5.  Myxedema. 

6.  Cretinism. 

7.  Myxedema  of  childhood. 

8.  Thyroiditis. 

9.  Malignant  diseases  of  the  thyroid. 

Abnormal  enlargements  of  the  thyroid 
gland  that  should  be  classified  as  goiter 
are  represented  in  the  first  four  groups. 
Thyroiditis  and  malignant  diseases  of  the 
thyroid  must  be  considered  for  they  too 
produce  an  enlargement  of  the  gland.  The 
gland  in  these  two  conditions,  however,  is 
of  stony  hardness.  In  thyroiditis  the  entire 
gland  is  involved,  while  malignancies  act 
here  as  they  do  elsewhere  in  the  body  and 
invade  the  surrounding  tissues.  The  re- 
current laryngeal  nerve  .is  frequently 
paralyzed  by  malignant  growths. 


The  clinical  record  should  of  course  be 
very  complete,  but  the  most  important 
points  to  be  emphasized  clearly  are  three: 

1.  Has  there  been  a definite  and  con- 
tinuous increase  in  body  warmth?  This 
has  no  reference  to  the  hot  flashes  so 
frequently  associated  with  the  menopause. 

2.  Has  there  been  an  increase  in  appe- 
tite? It  has  been  definitely  shown  that  a 
person  who  is  hyperthyroid  requires  from 
one  to  three  times  as  much  food  as  a normal 
individual. 

3.  Has  there  been  a loss  in  weight? 
There  are  only  two  conditions  in  which 
there  is  a loss  in  weight  in  spite  of  an  in- 
crease in  appetite  and  these  are  diabetes 
and  hyperthyroid  states. 

From  the  standpoint  of  the  physical  ex- 
amination, a great  deal  of  information  can 
be  obtained  by  inspection.  The  hyperthy- 
roid patient  enters  your  office  in  a nervous 
and  excited  state  as  if  he  had  run  every 
step  of  the  way.  He  appears  warm  and  is 
perspiring.  His  face  is  flushed.  He  sits 
erect  and  is  alert  to  everything  going  on 
about  him.  Compare  this  picture  with  that 
of  the  classic  “neuro,”  who  is  frequently 
misdiagnosed  as  hyperthyroid  because  of 
his  nervousness.  The  “neuro”  appears 
fatigued  and  slouches  in  his  chair  as  if  he 
can  hardly  hold  himself  together.  The 
hyperthyroid  patient  has  a weakness  of  the 
quadriceps  muscles.  This  should  be  tested 
for  by  having  the  patient  step  upon  the 
step  of  an  examining  table  or  upon  a low 
chair.  Tremor  and  a rapid  pulse  are  rela- 
tively unimportant  because  they  are  found 
in  so  many  other  conditions.  The  blood 
pressure  should  be  taken  several  times  to 
note  if  there  is  a definite  increase  in  pulse 
pressure.  An  increase  in  pulse  pressure  is 
a decided  aid  in  establishing  a diagnosis  of 
hyperthyroidism. 

The  one  laboratory  procedure  that  is  of 
value  is  the  basal  metabolism  determination. 
As  has  been  stated,  this  test  should  be  used 
to  verify  a diagnosis  and  not  make  it.  The 
“neuro”  who  is  always  filled  with  fears  is 
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fearful  of  suffocating  while  taking  this 
test.  The  results  therefore  are  nearly 
always  too  high  at  the  first  or  second 
test,  but  this  type  of  patient  should  have 
several  tests  made  on  different  days  until  a 
true  basal  rate  is  obtained. 

When  it  has  been  definitely  determined 
that  the  patient  is  hyperthyroid,  he  has 
either  an  exophthalmic  goiter  or  an  adenom- 
atous goiter  with  hyperthyroidism.  The 
exophthalmic  type  of  goiter  produces  a 
symmetrical  enlargement  of  the  gland  while 
the  adenomatous  goiter  is  nodular  and 
asymmetrical.  Bruits  are  to  be  heard  over 
the  superior  thyroid  vessels  in  nearly  every 
case  of  exophthalmic  goiter  while  the  other 
type  never  produces  bruits.  An  exophthal- 
mic goiter,  according  to  the  clinical  record, 
runs  an  irregular  course  with  exacerbations 
and  remissions,  while  the  toxic  adenoma- 
tous goiter  runs  a perfectly  regular  course. 
In  an  exaphthalmic  goiter,  exophthalmos 
occurs  in  60  to  80  per  cent  of  the  patients 
while  nearly  all  of  them  present  a definite 
stare.  The  eyes  are  normal  in  the  adenom- 
atous goiter. 

If  the  patient  is  clearly  not  hyperthyroid, 
we  again  have  a symmetrically  enlarged 
gland  of  the  colloid  goiter  to  differentiate 
from  the  asymmetrical  nodular  goiter  of 
the  non-toxic  adenomatous  type. 

These  colloid  goiters  are  sometimes  mis- 
taken for  toxic  goiters  and  operated  upon. 
This  is  particularly  likely  to  occur  if  the 
patient  is  highly  nervous  or  if  the  colloid 
goiter  is  of  the  vascular  type  with  loud 
bruits  over  the  thyroid  vessels.  Such  a 
mistake  is  entirely  unjustifiable  since  these 
patients  are  not  hyperthyroid  but,  on  the 
other  hand,  frequently  show  evidence  of 
hypothyroidism. 

As  has  been  suggested,  if  the  patient 
with  the  colloid  goiter  is  also  a neurasthenic, 
he  is  more  likely  to  be  misdiagnosed  as 
having  an  exophthalmic  goiter  and  oper- 
ated upon.  The  points  of  importance  in 
the  differential  diagnosis  of  the  colloid 
goiter,  exophthalmic  goiter  and  neuras- 
thenia should  be  emphasized  again.  They 
all  hinge  on  the  presence  or  absence  of 


hyperthyroidism.  Of  the  three  conditions 
under  consideration,  weight  loss,  increase 
in  appetite,  and  increase  in  body  warmth 
are  noticed  only  in  exophthalmic  goiter. 
The  “neuro”  is  usually  too  cold  and  boasts 
about  his  poor  appetite.  Quadriceps  weak- 
ness is  likewise  only  demonstrable  in  the 
patient  with  exophthalmic  goiter.  The 
“neuro”  tells  you  he  is  weak,  but  he  can’t 
prove  it.  The  pulse  pressure  is  constantly 
increased  in  exophthalmic  goiter,  but  is 
normal  in  neurasthenia  and  the  colloid 
goiter.  Bruits  and  thrills  are  again  a char- 
acteristic of  exophthalmic  goiter  but  are 
absent  in  the  other  two  conditions. 

Such  a discussion  of  the  diseases  of  the 
thyroid  gland  would  be  incomplete  without 
considering  the  so-called  crises  of  goiter. 
Crises  are  responsible  for  practically  all  of 
the  deaths  from  goiter,  and  they  occur 
frequently  in  patients  who  have  not  been 
recognized  as  being  hyperthyroid.  Every 
surgeon  can  recall  a number  of  patients 
who,  following  an  operation  for  some  con- 
dition other  than  the  thyroid,  developed  a 
rapid  pulse  and  then  went  into  a so-called 
“typhoid  state”  of  stupor  which  was  fol- 
lowed by  death.  Many  of  these  patients 
had  a mildly  toxic  goiter  which  was  over- 
looked in  the  diagnosis  but  which  flared  up 
following  the  shock  of  surgery  and  pro- 
duced a highly  toxic  state  that  ended 
fatally.  Thyroid  crisis  should  always  be 
thought  of,  whether  a previous  diagnosis 
of  a goiter  has  been  made  or  not,  whenever 
there  is  a rapid  increase  in  the  pulse,  an 
increasing  restlessness,  vomiting,  diarrhea 
and  sweating.  As  the  crisis  gets  worse  the 
restlessness  goes  into  a stupor  and  a de- 
lirium, the  patient’s  temperature  rises  even 
as  high  as  105°  and  the  skin  gets  dry  and 
the  tongue  parched. 

A goiter  crisis  is  practically  always  an 
avoidable  condition  and  whenever  it  occurs 
it  is  frequently  a reflection  of  discredit 
upon  the  physician.  However,  there  is  no 
one  who  has  handled  many  toxic  goiters 
who  has  not  had  this  condition  to  deal 
with. 
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A statement  that  was  made  in  the  first 
part  of  this  paper  should  again  be  empha- 
sized. The  problem  of  the  treatment  of 
diseases  of  the  thyroid  gland  belongs  rightly 
to  the  internist.  When  the  internist  sees 
the  necessity  for  surgery  in  certain  types 
of  goiter  he  should  call  in  the  surgeon,  but 
reserve  the  right  to  decide  when  the  patient 
is  in  proper  condition  to  undergo  surgery. 
If  this  team  work  is  carried  out  between 
the  internist  and  surgeon,  the  mortality 
rate  in  goiter,  including  the  cases  going  into 
crises,  should  be  much  less  than  one  pei 
cent. 


DIAGNOSIS  AND  TREATMENT 
OF  ANXIETY  STATES.* 

D.  L.  KERLIN,  M.  D., 

Shreveport,  La. 

To  the  neurologist,  diagnosing  and  treat- 
ing anxiety  states  are  comparable  in  fre- 
quency to  the  diagnosing  and  treating  of 
diseases  of  the  appendix  by  the  surgeon. 
As  an  aid  in  diagnosing  this  condition  let 
us  see  what  “anxiety  state”  means.  The 
anxiety  state  is  composed  of  a true  emotion, 
fear,  and  a derived  emotion,  anxiety.  In 
the  formation  of  an  anxiety  state  the  true 
emotion  of  fear  is  aroused  by  a stimulus, 
which  brings  into  abnormal  activity  the 
instinct  of  flight  or  the  instinct  of  self- 
preservation.  This  stimulus  conveys  the 
impression  of  actual  or  potential  bodily  01 
mental  danger  to  the  individual  concerned 
or  to  any  person  within  the  range  of  the 
self-regarding  sentiment.  By  this  mechan- 
ism the  desire  to  escape  is  aroused  together 
with  the  emotion  of  fear.  This  alone  is 
not  sufficient  to  cause  a neurosis ; a second 
factor,  anxiety,  must  be  added,  and  this 
appears  when  circumstances  arise  which 
threaten  to  block  the  escape  of  the  indivi- 
dual, thereby  keeping  him  from  attaining 
a certain  ambition  or  goal-  The  most  com- 
mon stimuli  in  civil  life  which  arouse 
the  emotion  of  fear  are  fear  of  unemploy- 
ment, poverty,  illness  and  fear  of  anything 
which  will  reduce  the  standard  of  living. 

* Presented  before  the  . iShreyeort  Medical 
Society,  May,  1930.  - ‘ ' \ \ - * 


The  emotion  of  fear  is  aroused  not  onljr 
when  the  well-being  of  the  individual  him- 
self is  threatened,  but  also  when  the  well- 
being of  any  dependent  is  threatened,,  for 
these  dependents  are  included  in  his  senti- 
ment of  self-regard;  in  other  words  they 
are  identified  in  his  own  mind  with  him- 
self, therefore  anything  which  threatens 
them  threatens  himself. 

Wherever  these  two  powerful  emotions 
are  at  work  in  the  mind  certain  signs  and 
symptoms  appear  which  help  to  make  a 
diagnosis.  A thorough  examination  reveals 
no  organic  disease,  but  the  presence  of 
tremor,  tachycardia,  emotionalist,  digestive 
disturbances,  nervousness,  insomnia,  irri- 
tability tendency  to  worry  over  trifles  and 
exaggeration  of  all  deep  reflexes,  present 
a true  picture  of  a functional  disease.. 
These  patients  present  an  over  stimulated 
sympathetic  nervous  system,  the  stimulus 
being  fear.  Often  there  is  definite  evidence 
that  the  glands  of  internal  secretion  are 
affected  through  the  sympathetic  nervous 
system,  and  probably  most  of  the  symp- 
toms which  arise  are  produced  through  this 
mechanism. 

When  a patient  presents  these  symptoms 
with  an  absence  of  organic  disease  and 
mental  exploration  brings  to  light  the  pres- 
ence of  an  exaggerated  emotion  of  fear 
and  anxiety,  then  a diagnosis  of  anxiety 
state  is  justifiable.  Another  constant  diag- 
nostic point  which  is  always  present  in 
these  cases  is  a history  of  a predisposition 
to  nervousness.  This  predisposition  is 
inherited  from  one  parent  or  both. 

With  these  two  powerful  emotions  at 
work  in  the  mind  there  is  a constant  wak- 
ing conflict  between  the  sentiment  of  self- 
regard  (duty  and  self-respect)  and  the 
emotion  of  fear.  These  patients  attempt 
to  side-track  this  emotion  by  trying  to  for- 
get it,  by  taking  trips,  by  talking  them- 
selves out  of  it,  but  usually  to  no  avail. 
In  desperation  they  finally  appeal  to  a 
physician  for  relief  from  this  unrelenting 
monster,  fear. 

In  our  opinion  treatment  of  these  con- 
ditions is  very  important.  Our  reason  for 
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thinking  so  is  that  they  are  rather  common 
and  it  is  imperative  that  the  patient  be 
relieved,  thereby  restoring  him  to  his  nor- 
mal efficiency.  From  our  observation  of 
these  conditons,  I would  judge  that  the 
individual  who  is  unfortunate  enough  to 
develop  a well  marked  case  that  his  effici- 
ency in  the  commercial  world  is  reduced 
some  thirty  to  forty  per  cent. 

In  the  severe  cases,  we  advise  complete 
isolation,  preferably  in  a hospital  where 
every  detail  of  treatment  can  be  person- 
ally directed.  If  the  conditon  is  not  so 
marked,  the  treatment  can  be  successfully 
carried  out  in  the  home  or  even  while  the 
patient  is  attending  to  his  daily  routine, 
providing  all  severe  mental  and  physical 
strain  is  eliminated.  The  most  important 
phase  of  the  treatment  once  you  have  insti- 
tuted rest  and  isolation  is  mental  explor- 
ation, thereby  determining  just  what  fac- 
tors have  been  at  work  in  the  patients  life 
to  produce  this  condition  of  anxiety  state. 
Once  you  have  this  knowledge  the  mechan- 
ism of  the  development  of  the  neurosis 
should  be  carefully  explained  to  the  pati- 
ent, thereby  giving  him  an  insight  into  his 
condition  which  is  an  invaluable  aid  to  a 
speedy  recovery. 

The  value  of  this  is  easily  seen  when  we 
call  to  mind  the  fact  that  the  patient’s 
mind  is  burdened  with  many  fears  con- 
cerning subjective  symptoms,  viz:  tachy- 
cardia, indigestion,  nervous  cough,  etc. 
These  symptoms  lead  him  to  think  he  has 
some  disease  such  as  intestinal  or  organic 
heart  disease,  and  until  they  are  explained 
satisfactorily  treatment  is  of  no  avail- 

There  are  certain  drugs  which  we  have 
found  very  useful  in  conjunction  with  the 
above  named  measures.  To  relax  the 
individual,  thereby  placing  his  nervous  sys- 
tem in  a state  of  rest,  we  have  found 
sodium  luminal  invaluable.  We  use  it  in 
doses  of  one-fourth  to  one-third  of  a grain 
three  times  daily  over  a period  of  from 
one  to  several  months.  As  I have  mentioned 
before,  in  the  severe  cases,  there  is  definite 
evidence  of  disturbed  endocrine  function, 
which  leads  to  a gradual  functional  '•exfrgiis- 


tion  of  the  nervous  tissue  throughout  the 
body.  This  condition  is  no  doubt  brought 
about  through  faulty  metabolism  and  nour- 
ishment of  the  nervous  tissue  with  the 
disturbed  endocrine  secretion  as  the  back- 
ground. To  relieve  this  condition  sodium 
cacodylate,  grs.  5,  daily  intravenously,  over 
a period  of  a month  or  more  is  very 
satisfactory. 

As  an  illustration  of  this  condition,  I 
shall  cite  the  following  cases: 

Case  1.  A young  woman,  aged  33  years,  gave 
a history  of  having  been  of  a nervous  tempera- 
ment all  of  her  life.  She  stated  that  her  mother’s 
people  were  rather  neurotic.  She  had  always 
been  very  healthy,  having  had  no  serious  illness 
and  no  operations.  She  had  been  married  for 
six  years  and  had  a healthy  child  three  years  of 
age.  On  questioning  her  as  to  just  what  factors 
had  precipitated  her  present  condition,  I found 
that  her  husband  had  been  pronounced  tubercular 
three  years  before.  He  was  sent  west,  and  she 
remained  at  home  with  her  mother.  Here  we 
have  the  stimulus  for  arousing  the  emotion  of 
fear,  in  that  her  husband  who  was  identified 
with  her  sentiment  of  self-regard  was  threatened 
by  a terrible  disease. 

As  time  went  by  there  seemed  no  immediate 
escape  from  this  painful  situation  for  he  remained 
out  west  for  three  years.  She  could  see  no  way 
out  of  the  situation  for  there  was  a possibility 
that  he  might  have  to  be  there  the  remainder 
of  his  life,  which  fact  added  our  second  factor, 
anxiety,  thus  forming  a well  defined  case  of 
anxiety  state.  Six  months  before  his  return,  she 
began  to  suffer  with  indigestion,  headaches, 
insomnia,  palpitation,  etc.,  and  on  his  return  in 
March,  1929,  she  came  to  me  for  relief  of  these 
symptoms.  She  told  me  that  she  had  heart 
disease  and  a fear  of  losing  her  mind.  She  had 
no  insight  into  the  cause  of  her  condition.  After 
assuring  myself  that  my  diagnosis  was  correct 
and  substantiating  it  by  laboratory  examinations, 
including  a urine  examination,  a complete  blood 
picture,  and  Wassermann,  all  of  which  were  nega- 
tive, I followed  out  the  plan  of  treatment  which 
I have  already  outlined  in  this  paper.  The  fact 
that  her  husband  had  returned  in  much  better 
condition,  made  the  chances  of  her  early  recovery 
very  good.  It  has  been  several  months  now  since 
treatment  was  completed  and  recovery  is  assured. 

Case  2.  A young  lady  aged  twenty-one  years. 
Family  history  revealed  that  her  mother  and  her 
mother’s  people  were  rather  neurotic.  No  serious 
illnesses  of  adult  life,  and  only  one  operation,  viz: 
removal  of  tonsils  and  adenoids  during  childhood. 
Ske  gave',  a history  pf  having  been  in  trainig  as 
a fiurgp  for  the  past  two  years.  While  in  train- 
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ing  in  January  1929,  immediately  following  an 
attack  of  influenza  she  developed  a mild  case  of 
tuberculosis.  She  was  advised  to  give  up  her 
training,  and  was  confined  to  the  Pines  Sanitorium 
for  about  six  months,  that  is  from  January  to 
July  1929.  On  leaving  the  Pines  she  was  assured 
by  Dr.  P.  R.  Gilmer  that  her  chest  condition  was 
satisfactory.  At  this  time  Dr.  Gilmer  realizing 
that  the  girl  was  not  taking  the  proper  attitude 
towards  her  illness,  referred  her  to  me.  She 
presented  the  following  nervous  symptoms:  men- 
tal and  physical  exhaustion,  insomnia,  depression, 
nervous  indigestion,  fainting  attacks,  a marked 
phobia  of  tuberculosis,  and  was  running  a mild 
temperature  from  99-99%°  F. 

Neurological  examination  revealed  a fine  tremor 
of  the  upper  extremities,  hyperactive  reflexes 
upper  and  lower,  with  an  anxious  expression  on 
her  face,  characteristic  of  severe  anxiety  states. 
Her  laboratory  examinations  were  negative,  in- 
cluding urinalysis,  complete  blood  picture  and 
Wassermann.  As  a result  of  these  examinations, 
I had  the  necessary  factors  to  make  a clear  cut 
case  of  a severe  anxiety  state.  We  have  the 
stimulus  for  the  arousing  of  the  emotion  of  fear 
when  she  developed  tuberculosis.  The  element  of 
anxiety  was  added  when  she  felt  in  her  own  mind 
that  she  was  not  getting  any  better,  and  there- 
fore was  unable  to  resume  her  training.  Due  to 
the  fact  that  she  had  planned  to  go  home  at  this 
time,  I was  unable  to  institute  any  definite  plan 
of  treatment  other  than  to  explain  to  her  the 
mechanism  of  her  condition.  She  went  home  and 
remained  until  February  1930,  and  at  that  date 
returned  to  her  training.  She  reported  to  me  on 
February  25  for  treatment.  She  had  even  less 
insight  into  her  condition  than  the  previous  case, 
and  as  a result,  I had  to  go  over  with  her  again 
and  again,  the  mechanism  of  the  condition  before 
she  began  to  improve.  She  showed  very  little 
improvement  until  April  1,  and  at  present  is 
making  steady  progress.  I feel  sure  within  the 
next  three  months  that  she  will  make  a complete 
recovery,  that  is  if  she  continues  her  treatment. 

Case  3.  This  case  is  of  special  interest  due 
to  the  fact  that  the  exciting  factor  or  the  stimulus 
for  arousing  the  emotion  of  fear  is  the  same 
as  that  in  the  so-called  traumatic  neuroses.  The 
mechanism  in  the  causation  of  the  traumatic 
neuroses  and  anxiety  states  is  the  same.  The 
only  difference  between  the  two  is  caused  by  the 
fact  that  so  often  the  desire  for  compensation 
enters  into  the  traumatic  neuroses.  An  anxiety 
state  when  properly  treated  gets  well,  while  a 
traumatic  neurosis  fed  by  the  desire  for  com- 
pensation and  pending  litigation,  defies  all  treat- 
ment and  only  gets  well  after  litigation  is  settled. 
If  treatment  is  instituted  in  cases  of  traumatic 
neuroses  before  the  idea  of  compensation  enters 
the  mind  of  the  patient,  then  you  are  dealing 
with  a simple  anxiety  state  and  a great  majority 
of  the  cases  get  well  under  six  months. 


A white  male  age  42  years,  while  in  the 
employ  of  an  oil  company  had  been  severely 
burned  about  the  face  and  hands  by  an  explosion 
of  a fire  box  in  1927,  two  years  past.  He  was 
only  away  from  his  job  a few  days,  then  returned 
and  worked  steadily  up  to  the  time  that  he  was 
referred  to  me  March  18,  1930.  He  presented  the 
usual  family  history  in  this  type  of  case,  viz : 
that  on  maternal  side  his  people  were  highly 
nervous,  and  also  had  four  brothers  all  rather 
neurotic.  He  considered  himself  of  a nervous 
disposition.  He  presented  the  following  symp- 
toms, which  dated  back  two  years  to  the  time  of 
his  injury;  attacks  of  depression  in  which  he 
cries  without  cause,  irritability,  dizziness,  nervous 
indigestion,  marked  exhaustion  especially  of  men- 
tal faculties,  tachycardia,  and  a phobia  of  insanity 
and  losing  his  job.  He  complained  that  his  con- 
dition had  become  so  bad  that  he  couldn’t  work 
any  longer  without 'help,  and  had  lost  weight  from 
170  pounds  to  143.  He  hadn’t  worked  for  three 
weeks  when  he  was  referred  to  me. 

Neurological  examination  revealed  the  usual 
findings,  viz:  anxious  expression,  tremor  of  hands 
and  increased  deep  reflexes.  A complete  blood 
picture.  Wassermann  and  urinalysis  were  nega- 
tive. 

As  in  the  previous  cases  we  have  here  the 
factors  which  go  to  make  an  anxiety  state.  The 
explosion  acted  as  the  stimulus  to  the  emotion 
of  fear,  and  his  continued  illness  with  a marked 
phobia  of  losing  his  job,  added  the  second  factor, 
anxiety.  Treatment  was  instituted  as  outlined 
previously.  He  began  to  improve  after  the  first 
week  and  returned  to  work  within  three  weeks 
from,  beginning  of  treatment.  His  gain  in  weight 
has  averaged  three  pounds  per  week.  At  present 
date  he  has  been  under  treatment  five  weeks  and 
active  treatment  has  been  finished.  Practically 
all  of  his  symptoms  have  subsided,  and  he  should 
be  completely  well  within  two  months. 

SUMMARY. 

1.  Anxiety  state  is  a frequent  condition 
and  is  too  often  dismissed  by  the  physician 
as  nervousness* 

2.  One  suffering  from  this  functional 
nervous  disease  does  not  have  full  use  of 
his  mental  faculties,  therefore  his  efficiency 
is  decreased  in  direct  proportion  to  the 
severity  of  the  disease. 

3.  Mental  exploration,  whereby  the 
patient  is  given  a clear  understanding  of 
his  condition,  is  the  keynote  to  a successful 
handling  of  the  case. 

4.  This  class  of  patients  often  falls  into 
the  hands  of  the  various  cults,  and  this 
would  rarely  happen  if  correct  treatment 
had  been  instituted  by  the  first  physician 
who  saw  the  patient. 
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SOME  CASES  OF  BLOOD 
DYSCRASIAS*. 

E.  L.  GREEN,  M.  D., 

Carpenter,  Miss. 

Hippocrates  in  ancient  times  and  Sir 
James  McKenzie  in  modern  times  have 
taught  us  the  invaluable  lesson  of  making 
minute  observations  and  accurate  inter- 
pretation of  symptoms  if  we  would  under- 
stand disease. 

So  while  casting  about  for  some  clinical 
material  that  might  be  of  interest  to  the 
members  of  this  Society,  I decided  to  re- 
port briefly  two  cases  of  two  different 
diseases  that  generally  present  as  a symp- 
tom a rather  marked  leukocytosis,  con- 
sisting of  a relative  and  quantitative  in- 
crease of  the  lymphocytes  and  small 
mononuclears. 

Speaking  of  leukocytosis  in  general,  as 
far  as  my  limited  information  goes,  it 
seems  that  so  far  nothing  very  definite  is 
known  of  the  origin,  function,  and  man- 
ner of  destruction  of  the  formed  elements 
of  the  blood  stream.  We  say,  for  in- 
stance, that  in  sepsis,  pneumonia,  menin- 
gitis, appendicitis,  etc.,  we  have  a high 
leukocytosis,  and  that  in  some  other  dis- 
eased states  such  as  typhoid  fever, 
malaria,  uncomplicated  influenza,  measles, 
mumps,  pellagra,  pernicious  anemia,  agra- 
nulocytic angina,  etc.,  we  have  commonly 
a diminution  of  the  white  blood  cells — or 
leukopenia. 

All  we  can  at  present  say  is  that  these 
blood  phenomena  are  the  result  of  some 
supposed  etiological  agent  acting  upon  the 
bone  marrow,  spleen,  liver,  lymph  glands 
and  other  tissues  representing  the  so- 
called  reticuloendothelial  system. 

So,  as  in  dealing  with  any  other  biologi- 
cal pnenomena,  it  becomes  necessary  to 
collect  and  eorrellate  many  cases  present- 

*Read before  the  Central  Medical  Society, 
Jackson,  Miss.,  April  15,  1930. 


ing  similar  clinical  symptoms,  including 
the  blood  picture,  before  we  can  attach 
any  diagnostic  importance  to  such  find- 
ings. 

Inasmuch  as  the  mononucleosis  referred 
to  in  some  of  these  cases  occurs  in  chil- 
dren, it  is  proper  to  state  at  the  outset 
that  it  is  considered  normal  to  have  a 
slight  leukocytosis  and  a decided  relative 
increase  in  the  mononuclear  elements  in 
children.  Personally,  I have  found  it  con- 
venient to  follow  a suggestion  of  Dr. 
Bloom  of  New  Orleans.  He  said,  “It  is 
my  experience  that  the  blood  counts  in 
children  have  been  similar  to  the  find- 
ings of  Rabinowitsch.  In  brief  remember 
the  following: 

“(1)  Under  five  years — the  neutro- 
phil count  is  what  the  mononuclear  is  in 
adult  life,  20  per  cent  to  30  per  cent. 

(2)  Under  five  years — the  small  mono- 
nuclear count  is  what  the  neutrophil 
count  is  in  adult  life,  60  per  cent  to  70 
per  cent. 

“(3)  Over  five  years — the  neutrophils 
increase  and  the  small  mononuclears  de- 
crease, so  that  by  the  tenth  year  the  adult 
count  is  reached. 

“(4)  The  total  white  count  in  children 
averages  6500  to  8000.” 

Inasmuch  as  acute  lymphatic  leukemia 
and  so-called  infectious  mononucleosis,  or 
glandular  fever,  usually  present  a mononu- 
clear leukocytosis,  and  as  each  generally 
appears  in  children  or  young  adults,  I 
shall  undertake  to  report  an  instance  of 
each  disease,  together  with  the  blood  find- 
ings. 

Case  1.  White  male,  aged  25  years,  electrical 
worker,  native  Mississippian,  but  for  past  ten 
years  had  worked  for  an  electrical  company  in 
Schenectady,  N.  Y.  Came  back  home  to  spend 
last  Christmas,  and  came  to  my  office  December 
29.  He  stated  that  he  had  not  been  feeling 
very  well  for  the  past  few  days,  and  that  although 
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he  did  not  suppose  that  much  was  the  matter 
with  him,  he  would  like  to  have  an  all-round 
physical  examination.  He  stated  that  for  the 
past  few  days  he  tired  more  easily  than  he 
thought  he  should,  and  that  while  out  hunting 
the  day  before  he  had  noticed  that  in  walking 
uphill  he  had  breathlessness. 

Past  History.  Had  the  usual  diseases  of  child- 
hood, but  had  not  been  sick  in  bed  since.  Denied 
specific  infection.  Had  never  had  typhoid  fever 
nor  malarial  attacks  since  he  had  lived  in  the 
North. 

Family  History.  Father  and  mother  still  living 
and  in  good  health.  Two  brothers  and  two  sis- 
ters living  and  in  good  health.  None  dead. 

Physical  Examination.  A rather  pale  looking 
young  man,  with  gray-blue  eyes  and  light  hair. 
Weight  stationary  at  135  pounds.  Height  5 feet 
7 inches.  Pulse  90.  Temp.  101.  Blood  pressure 
110/75.  Tonsils  apparently  not  much  diseased. 
Teeth  in  good  shape.  Examination  of  heart, 
lungs,  and  kidneys  negative,  except  a mitral 
murmur  that  I supposed  to  be  hemic.  Blood 
sent  for  Wassermann;  negative  report. 

Blood.  Noticed  that  when  getting  drop  of 
blood  that  the  blood  had  a rather  whitish  appear- 
ance. Hemoglobin  (Tallquist)  65  per  cent.  A 
blood  count  showed  the  highest  white  count  I 
have  ever  seen.  Whites,  1,000,000.  Reds,  3,- 
500,000.  A blood  smear,  when  stained  by  the 
Giemsa  method,  showed  that  most  of  the  leuko- 
cytes were  lymphocytes.  The  spleen  and  liver 
were  only  slightly  enlarged.  A careful  search 
for  adenopathy  showed  only  a very  few  slightly 
enlarged  glands.  Here  was  an  accidental  dis- 
covery of  what  subsequently  proved  to  be  a 
rather  acute  lymphatic  leukemia.  It  is  somewhat 
unusual  I suppose  for  this  to  occur  at  25  years 
of  age,  as  the  acute  form  of  the  trouble  is  nearly 
always  seen  in  children  up  to  15  years  of  age. 
He  came  to  my  office  several  times  with  very 
little  of  importance  to  narrate,  except  that  his 
symptoms  were  rapidly  becoming  more  aggra- 
vated. I advised  him  to  return  to  New  York, 
and  I understood  that  they  in  turn  sent  him  on 
to  Europe  to  no  avail.  He  died  in  about  three 
months  after  I first  saw  him,  from  hemorrhages 
and  general  lymphocytic  hyperplasia. 


The  next  ease  I report  is  one  of  so-called 
glandular  fever,  which  often  shows  a high 
leukocytosis,  resembling  in  many  respects 
lymphatic  leukemia. 

Since  this  disease  was  first  mentioned  by 
Pieffer  in  1889,  a number  of  epidemics  have 
been  reported  in  the  literature,  and  it  is  no 
doubt  a much  more  common  disease  than  is 
generally  recognized.  I have  in  the  past  few 
weeks  seen  several  cases  of  this  trouble, 
and  although  I did  not  make  blood  tests  in 
all  of  them,  where  I did  do  so,  it  was  cer- 
tainly suggestive  of  something  out  of  the 
ordinary. 

Case  2.  White  male  child,  6 years  old. 

Past  History.  Had  measles  and  mumps  when 
3 years  of  age.  Probably  had  several  attacks 
of  chills  and  fever  last  year,  and  at  times  has 
had  slight  digestive  disorders.  Had  tonsils  re- 
moved two  years  ago. 

Family  History.  Unimportant. 

Present  Illness.  Began  January  7 of  this  year. 
Was  unable  to  attend  school  for  past  three  days, 
and  had  been  at  home  and  in  bed  without  any 
particular  complaint  except  fever.  The  mother 
stated  that  this  fever  was  of  the  remittent  type. 
The  highest  she  had  noted  was  103-2/5  degrees. 
He  had  considerable  nausea  and  vomiting.  Bowels 
constipated. 

Physical  Examination.  A rather  robust  looking 
child,  presenting  no  very  serious  objective  nor 
subjective  symptoms.  The  temperature  was  103 
degrees.  Pulse  120.  Examination  of  heart,  lungs 
and  kidneys  negative  on  this  and  on  the  three 
succeeding  days.  The  only  manifest  trouble  was 
an  adenitis,  which  caused  swelling  and  tender- 
ness of  the  preauricular,  post  cervical  and  an- 
terior cervical  glands.  He  looked  very  much  as 
if  he  had  mumps,  but  the  parotids  were  appar- 
ently normal.  On  the  third  day  after  I saw  him 
he  developed  a similar  trouble  on  the  right  side 
of  his  neck.  Subsequently  the  inguinal  glands 
were  similarly  involved.  I gave  his  mouth  and 
throat  several  examinations  and  could  find  noth- 
ing abnormal.  The  fever  continued,  and  at  the 
end  of  nine  days  I had  a Widal  made  with  nega- 
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tive  report.  I also  got  a negative  tuberculin  skin 
test.  At  this  stage  of  the  trouble  I made  a blood 
smear,  and  was  very  much  surprised  to  find  an 
exceptionally  high  leukocytosis.  But  in  this  case 
the  whites  were  not  so  consistantly  of  the  monon- 
uclear variety  as  in  some  of  the  others  which 
I saw.  There  was  also  a quantitative  increase  of 
the  polymorphs.  The  disease  ran  its  course  in 
about  twelve  days;  the  glands  subsiding  without 
suppuration  and,  although  a subsequent  examina- 
tion of  the  blood  showed  some  increase  of  the 
whites,  and  he  was  rather  weak  and  prostrated,  he 
eventually  made  a good  recovery  and  went  back 
to  school. 

I saw  several  of  these  cases  in  the  school 
which  this  child  attended ; and  all  of  them 
were  affected  very  much  as  this  child,  but 
in  none  of  the  others  was  it  as  severe  as  in 
this  child,  usually  running  its  course  in 
from  one  week  to  ten  days.  In  all  the  rest 
there  was  a very  marked  mononucleosis  of 
the  blood. 

In  closing  I will  state  that  it  seems  use- 
less for  me  to  bore  you  with  the  points  to 
be  noted  in  the  differential  diagnosis  of 
these  diseases,  as  you  can  get  that  from  the 
literature.  There  is  just  this  point  that  I 
wish  to  leave  with  you.  Both  infective 
mononucleosis,  or  glandular  fever,  and 
acute  lvmpatic  leukemia  are  probably  more 
frequent  than  generally  supposed.  If  you 
happen  to  overlook  a case  of  glandular 
fever  sometimes,  because  you  do  not  take 
the  time  to  make  a blood  smear,  and  call  it 
a case  of  mumps  or  something  else,  there  is 
no  particular  harm  done  your  patient,  as 
this  is  not  a serious  disease. 

On  the  other  hand,  the  leukemic  condition 
is  very  serious  indeed,  and  all  kinds  of 
complications  will  soon  overtake  your 
patient;  and  they  are  subsequently  said  to 
die  of  hemophilia,  purpura  hemorrhagica, 
Vincent’s  disease,  anemia  and  sprue  with- 
out the  original  trouble  being  diagnosed. 


RIGHT  SIDED  DIAPHRAGMATIC 
HERNIA.* 

(Report  of  a Case.) 

T.  HILLMAN  OLIPHANT,  M.  D., 

New  Orleans. 

It  is  not  my  intention  to  go  into  any 
lengthy  dissertation  upon  the  subject  of 
diaphragmatic  hernia,  but  only  to  bring 
out  the  salient  features  of  this  condition 
that  are  necessary  to  a thorough  under- 
standing of  the  subject,  with  special  refer- 
ence to  a more  general  consideration  of  its 
existence  in  the  differential  diagnosis  of 
cases  presenting  upper  abdominal  or  thor- 
acic symptoms. 

DEFINITION. 

A diaphragmatic  hernia  may  be  described 
as  the  protrusion  of  any  abdominal  viscus 
through  the  diaphragm  into  the  thoracic 
cavity.  From  a rather  extensive  survey  of 
the  literature,  it  would  seem  that  almost 
any  abdominal  organ  might  be  found  pro- 
truding through  the  diaphragm,  and  with 
regard  to  the  diaphragm  itself  no  point 
seems  to  be  exempt,  although,  there  are 
points  of  predelection  which  we  find  more 
frequently  involved  than  others.  Consider- 
ing the  diaphragm  as  a whole  we  note  that 
by  far  the  greater  number  are  found  on 
the  left  side,  the  ratio  being  about  eight  to 
one  The  reason  for  this  becomes  very 
obvious  when  one  considers  the  anatomy 
of  the  upper  abdomen  with  the  liver  fitting 
snugly  under  the  right  diaphragm  and  thus 
protecting  it  against  any  undue  pressure 
at  any  one  point,  while  the  left  side  is  less 
protected.  Should  there  be  any  openings 
or  weakened  points  in  the  left  side  of  the 
diaphragm,  whether  from  malformations 
or  relaxed  normal  openings,  it  is  very  easy 
to  understand  how  the  smaller  organs 
might  be  forced  through  as  a result  of  an 
increased  intra-abdominal  pressure. 

There  are  numerous  classifications  in  the 
literature,  but  that  described  by  Richards 

*Read  before  the  Orleans  Parish  Medical 
Society,  November  25,  1929. 
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seems  to  be  the  one  most  generally  ac- 
cepted. His  classification  is  as  follows : 

1.  True  hernias  (those  with  hernial 
sac)  : 

a.  Congenital  (present  at  birth). 

b.  Acquired.  Through  natural  open- 

ings (mostly  esophageal)  and 
elsewhere  (traumatic  and  non- 

traumatic) . 

2.  False  hernias  (those  without  sac)  : 

a.  Congenital. 

b.  Acquired  (all  traumatic). 

3.  Eventration  of  the  diaphragm  (not 
a true  hernia) . 

As  has  been  stated  by  Menville, 

this  classification  does  not  differenti- 

ate between  those  cases  in  which  a con- 
genial weakness  may  have  been  present  at 
birth  and  those  in  which  the  hernia  did  not 
manifest  itself  until  later  in  life.  It  must 
also  be  remembered  that  it  is  highly  prob- 
able that  some  of  those  considered  as  con- 
genital might  well  have  been  produced  by 
the  trauma  incident  to  a difficult  delivery, 
or  an  operative  delivery  such  as  extraction 
following  a version  where  it  is  not  always 
possible  to  get  the  cervical  dilatation  that 
is  desired. 

HISTORY. 

It  is  well  at  this  time  to  mention  a few 
historical  points  in  that  it  so  beautifully 
illustrates  the  value  of  the  roentgen-ray  in 
these  cases.  Ambrose  Pare,  in  1610,  is 
credited  with  having  described  and  reported 
the  first  case,  and  from  that  time  until 
1912  Griffin  was  able  to  find  690  cases 
recorded  in  the  literature  and  only  15  of 
these  were  recognized  during  life.  Since 
that  time,  however,  an  increasingly  larger 
number  have  been  reported,  as  will  be  seen 
in  the  tabulations  from  the  Mayo  Clinic 
where  27  cases  had  been  found  up  to  1927. 
In  this  clinic  it  has  been  estimated  that 
diaphragmatic  hernia  was  found  in  about 
1 in  18,000  patients  examined.  From  the 
ratio  previously  given,  based  on  this  state- 
ment, approximately  1 in  144,000  would  be 
found  on  the  right  side. 


SYMPTOMATOLOGY. 

It  would  be  difficult,  if  not  impossible  to 
formulate  any  one  group  of  symptoms  that 
might  be  considered  in  any  way  pathogno- 
monic of  diaphragmatic  hernia.  However, 
certain  cardiac  and  respiratory  embarrass- 
ment is  at  times  manifested  by  these  pati- 
ents as  a result  of  pressure  by  the 
encroaching  viscus.  These  symptoms  may 
range  in  severity  from  a mild  dyspnea  to  a 
severe  air  hunger.  There  is  at  times  a 
marked  tachycardia  with  or  without  pre- 
cordial pain.  In  the  past  few  years,  I 
have  had  the  opportunity  to  observe  two 
cases  which  very  aptly  illustrate  the  two 
extremes  one  might  encounter.  The  first 
was  that  of  a new  born  infant,  seen  while 
I was  an  under-graduate  interne,  who 
shortly  after  delivery  developed  a severe 
cyanosis  with  almost  a cessation  of  respira- 
tion. Feeling  at  the  time  that  there  was 
probably  an  atalectasis,  the  child  was 
spanked  and  made  to  cry,  after  which  its 
normal  pink  color  returned.  An  ausculta- 
tory examination  of  the  chest  at  this  time 
revealed  the  abscence  of  breath  sounds  on 
the  left  side.  Within  the  next  hour  the 
cyanosis  returned,  but  this  time  did  not 
respond  as  well  to  the  measures  used  pre- 
viously. A skiagraph  of  the  chest  was 
then  made  and  this  revealed  numerous 
coils  of  intestines  occupying  the  left  side 
of  the  thorax  with  almost  a complete  col- 
lapse of  the  left  lung.  The  heart  was 
pushed  considerably  to  the  right.  The  baby 
succumbed  a few  hours  later  and  we  were 
fortunate  in  obtaining  a post-mortem  ex- 
amination which  revealed  very  beautifully 
a large  opening  in  the  left  side  of  the  dia- 
phragm with  the  stomach  and  nearly  all 
of  the  small  intestines  within  the  thoracic 
cage.  The  lung,  of  course,  was  collapsed. 
This  case  illustrates  the  severe  symptoms, 
while  the  other,  the  one  presented  at  this 
time,  is  that  of  a young  girl  sixteen  years 
who  has  led  a very  active  life  with  a seg- 
ment of  transverse  colon  in  the  right  side  of 
the  thorax.  Her  symptoms  have  been  of  a 
rather  mild  character  with  only  an  occas- 
ional attack  of  pain  in  the  upper  abdomen, 
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associated  with  some  nausea,  and  at  times 
vomiting.  There  has  been  a slight  dys- 
pnea and  some  palpitation  associated  with 
some  of  these  attacks.  It  is  conceivable 
that  numerous  symptoms  might  be  mani- 
fested, depending  of  course  on  the  contents 
of  the  hernial  sac,  or  the  parts  protruding 
through  the  diaphragm.  In  other  words, 
in  cases  involving  the  stomach,  for  ex- 
ample, one  would  expect  to  find  symptoms 
referable  to  some  gastric  disturbance  such 
as  pain  after  eating  with  nausea  or  vomit- 
ing. So,  in  hernias  containing  other  abdo- 
minal organs,  we  would  expect,  in  a like 
manner,  to  find  symptoms  pointing  to  path- 
ological or  functional  changes  in  the  or- 
gans involved. 

DIFFERENTIAL  DIAGNOSIS. 

The  many  conditions  that  could  be  con- 
sidered from  the  viewpoint  of  a differential 
diagnosis  are  too  numerous  to  mention,  but 
I wish  to  enumerate  a few  of  the  most 
important  ones.  It  is  plainly  seen  that 
those  conditions  producing  symptoms  re- 
ferable to  the  upper  abdomen  must  be 
taken  into  consideration,  notably  pyloric 
stenosis,  gastritis,  peptic  ulcer,  gastric  car- 
cinoma, and  diseases  of  the  gall  bladder. 
Disease  of  organs  in  other  parts  of  the 
abdomen,  as  for  example  the  colon  or 
appendix,  which  we  know  produce  upper 
abdominal  symptoms  at  times,  must  be 
eliminated.  On  the  other  hand,  the  many 
diseases  of  the  heart  and  lungs  which  are 
manifested  by  cyanosis  and  dyspnea  must 
be  taken  into  consideration. 

DIAGNOSIS. 

While  the  symptomatology  and  physical 
findings  in  a certain  case  might  lead  one 
to  suspect  the  presence  of  a diaphragmatic 
hernia,  I am  sure  that  most  of  us  will  rely 
on  the  aid  given  by  a flouroscopic  examin- 
ation with  an  opaque  meal,  or  a barium 
enema  to  make  our  diagnosis.  After  all,  the 
fluoroscopic  examination  is  of  paramount 
value,  and  will  be  of  necessity  used  to  con- 
firm the  diagnosis  in  those  cases  even  sus- 
pected of  being  present  clinically. 


TREATMENT. 

Medical  treatment  is  at  best  only  palia- 
tive  and  surgery  must  be  the  treatment  of 
choice  if  any  benefit  is  to  be  secured  for 
the  patient.  It  is  conceivable  that  in  some 
of  the  new  born  cases  spontaneous  closure 
of  the  opening  in  the  diaphragm  might 
take  place,  but  I have  been  unable  to  find 
any  statistics  to  corroborate  this  suppo- 
sition. 

The  surgery  of  diaphragmic  hernia  has 
been  described  by  many  men  in  this  coun- 
try, notably  among  whom  are  C.  H.  Mayo, 
G.  L.  Carrington,  Willy  Meyer,  P.  E. 
Truesdale,  Carl  A.  Hedblom,  and  Harring- 
ton. There  are  three  methods  of  approach, 
namely:  1.  trans-pleural,  2.  abdominal, 

and  3.  a combination  of  the  two.  After  the 
method  of  approach  is  chosen,  the  next 
problem  that  presents  itself  is  a reduction 
of  the  hernia.  It  is  here  that  C.  H.  Mayo 
added  a valuable  step  to  the  technic  when 
he  advocated  the  employment  of  a stiff 
rubber  tube  which  he  introduces  into  the 
hernial  sac  to  prevent  the  formation  of  a 
vacuum,  which  according  to  a recent  publi- 
cation by  him  is  one  of  the  causes  of  the 
difficulty  experienced  in  reducing  the  con- 
tents of  the  sac.  After  reduction  has  been 
affected,  the  defect  in  the  diaphragm  is 
then  repaired  following  the  technic  of  plas- 
tic surgery  in  other  parts  of  the  body. 

CASE  REPORT. 

This  case,  that  of  a white  female,  aged  16 
years,  was  first  seen  June  11,  1929  and  the  fol- 
lowing history  was  obtained: 

Chief  Complaint:  Vomiting  of  blood  streaked 

material. 

Present  Illness:  Began  two  days  previously 

with  pains  below  each  costal  margin  which  were 
sharp  in  character  and  associated  with  nausea 
but  no  vomiting.  The  pains  subsided  after  the 
first  day  but  the  nausea  persisted.  Two  days 
later,  about  one  hour  after  breakfast  she  had  a 
severe  vomiting  spell  which  lasted  about  one 
hour.  The  vomitus  was  described  as  being  rather 
copious  and  consisting  of  a greenish  material 
mixed  with  what  looked  like  orange  juice  and 
streaked  with  blood. 

Past  History:  Has  had  vomiting  spells  since 

infancy.  One  of  these  spells  at  the  age  of  2 
years  was  very  severe  and  was  diagnosed  at  that 
time  as  an  acidosis.  An  appendectomy  was  per- 
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Plate  1.  PA  View  of  Thorax  and  upper  abdomen  six 
hours  after  the  ingestion  of  a barium  meal  showing  a 
segment  of  colon  above  the  diaphragm  on  the  right  side. 
Arrows  indicate  that  portion  which  lies  above  the  dia- 
phragm. Note  the  constriction  at  the  point  of  entrance 
through  the  diaphragm. 

formed  in  March,  1927,  and  a tonsillectomy  in 
September  1928. 

Menstrual  History:  Menstruation  began  at  the 

age  of  14  years,  was  regular,  28  day  type  and 
5 or  6 days  in  duration.  She  had  a slight  dys- 
menorrhea for  a few  years  but  has  not  suffered 
with  this  since  the  appendix  was  removed.  She 
has  occasional  pains  in  the  lower  left  quadrant 
of  the  abdomen  but  these  have  never  been  severe 
enough  to  cause  her  to  seek  medical  advice.  The 
last  menstruation  was  normal  and  began  May  20, 
1929. 

Social  History:  Has  been  attending  public 

high  school  regularly  and  has  made  good  grades 
in  her  studies  until  the  past  year.  Studies  danc- 
ing, plays  tennis,  and  leads  the  life  of  the  aver- 
age girl  of  her  age. 

Family  History:  Father  40  years  of  age,  liv- 

ing and  well.  Mother  32  years,  living  and  well, 
but  highly  nervous  and  excitable.  No  brothers 
or  sisters. 

Physical  Examination:  The  patient  was  a 

well  developed  and  well  nourished  rather  robust 
white  female  of  about  sixteen  years  of  age,  in 
apparently  good  physical  condition  and  not  acutely 
ill.  She  was  somewhat  prostrated  from  the  exer- 
tion caused  by  the  severe  vomiting  spell  through 
which  she  had  just  gone.  The  skin  was  rather 
moist  but  not  unduly  warm  and  showed  no 
lesions.  There  were  no  glandular  enlargements. 

Head:  Scalp  was  normal.  Eyes  showed  a mod- 

erate injection  of  the  superficial  vessels.  Ears, 
nose,  and  throat  were  grossly  negative.  The  teeth 
were  in  good  condition  and  the  oral  hygiene  was 
good. 


Neck:  Was  negative. 

Thorax:  Was  bilaterally  symmetrical.  Expan- 

sion was  free  and  equal.  There  was  no  dullness 
or  other  abnormal  changes  on  percussion.  Ascul- 
tatory  signs  were  normal.  The  heart  was  normal 
except  for  a slight  tachycardia. 

Abdomen:  Was  normal  in  contour  and  showed 

a small  scar  in  the  lower  right  quadrant.  There 
was  no  tenderness  on  palpation  and  no  masses. 

Extremities  were  normal. 

A small  duodenal  tube  was  passed  back  through 
the  nose  and  into  the  stomach.  This  revealed  no 
residue.  The  stomach  was  lavaged  with  a solu- 
tion of  sodium  bicarbonate  and  the  tube  removed. 

No  diagnosis  was  made  at  this  time. 

On  June  13,  two  days  later,  the  mother  brought 
the  patient  to  my  office  and  requested  that  I make 
a complete  study  of  the  case.  This  was  done  and 
nothing  additional  was  found  except  by  rectal 
examination  the  uterus  was  found  to  be  in  second 
degree  reti-oversion  with  no  adnexal  pathology. 

A fluoroscopic  study  was  advised  and  accord- 
ingly, two  days  later  the  patient  was  given  a 
barium  meal  on  a fasting  stomach  at  7:30  in 
the  morning.  Six  hours  later,  a fluoroscopic 
examination  was  made  which  revealed  a segment 
of  what  appeared  to  be  colon  above  the  right  dia- 
phragn  obliterating  the  cardio-hepatic  angle.  A 
second  meal  of  barium  and  water  has  then  given 
which  showed  the  stomach  to  be  normal  in 
size,  shape,  and  motility.  Skiagraphs  were 
taken  and  those  are  the  ones  shown  you  here 
tonight.  (Several  days  later,  a barium  enema 


Plate  2.  Visual'zation  of  the  colon  by  means  of  a 
barium  enema.  The  dotted  lines  indicate  the  approxi- 
mate level  of  the  diaphragm  and  the  arrows  the  con- 
stricted portion  of  the  transverse  colon  where  it  passes 
through  the  d'aphragm.  The  plate  was  not  sufficiently 
high  to  show  the  upper  portion  of  the  herniated  colon. 
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Plate  3.  Visualization  of  the  colon  in  the  lateral  view 
by  means  of  the  barium  enema.  This  shows  very  clearly 
the  segment  of  colon  above  the  diaphragm  and  proves 
very  conclusively  its  anterior  location.  Note  also  how 
beautifully  it  demonstrates  the  constriction  in  the  colon. 
Diaphragm  and  herniated  colon  indicated  by  arrows. 

study  was  made  by  Dr.  Leon  J.  Menville  who 
reported  a diaphragmatic  hernia  on  the  right  side 
just  lateral  to  the  right  border  of  the  heart  and 
situated  anteriorly,  and  containing  a segment  of 
the  proximal  end  of  the  transverse  colon  which 
showed  a constriction  at  the  point  of  entrance 
through  the  diaphragm. 

Operation  was  not  permitted  by  the  parents  and 
I understand  that  the  patient  is  now  receiving 
medical  treatment  the  results  of  which  I am  un- 
able to  give  you. 

BIBLIOGRAPHY. 

Richard,  Lyman  G. : Non-traumatic  hernia  of  the  dia- 

phragm. An  erabryologic  viewpoint,  Ann.  Otol.,  Rhinol.,  and 
Laryng.,  32:1146-1168,  1923. 

Griffin,  H.  Z : The  diagnosis  of  diaphragmatic  hernia, 

Ann.  Surg.,  55  :388-397,  1912. 

Mayo,  C.  H. : Repair  of  hernia  of  the  diaprdogm.  Ann. 

Surg.,  86:484-484,  1927. 

Menville,  Leon  J. : The  medical  aspect  of  non-traumatic 
diaphragmatic  hernia.  Report  of  a case  situated  on  the 
right  side,  anteriorly.  Med.  Clin.  N.  Amer.,  Jan.,  1926. 

Clark,  Dwight  F. : Hernias  of  the  diaphragm,  including 
report  of  a case  with  roentgen-ray  films.  111.  Med.  Jour. 
51-52,  63-69,  1927. 

Morrison,  W.  A.:  Diaphragmatic  hernia.  1927  Surg.  Clin. 
N.  Amer.,  7:1165-1176,  1927. 

Harrington,  S.  W. : Diaphragmatic  hernia.  Surg.  Clinic 

N.  Amer.,  9:142-177,  1929. 

Carrington,  Geo.  L. : Diaphragmatic  hernia.  Ann.  Surg. 

89:512-520,  1929. 


DISCUSSION. 

Dr.  Leon  J.  Menville  (New  Orleans):  Dr. 

Oliphant  should  be  complimented  upon  the  able 
manner  in  which  he  has  presented  his  very  inter- 
esting paper.  Previous  to  the  advent  of  the  roent- 
gen-rays, the  diagnosis  of  diaphragmatic  hernia 
was  in  nearly  every  instance  made  at  the  post- 
mortem table.  The  roentgen-rays  offers  a val- 
uable aid  in  such  a diagnosis  provided  that 
we  utilize  every  modern  method  possible  in  such 
examinations.  Both  the  fluoroscopic  and  radio- 
graphic  examinations  are  necessary  and  the 
patient  examined  in  several  different  positions. 
Not  only  the  barium  meal  method  should  be  em- 
ployed but  in  every  instance  a barium  enema 
should  be  given  the  patient  for  a study  of  the 
intestinal  tract.  Having  established  a diagnosis 
of  diaphragmatic  hernia  of  the  colon  it  is  very 
important  to  determine  whether  it  is  anteriorly, 
centrally  or  posteriorly  situated.  Such  informa- 
tion will  prove  valuable  to  the  surgeon  if  the 
case  become  a surgical  one. 

I do  not  wish  to  give  the  impression  that  the 
roentgen-ray  is  always  positive  in  the  diagnosis 
of  diaphragmatic  hernia.  This  is  not  so,  as  we 
encounter  at  times  certain  difficulties  which  might 
be  well  to  mention.  In  the  instance  of  a para- 
diaphragmatic  purulent  process.  In  the  instance 
of  strangulation  when  the  bariumized  meal  will 
fail  to  pass  through  the  opening.  Also  when  the 
hernial  sac  contains  solid  viscera. 

It  was  my  good  fortune  to  examine  radiologi- 
cally  the  case  just  presented  by  Dr.  Oliphant  with 
the  following  findings: 

Stomach — Position,  size,  shape,  motility,  peris- 
talsis, mobility  and  flexibitly  normal;  negative  for 
any  organic  disease. 

Duodenum — Negative. 

Colon — Twenty-four  hour  examination  showed 
the  mid  portion  of  the  transverse  colon  above  the 
right  diaphragm  into  the  right  chest.  This  ex- 
amination was  followed  by  a barium  enema.  The 
bariumized  fluid  entered  the  colon  with  normal 
pressure  and  rapidly  filled  the  colon  up  to  a point 
near  the  mid  portion  when  the  enema  stopped  for 
a moment  and  showed  a point  of  constriction  at 
this  time.  The  enema  then  took  an  upward 
shoot  through  an  opening  in  the  diaphragm  and 
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was  clearly  visualized  above  the  right  diaphragm. 
On  the  return  flow  the  enema  was  again  retarded 
at  the  diaphragmatic  opening  and  another  con- 
striction was  observed.  Skiagrams  were  made  in 
different  positions  to  determine  the  position  of 
the  hernia  with  the  conclusion  that  we  were 
dealing  with  a right  sided  diaphragmatic  hernia 
anteriorly  situated. 

Dr.  J.  Birney  Guthrie  (New  Orleans)  : It 

would  add  very  greatly  of  interest  if  some  of 
the  surgeons  would  tell  us  something  in  regard 
to  the  operative  technic  in  diaphragmatic  herniae. 

I want  to  ask  if  phrenicotomy  had  ever  been 
performed  preliminary  to  an  operation  of  this 
sort,  and  if  phrenicotomy  were  done,  would  it  be 
possible  to  restore  the  phrenic  nerve  afterwards? 
Even  if  this  last  were  impossible  it  might  be 
more  important  to  have  the  diaphragm  restored 
intact  than  the  phrenic  nerve  preserved  in  its 
integrity. 

Dr.  T.  H.  Oliphant  (Closing)  : There  are 

just  a few  additional  remarks  I wish  to  make 
regarding  diaphragmatic  hernia  at  this  time. 
The  subject  has  been  very  carefully  gone  over 
in  various  parts  of  this  country  as  I have  men- 
tioned before  in  the  main  body  of  my  paper.  I 
intentionally  omitted  going  into  a detailed  de- 
scription of  the  operative  technic  involved  in  the 
repair  of  this  type  of  hernia,  feeling  that  the 
time  allotted  to  me  was  not  sufficient  to  deal  at 
any  great  length  on  this  phase  of  the  subject. 
However,  in  answer  to  a question  as  to  the  oper- 
ative technic,  I wish  to  say  that,  in  my  opinion, 
the  procedure  of  choice,  and  the  one  which  should 
always  be  undertaken  first,  is  the  repair  through 
the  abdominal  cavity.  A high  abdominal  section 
should  be  made,  the  line  of  incision  being  directed 
in  such  a manner  as  to  give  the  best  exposure. 
This  might  be  made  on  the  right  or  left  side, 
but  in  the  case  presented  tonight,  where  the 
herniation  is  on  the  right  side  near  the  mid-line, 
anteriorly,  a high  mid-section  extending  from  the 
xyphoid  to  the  umbillicus  would  probably  give  the 
best  exposure.  Then,  if  gentle  traction  on  the 
proximal  portion  of  the  herniated  bowel  is  not 
sufficient  to  affect  reduction,  a stiff  rubber  tube, 
as  suggested  by  C.  H.  Mayo,  should  then  be  in- 
serted into  the  hernial  sac  which  will  prevent 


the  formation  of  a vacuum,  and  allow  the  her- 
niated loop  of  bowel  to  be  returned  into  the 
abdominal  cavity.  In  event  that  these  measures 
fail  to  affect  a reduction,  it  most  likely  means 
that  there  are  adhesions  of  the  viscus  to  the  sac, 
and  if  these  cannot  be  freed  from  below,  a re- 
section of  one  or  two  ribs  will  become  necessary 
and  the  sac  reached  from  above,  opened,  and  the 
contents  returned  from  above  into  the  abdominal 
cavity.  A plastic  repair  of  the  defect  in  the 
diaphragm  then  becomes  necessary.  This  can  be 
accomplished  from  below  in  cases  where  reduction 
can  be  affected  from  that  route,  or  from  above  if 
it  has  become  necessary  to  use  this  approach.  It 
is  at  times  difficult  to  approximate  the  edges  of 
the  defect  in  the  diaphragm,  and  it  is  here  that 
phrenicotomy  as  referred  to  by  Dr.  Guthrie  is 
employed  to  relax  the  diaphragm  in  order  to  make 
this  approximation  possible.  I might  mention 
here  that  I cannot  see  the  inadvisability  of 
merely  making  an  alcoholic  injection  of  the 
phrenic  here  after  it  has  been  exposed  instead 
of  actually  severing  the  nerve.  Regeneration 
would  then  take  place  within  three  to  six  months, 
whereas  if  the  nerve  is  severed,  regeneration 
would  not  take  place  unless  the  cut  ends  of  the 
nerve  were  very  carefully  approximated.  In  fur- 
ther answer  to  Dr.  Guthrie,  I might  say  that 
phrenicotomy  is  frequently  resorted  to  in  cases 
that  are  strangulated  and  this  procedure  alone 
might  suffice  to  release  the  herniated  viscus  and 
allow  it  to  drop  back  into  the  abdominal  cavity. 

Dr.  Gessner  mare  the  statement  that  he  does 
not  see  the  necessity  for  operating  these  cases  at 
all.  In  answer  to  him,  I wish  to  call  your  atten- 
tion to  the  fact  that  these  hernias  become 
strangulated  just  as  hernias  in  other  parts  of 
the  body,  and  require  operative  intervention  at 
times  to  save  the  life  of  the  patient.  In  other 
cases  the  symptoms  of  obstruction  which  may  be 
of  any  degree  of  severity  often  times  justify  the 
surgeon  in  undertaking  a repair  of  this  type  of 
abnormality.  After  all,  when  one  considers  that 
in  these  cases  we  are  working  in  an  aseptic  field 
in  the  absence  of  infection  we  would  expect  to 
have  a very  favorable  prognosis,  especially  in  so 
far  as  life  and  death  are  concerned.  Surely  our 
mortality  rate  should  be  very  little  higher  than 
in  other  laporotomies. 
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FRACTURE  OF  THE  TRANSVERSE 
PROCESS  OF  THE  FIFTH  LUMBAR 
VERTEBRA. 

JULIUS  L.  LEVY,  M.  D., 
Clarksdale,  Miss. 

In  reviewing  the  literature  the  author 
finds  that  fracture  of  the  transverse  process 
of  the  fifth  lumbar  vertebra  is  rather  rare 
and  constitutes  only  5 per  cent  of  all  frac- 
tures of  the  vertebra  of  this  region. 

Most  writers  recognize  that  these  frac- 
tures result  from  both  direct  external  vio- 
lence and  indirect  internal  violence  (muscu- 
lar action).  One  or  more  processes  may 
be  broken.  It  is  usually  unilateral. 

P.  A.  Quaintance  reviews  the  literature 
for  the  past  15  years  on  fracture  of  the 
transverse  process  of  the  lumbar  vertebra. 
Thirty  three  cases  are  reported,  in  two  of 
which  fracture  undoubtedly  resulted  from 
indirect  muscular  action.  In  42  per  cent  of 
the  cases  of  this  series,  fracture  unques- 
tionably was  due  to  direct  external  violence. 
The  transverse  processes  of  the  second, 
third  and  fourth  lumbar  vertebra  consti- 
tuted 85  per  cent  of  the  total  number  of 
fractures  in  this  series.  In  27  per  cent  of 
the  33  cases,  associated  fractures  of  the  pel- 
vis bones,  the  bodies  of  the  lumbar  vertebra 
or  the  ribs  occurred.  Hyperthrophic  arthri- 
tis was  present  in  39  per  cent  of  the  pati- 
ents. 

Here  I would  like  to  report  a case  of  frac- 
ture of  the  transverse  process  of  the  right 
fifth  lumbar  vertebra  which  I think  is  very 
interesting  due  chiefly  to  the  fact  that  it 
was  caused  by  the  patient  lifting  the  tail 
of  an  aeroplane  (muscular  action)  and  in 
the  author’s  review  of  the  literature  there 
is  no  other  similar  case  reported  where  this 
was  the  caustive  factor. 

Case — G.  R.,  white  male,  aged  28  years,  promi- 
nent lawyer,  was  admitted  March  17,  1930,  for 
pain  in  the  small  of  his  back.  He  gave  a history 
of  lifting  the  tail  of  an  airplane  a week  prev- 
ious. During  the  interval  of  the  accident  and 
the  time  I first  saw  him,  he  stated  that  he  had 
seen  two  physicians  and  a chiropractor,  but  in- 
stead of  improving  he  became  worse,  being  un- 
able to  sleep  at  night  due  to  excruciating  pain 
in  the  lower  part  of  his  back.  Examination 
showed  pain  at  the  seat  of  fracture  which 


radiated  to  the  groin  and  abdomen,  there  was 
extreme  tenderness  and  bulging  over  the  fifth 
lumbar  vertebra,  crepitus  could  not  be  elicited 
by  deep  pressure.  When  the  patient  attempted 
to  pick  up  an  object  from  the  floor  he  bent 
like  one  with  Pott’s  disease.  Roentgen-ray  ex- 
amination showed  a fracture  of  the  right  trans- 
verse process  of  the  fifth  lumbar  vertebra.  Treat- 
ment— Back  was  strapped  from  the  left  anterior 
superior  iliac  spine  to  the  right  anterior  superior 
iliac  spine  posteriorly  extending  from  the  sacrum 
to  the  third  lumbar  vertebra.  Sedatives  were 
given  to  facilitate  relief  of  pain.  Course — 

Patient  was  kept  in  bed  for  10  days  then  allowed 
out  of  bed  with  back  strapped.  This  was  left 
on  for  three  weeks,  and  then  another  roentgen- 
ogram was  taken  and  it  showed  firm  union  of 
the  two  fragments. 

The  author  believes  that  even  marked 
lateral  displacement  of  the  fragment  is  of 
less  consequence  than  vertical  displacement, 
in  which  the  spinal  nerves  may  be  com- 
pressed and  cause  primary  symptoms  or 
may  become  included  in  the  callus  and  cause 
secondary  symptoms.  The  condition  should 
be  considered  in  all  cases  in  which  there  is 
a contracture  of  the  sacrolumbar  mass  of 
muscles  with  pain  at  the  level  of  the  trans- 
verse process.  In  some  cases  the  fragment 
or  a vicious  callus  compresses  the  root  of  a 
spinal  nerve  and  produces  traumatic  lum- 
bago or  sciatic  neuralgia.  The  prognosis 
depends  more  on  the  nature  of  the  fractures 
than  on  their  number,  vertical  displace- 
ments being  more  serious  than  transverse 
ones. 
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AMERICAN  HOSPITAL  ASSOCIATION 
MEETING. 

The  week  beginning  October  the 
twentieth,  will  see  in  New  Orleans  the 
starting  of  the  annual  convocation  of  the 
American  Hospital  Association.  This  meet- 
ing will  last  for  five  days  and  during 
this  period  many  problems  relative  to 
hospital  management  will  be  brought  up 
which  should  be  of  interest  not  only  to 
those  whose  primary  duties  are  the  care 
and  running  of  hospitals  and  institutions, 
but  also  to  those  who  hold  positions  on  the 
medical  and  surgical  staffs.  The  topics 


to  be  presented  will  deal  not  only  with  the 
cost  per  day  per  patient  problem,  the  type 
of  refrigeration  best  suited  for  a hospital 
and  comparable  questions,  but  there  will 
also  be  round  table  sessions  on  the  rela- 
tion of  the  staff  to  the  hospital,  the  teach- 
ing of  interns,  the  obtaining  of  autopsies 
and  similar  subjects  of  considerable  in- 
terest to  the  medical  profession  as  a 
whole. 

The  general  plan  of  the  meeting  is  to 
hold  open  sessions  at  night.  In  the  morn- 
ing there  wil  be  round  table  discussions 
and  in  the  afternoon  section  meetings. 
The  round  table  discussions  and  the  gen- 
eral meetings  will  probably  be  of  particu- 
lar interest  to  physicians.  In  the  section 
meetings  every  phase  of  hospital  life,  ad- 
ministration, construction,  and  finance, 
will  all  be  elaborated. 

This  meeting  will  be  not  only  national 
in  its  scope  but  also  international,  as 
delegates  from  many  of  the  Central  and 
South  American  republics  will  be  present, 
as  well  as  delegates  from  Canada.  The 
broad  range  and  the  diversity  of  appeal  of 
this  annual  meeting  of  the  hospital  asso- 
ciation is  indicated  by  the  fact  that  there 
are  usually  registered  for  the  session 
between  3,500  and  4,000  individuals. 


RECOVERIES  FROM  LEPROSY. 

The  National  Leprosarium  at  Carville  is 
one  of  the  outstanding  institutions  of  its 
kind  in  the  world,  and  of  course  is  the  only 
home  for  lepers  in  the  United  States.  The 
institution  is  run  magnificently ; it  has  most 
adequate  corps  of  devoted  sister  nurses  in 
attendance  and  the  medical  personnel  is 
in  every  way  competent  to  study  and  to 
treat  leprosy.  Any  publication  that  bears 
the  imprint  of  the  Medical  Staff  of  Marine 
Hospital  No.  66  has  upon  it  the  stamp  of 
authenticity  and  authority.  Denny,  Hop- 
kins and  Johansen*  report  on  the  patients 
that  have  been  treated  in  the  past  ten  years 
at  Carville.  They  note  that  65  patients 
have  been  discharged  from  Carville,  and 

*Denny,  O.  E.,  Hopkins,  R.,  Johansen,  F.  A.:  Recoveries 
from  leprosy,  U.  S.  Pub.  Health  Report,  45:667,.  1930. 
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give  complete  full  clinical  histories  of  these 
patients.  Since  the  report  there  have  been 
eight  additional  lepers  paroled.  It  is  of  some 
interest  to  note  the  types  of  lesions  that 
occurred  in  these  paroled  patients  and  to 
observe  the  character  of  the  treatment  that 
they  received.  Twelve  of  the  paroled  indi- 
viduals had  the  nodular  type  of  leprosy  on 
admission,  and  they  spent  an  average  of 
5.8  years  in  the  institution.  Twenty-six  of 
the  65  patients  that  are  reported  upon  had 
mixed  types  of  leprosy  and  had  spent  an 
average  period  of  5.5  years  in  the  lepro- 
sarium. Twenty-seven  of  the  paroled  pati- 
ents had  the  anesthetic  type  on  admission 
and  they  were  kept  in  the  hospital  an  aver- 
age period  of  9 years. 

The  great  majority  of  the  patients  that 
have  been  paroled  received  chaulmoogra  oil 
in  some  form  or  another.  The  largest  num- 
ber of  them  received  it  by  mouth ; a few 
received  it  by  intramuscular  injection,  or 
received  the  ethylesters  of  the  oil.  A few 
of  the  patients  received  other  forms  of  drug 
therapy  such  as  mercurochrome  intra- 
venously or  Fowler’s  solution  by  mouth.  In 
addition  to  this  more  or  less  specific 
therapy  there  was  also  employed  physio- 
therapy, psychotherapy  and  other  forms 
of  non-drug  treatment.  The  report  of 
these  observers  should  be  of  tremendous 
encouragement  to  the  leper.  One  of  the 
most  difficult  and  trying  features  of  the 
disease  is  the  profound  mental  depression 
from  which  so  many  of  the  unfortunates 
suffer.  Knowledge  that  leprosy  can  be 
cured  and  is  being  cured  should  offer  to 
them  a tremendous  hope  for  the  future.  It 
certainly  will  encourage  them  to  persist 
actively  and  conscientiously  in  observing 
the  therapeutic  measures  that  are  suggested 
to  them  by  the  resident  and  consultant  staff 
of  the  leprosarium. 


BANQUET  TO  SENATOR  RANSDELL. 

One  of  the  most  stimulating  and  inter- 
esting tributes  ever  paid  to  a Louisiana 
Legislator  was  consummated  Saturday, 
July  12,  in  New  Orleans.  Under  the  aus- 


pices of  the  Louisiana  State  Medical  Society 
and  the  Orleans  Parish  Medical  Society  a 
banquet  was  given  to  the  distinguished 
senior  Senator  from  Louisiana  in  appreci- 
ation of  what  he  had  done  for  medicine  and 
for  science  in  the  United  States.  Somewhat 
over  400  participated  in  the  banquet,  and 
distinguished  speakers,  some  of  whom  came 
from  a long  distance,  joined  in  paying  hom- 
age to  this  splendid  type  of  representative 
of  the  people  of  the  State.  Senator  Rans- 
dell  in  his  speech  of  gratitude,  spoken  with 
felicity  and  charm,  called  attention  to  the 
fact  that  he  was  responsible  for  three  great 
pieces  of  medical  legislation.  The  estab- 
lishment of  the  leprasarium  at  Carville,  the 
initiation  of  measures  to  eradicate  Texas 
fever,  and  now  the  most  outstanding  piece 
of  health  legislation,  the  establishment  of 
the  National  Institute  of  Health.  This 
institute  will  greatly  increase  the  facilities 
of  the  United  States  Public  Health  Hygienic 
Laboratories  through  government  aid,  and 
it  will  be  in  a position  to  receive  individual 
donations  from  interested  individuals; 
parenthetically  it  might  be  observed  here 
that  already  a distinguished  chemist  has 
established  a Fellowship  which  is  to  be  the 
third  important  feature  of  the  new  insti- 
tute. It  can  be  readily  appreciated  that 
with  the  resources  of  the  United  States 
back  of  it,  with  the  resources  that  will  be 
gradually  enhanced  as  a result  of  private 
contributions,  the  initial  steps  have  been 
taken  to  establish  one  of  the  greatest  health 
institutes  in  the  world.  The  United  States 
Hygienic  Laboratories  have  been  second  to 
no  institution  in  this  country  in  regard  to 
the  experimental  work  and  science  achieve- 
ments that  have  emanated  from  it.  What 
it  will  accomplish  with  these  increased 
resources,  resources  not  only  of  money  but 
of  scientists  and  qualified  students  of  medi- 
cine, can  not  be  foretold,  but  at  least  the 
possibilities  may  be  surmised:  eventually 
the  world’s  greatest  center  of  research  in 
medical  and  allied  subjects.  This  institute 
has  been  established  through  the  efforts 
largely  of  Senator  Ransdell : All  tribute 

and  honor  to  this  great  man. 


HOSPITAL  STAFF  TRANSACTIONS 


FRENCH  HOSPITAL. 

The  regular  meeting  of  the  French  Hospital 
Staff  was  called  to  order  on  Friday  May  30,  1930, 
at  8:00  P.  M.  Dr.  M.  J.  Lyons  presiding.  The 
minutes  of  the  last  meeting  were  read  and 
approved.  Those  present  at  the  meeting  were: 
Drs.  Ane,  Anderson,  C.  J.  Brown,  Freidrich  Harris, 
Jamison,  Lorio,  M.  0.  Miller,  M.  J.  Lyons,  S. 
Lyons,  Palermo,  Menville,  Montelepre,  Nothacker, 
Powe,  Overbay,  Sharp,  Stadiem,  Silverman,  Smith, 
Tardo,  Wallbillich,  and  Zander. 

Dr.  Zander  gave  the  report  representing  the 
patients  discharged  during  the  month  of  April, 
1930.  He  also  gave  the  report  of  deaths  for  that 
month.  These  cases  were  not  discussed  as  Dr. 
Harris  suggested  that  they  were  not  sufficient 
material  for  discussion  as  the  patients  were  in 
the  hospital  but  a very  short  time,  and  none  were 
operative  cases. 

Dr.  Jamison  then  spoke  on  “Recent  Views  on 
Nephritis.”  He  divided  nephritis  into  three 
classes:  nephrosis,  nephritis,  and  arterio-sclerotic 
kidney.  He  discussed  nephrosis  particularly,  divid- 
ing it  into  lipoid,  amyloid,  kidney  of  pregnancy, 
and  bichlorid  kidney.  The  principal  symptoms  of 
lipoid  being  edema,  pallor,  eye  symptoms,  absolute 
lack  of  findings  in  urine  with  the  exception  of 
albumin,  no  anemia,  and  increased  cholesterol. 
Dr.  Jamison  next  discussed  the  newest  treatment 
which  consisted  of  a high  protein  diet  low  in  fats, 
giving  of  thyroid  from  15  to  40  grains,  and  the 
other  usual  treatment  of  swelling,  purgation,  and 
limitation  of  salt  and  water.  The  paper  was  then 
discussed  by  Drs.  Harris,  Overbay,  Silverman, 
and  Menville. 

Dr.  Lyons  announced  that  this  was  the  last 
meeting  until  October.  There  being  no  further 
business  the  meeting  adjourned. 

E.  L.  ZANDER,  M.  D.,  Secy. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting,  July  10,  1930. 

Abstract:  Congenital  Hear-t  Disease. — Dr.  Guy 

C.  Jarratt. 

Case  No.  1: 

Patient — White  female  child  aged  10  months, 
seen  on  June  26,  1930. 


Chief  Complaint — “Blue  spells.” 

Present  Illness — Mother  stated  that  at  birth  and 
since  child  has  had  blue  finger  nails  and  togue 
and  some  blueness  of  lips.  For  past  five  months, 
blueness  has  been  deeper  and  at  times  an  indigo 
color,  especially  noticed  when  crying  or  following 
exertion.  When  quiet  and  asleep  only  finger  nails 
and  lips  show  blue  color.  Past  History — Essenti- 
ally negative  except  for  above.  Family  History — 
Father  living  and  well,  48  years  old;  mother  living 
and  well,  34  years  old;  no  other  living  children. 
Two  miscarriages  prior  to  birth  of  this  child, — 
one  at  six  months  and  one  at  six  and  one-half 
months.  No  tuberculosis  in  family.  Birth  History 
— Normal  ceplhalic  delivery  ;j  no  difficulty  with 
resuscitation;  no  convulsions;  some  cyanosis  as 
stated  above.  Nursed  normally  within  first  few 
few  days  of  birth;  no  excess  crying. 

Physical  Examination — Development  apparently 
normal;  well  nourished.  Child  crying  and  with 
generalized  indigo  color,  most  marked  in  lips  and 
fingers.  When  child  became  quiet  and  when 
asleep,  deep  color  disappeared  but  there  was  still 
blueness  of  finger  nails,  lips,  and  tongue.  Head- 
Anterior  fontanelle  open  two  cm.;  soft  and 
depressed.  Ears,  nose,  neck,  and  throat,  negative. 
Chest — Lungs,  no  pathology  found.  Heart,  apex 
at  left  fourth  interspace;  no  enlargement  found; 
no  thrills;  loud  systolic  murmur  heard  over  whole 
of  precordium,  loudest  at  left  third  interspace, 
also  heard  in  back  and  axilla,  not  transmitted  into 
neck;  pulmonic  second  sound  normal.  Abdomen — • 
No  viscera  or  masses  palpated.  Extremities — 
Negative  except  for  cyanosis;  no  clubbing  of 
fingers.  Genitalia — Normal.  C.  N.  S. — No  path- 
ology found.  Blood — Hemoglobin,  107  per  cent; 
erythrocytes,  5,328,000;  leukocytes,  14,800;  differ- 
ential leukocyte  count;  small  lymphocytes,  46  per 
cent,  large  lymphocytes,  17,  large  monouclears,  15, 
polymorph,  neutrophiles,  22;  no  malaria  found. 
Wassermann  and  Kahn  tests  on  blood  of  mother, 
negative;  not  obtained  on  child.  Roentgenogram — 
■Slight  dilatation  of  right  side  of  heart. 

Summary — With  the  history  of  cyanosis  from 
birth  and  more  marked  for  past  five  months,  the 
deep  indigo  color  on  examination  when  crying,  the 
finding  of  a murmur  as  above  described,  and  the 
slight  polycythemia,  I believe  that  this  child  has 
a congenital  heart  lesion,  the  type  of  which  I will 
not  attempt  to  say  for  there  is  no  certain  criterion 
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by  which  we  can  know  definitely  the  type  of  exist- 
ing lesion.  Little  is  offered  in  prognosis  and  treat- 
ment. 

Case  No.  2: 

Patient — White  male,  aged  22  months. 

Chief  Complaint — Fever;  fretful,  anorexia. 

Present  Illness — Onset  day  before  with  high 
fever  and  loss  of  appetite;  very  fretful  and  irri- 
table. No  nausea,  vomiting,  or  diarrhea.  Was 
exposed  to  another  child  with  severe  sore  throat 
four  days  previously.  Past  History — From  birth 
until  child  was  about  nine  months  of  age  had  been 
a very  difficult  feeder.  Mother  states  that  when 
child  was  three  months  of  age,  he  had  a sudden 
spell,  lasting  only  a few  seconds,  in  which  he  be- 
came very  pale  with  some  blueness  of  lips  and 
tongue.  When  six  months  of  age,  began  to  vomit 
most  of  feedings  and  continued  this  for  about  two 
months.  It  was  noted  that  during  this  period 
child  had  blueness  of  lips  and  tongue.  The  attend- 
ing physician  became  suspicious  of  thymus  enlarge- 
ment, a roentgen-ray  examination  of  chest  showed 
a large  mediastinal  shadow,  thought  to  be  due  to 
enlarged  thymus.  Roentgen-ray  treatment  of  thy- 
mus was  instituted  with  relief  from  above  symp- 
toms. Since  that  time  mother  states  that  she  has 
noticed  some  blueness  as  described  above,  but 
child  has  otherwise  continued  in  good  health,  gained 
in  weight,  and  developed  as  a normal  child  should. 
Family  History — Eight  months’  child;  normal 


cephalic  delivery;  short  labor;  child  blue  and  diffi- 
cult to  resuscitate.  Child  did  not  nurse  well  for 
the  first  five  days  of  life;  cried  continuously.  No 
convulsions  or  cyanosis. 

Physical  Examination — General  appearance  is 
that  of  a well-developed  and  nourished  child  22 
months  of  age,  acutely  ill.  There  was  a blueness 
of  mild  grade  of  the  lips  and  tongue,  most  marked 
upon  crying;  no  blueness  of  the  nails.  Head — 
Normal.  Ears — Some  redness  and  swelling  of 

right  drum;  left  normal.  Nose — Mucoid  discharge. 
Throat — Tonsils  small  and  acute  inflamed;  pharynx 
acutely  inflamed.  Chest — Lungs,  normal ; Heart, 
no  enlargement  found  upon  physical  examination; 
soft  systolic  murmur  over  mid-precordium,  not 
transmitted  to  the  neck,  but  heard  in  the  back; 
no  thrills;  pulmonic  second  sound  normal.  Physical 
examination  otherwise  essentially  negative. 

Summary — This  child  was  suffering  from  an 
acute  upper  respiratory  infection  with  otitis  media. 
Roentgenogram  of  chest  revealed  a large  cardiac 
shadow,  the  base  being  especially  enlarged;  no 
evidence  of  enlarged  thymus.  In  comparing  the 
radiographs  made  a year  ago,  we  see  that  the 
cardiac  shadow  is  similar,  that  is,  a large  heart, 
especially  at  the  base,  with  no  overlapping  thymic 
shadow.  With  this  in  mind,  along  with  the  his- 
tory and  the  physical  findings,  I believe  that  this 
child  has  a congenital  heart  lesion.  The  type  I 
will  not  attempt  to  say. 


AN  UNAPPRECIATED  CAUSE  OF  CHRONIC 
BRONCHITIS — Following  the  bronchographic  ex- 
amination of  a large  number  of  patients  suffering 
from  so-called  chronic  bronchitis,  evidence  of 
bronchial  dilatation  was  found  in  more  than 
90  per  cent  of  the  cases.  He  says  that  cases  of 
chronic  bronchitis  lasting  over  a period  of  months 
or  recurrent  attacks  of  acute  bronchitis  should 
be  given  the  advantage  of  a bronchography.  The 
introduction  of  iodized  oil  into  the  tracheobron- 


chial tree  is  of  distinct  therapeutic  value  not  only 
in  those  cases  of  chronic  bronchitis  and  recurrent 
attacks  of  acute  bronchitis  but  also  in  the  cases 
of  definite  bronchiectasis  with  large  amounts  of 
foul  sputum.  The  method  used  for  introducing 
the  iodized  oil  into  the  tracheobronchial  tree 
should  be  simple;  it  should  not  require  a great 
deal  of  technical  skill;  it  should  be  easy  to  carry 
out,  harmless  and  not  unpleasant  for  the  patient. 
This  is  best  accomplished  by  the  passive  technic. 
Ochsner,  A.:  J.  A.  M.  A.,  July  20,  1929. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


HOSPITAL  NOTICE. 

Dr.  -Jos.  R.  Morrow,  Chairman  of  the  National 
Hospital  Day  Advisory  Committee,  requests  that 
hospitals  and  all  others  who  participated  in  the 
celebration  of  the  National  Hospital  Day  this  year 
to  send  in  their  material  for  the  contest  or  the 
award  to  be  given  for  the  best  demonstration  of 
display.  This  material  will  be  shown  in  a booth 
at  the  convention  in  New  Orleans  next  fall. 


NOTICE  OF  POST  GRADUATE  COURSES. 

Dr.  S.  W.  Thayer  has  sent  to  the  Journal  notice 
of  a course  in  cardiology  to  be  given  by  Dr.  Antonin 
Clerc,  in  the  Ward  Rabelais,  Hospital  Lariboisiere, 
Paris,  which  course  will  consist  of  ten  lectures  and 
practical  demonstrations.  The  lectures  start  at 
11:00  o’clock  in  the  morning,  and  the  afternoon 
sessions  begin  at  3:00.  The  full  address  of  the 
organization  conducting  these  courses  is  on  file  in 
the  Journal  Office.  Any  practitioner  interested 
may  receive  this  and  additional  information  on 
application. 


Surgeon  J.  G.  Wilson,  of  the  United  States  Pub- 
lic Health  Service  has  been  relieved  from  duty  at 
New  Orleans  Quarantine  Station,  and  assigned  to 
duty  at  Atlanta,  Ga.,  as  Chief  Medical  Officer  of 
the  United  States  Penitentiary. 


The  United  States  Civil  Service  Commission 
announces  an  open  competitive  examination  in  the 
position  of  Assistant  Bacteriologist.  Examination 
is  to  fill  the  vacancy  in  the  Clinical  Laboratorian 
of  the  Veterans’  Bureau  Hospital  at  Palo  Alto, 
Calif.  The  entrance  salary  is  from  $3,200  to 
$3,700  a year. 


WEEKLY  HEALTH  INDEX. 

During  the  week  ending  June  21  in  the  City 
of  New  Orleans  there  were  150  deaths,  with  a 
death  rate  of  18.2.  In  the  corresponding  week  of 
last  year,  there  were  166  deaths  with  a rate  of 
20.2.  The  week  ending  June  28,  1930  had  a very 
marked  jump  in  the  total  number  of  deaths.  These 
increased  to  190  deaths  with  a death  rate  of  23.1, 
the  highest  record  in  any  City  in  the  United  States 
except  Memphis.  The  previous  and  corresponding 
week  of  1929  the  death  rate  was  16.5  with  a total 
number  of  deaths  of  136.  Apparently  a goodly 
portion  of  people  who  have  died  around  this  time 
in  the  City  of  New  Orleans  chose  this  particular 
week  in  which  to  expire.  The  death  rate  of  the 
week  preceding  was  low  and  the  succeeding  week 
ending  July  5,  1930,  the  rate  was  lower  than  it  has 
been  for  a very  long  time.  There  were  129  deaths 


with  a death  rate  of  15.7,  which  included  14  chil- 
dren under  one  year  of  age.  The  corresponding 
week  of  1929  showed  a death  rate  of  16.9  with  a 
total  of  139  deaths. 


RESOLUTIONS  ON  THE  DEATH  OF 
DR.  ABRAMSON. 

The  -Staff  and  friends  of  the  North  Louisiana 
Sanitarium  are  sad  because  the  Grim  Reaper  has 
removed  from  our  midst  our  friend  and  brother, 
Dr.  Louis  Abramson. 

Dr.  Abramson  was  a friend  to  the  poor  and  rich 
alike,  for  he  gave  freely  of  his  skill  to  all. 

Although  the  North  Louisianua  Sanitarium  was 
founded  by  Dr.  Abramson  and  now  stands  as  a 
monument  to  his  foresight,  his  greatest  and  most 
lasting  monuments  are  the  scores  of  healed  bodies 
and  comforted  souls  which  he  administered  to  dur- 
ing his  life  time. 

Dr.  Abramson  was  skilled  as  a surgeon  and 
modest  with  all  his  learning.  He  was  a good 
citizen,  a faithful  husband,  a just  father  and  a 
cultured  gentleman. 

No  wordss  of  encomium  can  add  to  his  luster, 
for  his  works  stand  as  a shining  example  of  one 
who  loved  his  fellowmen  and  one  who  did  his  duty 
to  the  best  of  his  ability.  Surely  the  love  and 
appreciation  of  his  patients  and  friends  shall  last 
as  a hallowed  memory. 

We  shall  miss  his  kindly  intercourse,  his  wis- 
dom, his  skill  and  his  friendship. 

The  Staff  of  the  North  Louisiana  Sanitarium 
bow  their  heads  in  grief  and  share  the  sorrow  of 
the  bereaved  family.  However,  we  are  consoled 
with  the  knowledge  that  his  works  and  his  kindly 
spirit  shall  not  die  and  that  we  shall  find  him  in 
the  City  not  made  with  hands. 

We  recommend  that  a copy  of  these  resolutions 
be  sent  to  Dr.  Abramson’s  family,  one  inscribed  on 
the  minutes  of  the  Staff  of  the  North  Louisiana 
Sanitarium,  and  that  one  be  sent  to  the  Tri-State 
Medical  Journal,  the  New  Orleans  Medical  & Sur- 
gical Journal,  and  to  each  of  the  Shreveport  Daily 
Papers.  » 

JNO.  T.  CREBBIN,  M.  D., 

O.  C.  RIGBY,  M.  D., 

A.  P.  CRAIN,  M.  D., 

Committee. 


NEW  ORLEANS  HOSPITAL 
COUNCIL  MEETING. 

The  regular  monthly  meeting  of  the  New 
Orleans  Hospital  Council  will  NOT  be  discontinued 
during  the  summer.  The  August  meeting  will  be 
held  at  the  U.  S.  Marine  Hospital,  Thursday, 
August  21,  at  7 P.  M. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

L.  S.  Lippincott,  Editor 

H.  L.  Rush,  Associate  Editor  D.  W.  Jones,  Associate  Editor 


FROM  OUR  PRESIDENT. 

SECTION  CHAIRMEN. 

Not  infrequently  there  comes  to  the  President’s 
desk  a letter  containing  comments  or  suggestions, 
generally  the  former.  Both  are  welcome.  Some 
of  the  criticism  has  been  favorable,  much  has  been 
extremely  caustic;  some  constructive,  much 
destructive;  all  is  read  with  interest  and  more  is 
invited.  But  so  much  of  it  contains  real  meat, 
that  it  has  been  decided  to  occasionally  pick  an 
unusually  interesting  one  and  discuss  it  publicly, 
rather  than  save  it  for  the  presidential  address, 
where  the  audience,  out  of  politeness,  must  sit  and 
take  it  and  has  no  “come-back.”  Perhaps  by  so 
doing  there  may  be  aroused  some  interest,  some 
idea,  perhaps  even  some  animosity,  out  of  which 
something  worth  while  will  be  developed.  Besides 
the  editor,  who  is  a persistent  chap  and  something 
of  a slave-driver,  insists  that  there  should  be  a 
“President’s  Column,”  and  the  easiest  way  to  man- 
age him  is  to  obey  his  orders. 

The  first  criticism  picked  for  comment  came 
early  in  the  year,  while  the  section  chairmen  were 
being  chosen,  and  from  reference  to  the  desk 
memoranda  it  appears  that  it  came  in  from  nine 
separate  sources.  It  is  to  the  effect  that  the  places 
of  honor  and  distinction  have  not  been  sufficiently 
distributed,  but  that  there  is  a tendency  to  keep 
them  too  much  within  a particular  group. 

There  is,  of  course,  one  general  answer  to  this; 
that  men  who  show  a willingness  to  work  take  the 
jobs  and  get  the  honors  that  go  with  them.  That 
is  the  case  in  any  organization  such  as  ours,  but 
ours  is  fairly  large,  and  contains  many  able  men 
and  good  workers.  If  from  among  them  there  has 
been  developed  a small  group  who  have  “hogged 
the  works,”  and  if  so  it  has  been  due  to  thought- 
lessness, we  should  know  it  and  break  it  up,  for 
the  object  of  the  association  is  the  development  of 
all  its  members. 

The  chief  instance  cited  was  in  the  appointment 
of  chairmen  of  sections.  It  was  contended  that  we 
have  too  many  “repeaters”  in  these  positions. 
Now  a Section  Chairmanship  is  primarily  a job,  at 
least  it  should  be  so  considered  by  the  man  who 
holds  it,  but  it  is  also  a position  of  no  small  honor 
and  power,  and  these  things  should  be  divided  as 
far  as  possible.  If  the  criticism  is  just,  it  deserves 
consideration. 

The  investigation  covered  the  past  twelve  years. 

In  the  twelve  years  there  have  been  forty-six 
chairmen.  One  man  has  held  the  chairmanship  of 
the  same  section  three  times — three  times  in 
twelve  years. 


Eight  men  have  held  chairmanships  twice  each. 

So  that  nine  men  have  held  forty-one  per  cent 
of  the  chairmanships.  Of  the  forty-six  chairman- 
ships, eight  were  held  by  ex-presidents. 

Two  ex-presidents  held  chairmanships  twice 
each. 

So  that  six  ex-presidents  furnished  seventeen 
percent  of  the  chairmanships. 

At  two  meetings  out  of  the  twelve,  half  the 
chairmanships  were  filled  by  ex-presidents. 

I fear  that  the  critics  have  made  out  a case, 
especially  in  the  matter  of  the  ex-presidents.  With 
all  due  deference  to  these  gentlemen,  it  may  well 
be  contended  that  a man  who  has  held  the  presi- 
dency has  no  need  for  further  honors.  In  justice 
to  them,  it  must  be  also  contended  that  they  looked 
on  it,  not  as  an  honor  to  be  gained  but  as  a job 
to  be  done;  but  it  should  have  been  remembered 
that  some  other  member,  who  had  not  had  so  much 
in  the  past,  would  have  considered  it  as  quite  an 
honor  and  would  probably  have  done  just  as  good 
a job.  The  association  is  not  so  small  that,  in 
twelve  years,  nine  men  have  to  fill  forty-one  per 
cent  of  the  chairmanships  or  that  over  seventeen 
per  cent  have  to  be  held  by  ex-presidents.  We 
may  well  remember  that  Jno.  McGraw  has  twice 
deliberately  broken  up  a pennant-winning  team  in 
order  to  build  for  the  future,  and  his  results 
haven’t  altogether  proved  a failure. 

So  let’s  try  to  remember  this  in  the  future  and 
give  others  a chance.  Next  year,  unless  some- 
thing happens  to  him  in  the  meantime,  the  honor- 
able ex-president’s  club  will  take  in,  as  usual,  a 
new  member.  They  may  lynch  him  for  this  expose 
considering  it  a heresy,  but  if  they  do  not,  he 
solemnly  promises  that  he  will  never  accept  a sec- 
tion chairmanship,  though  he  is  obliged  to  confess 
that  he  has  always  rather  coveted  that  of  the  eye, 
ear,  nose  and  throat  section.  And  let  me  add  that 
there  are  no  “repeaters”  this  year. 

E.  F.  HOWARD,  M.  D. 


PHYSICIANS  REGISTERED. 

Licenses  for  the  practice  of  medicine  in  Missis- 
sippi were  issued  to  43  physicians  by  the  State 
Board  of  Health  on  June  30,  following  examina- 
tions held  in  Jackson. 

Applicants  taking  examinations  in  12  subjects 
and  receiving  passing  grades  were:  Drs.  John  Asa 
Rogers,  Hattiesburg;  John  A.  Milne,  Hazelhurst; 
Cecil  J.  Vaughn,  Ft.  Payne,  Ala.;  Archie  L.  Gray, 
Fulton;  Thos.  B.  Abney,  McComb,  and  Miles  S. 
Love,  negro,  Hattiesburg. 
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Applicants  taking  examinations  on  the  last  two 
years  of  medical  work  and  successful  were:  Drs. 
William  M.  Adams,  Ripley;  Eugene  S.  Busby, 
Hattiesburg;  Samuel  B.  Caruthers,  Duck  Hill; 
R.  H.  Christian,  Smithville;  Robert  L.  Donald, 
Quitman;  Hubert  Flurry,  Big  Creek;  W.  W.  Hall, 
Shelby;  Charles  F.  Henley,  Prairie;  James  L. 
Holland,  Meridian;;  E.  V.  Jobe,  Derma;  George 
L.  Kaiser,  Natchez;  Sol.  S.  Kaufman,  Vicksburg; 
Joseph  L.  Kellum,  Guntown;  Nathan  F.  Kendall, 
Jackson;  Esther  M.  Kirk,  Fearn  Springs;  Levi  B. 
McCarthy,  Jackson;  Dick  C.  McCool,  Canton; 
Thomas  H.  Oliphant,  New  Orleans;  Gladys  Rat- 
cliff, McComb;  David  M.  Segrest,  Post  Gibson; 
Isaac  G.  Shelby,  Rosedale;  Frank  A.  Stuart,  Jr., 
Jackson;  Van  Carlton  Temple,  Hattiesburg;  C.  F. 
Varner,  Senatobia;  Homer  A.  Whitington,  Bude; 
Grandville  Hand,  Philadelphia. 

Eleven  physicians  from  other  states  were  given 
licenses  through  reciprocity  as  follows:  Drs.  Guy 

C.  Jarratt,  Tennessee,  practicing  at  Vicksburg; 
Samuel  F.  Gandelman,  Louisiana,  Stephenson; 
Franklin  T.  Bower,  Virginia,  Hattiesburg;  Her- 
bert S.  Phillips,  Missouri,  Marshall  county; 
Samuel  F.  Strain,  Tennessee,  Sanitarium;  Frank 

R.  Leeds,  Illinois,  Gulfport;  Wallace  E.  Hoffman, 
Illinois,  Gulfport;  George  S.  Daly,  Louisiana,  Mc- 
Comb; Harvey  iS.  Herrick,  Vermont,  South  Missis- 
sippi; Guy  R.  Jones,  Louisiana,  Picayune;  John  E. 
Quidor,  Louisiana,  Vicksburg. 

Those  passing  examinations  on  the  first  two 
years  of  medical  work  were:  A.  H.  Applewhite, 

Columbia;  John  H.  Barrow,  Canton;  Francis  S. 
Dixon,  Natchez;  F.  A.  Donaldson,  Oakland;  E.  L. 
Guilbert,  Electric  Mills;  T.  E.  Hall,  Shelby;  Donald 

S.  Hall,  Vicksburg;  G.  Yerger  Hicks,  Vicksburg; 
F.  D.  Hollowell,  Jr.,  Yazoo  City;  L.  H.  Jobe,  Jr., 
Derma;  E.  C.  Majure,  Madden;  R.  C.  Massenhill, 
Brookhaven;  Allie  Helen  McCune,  West  Greene, 
Ala;  D.  H.  Moore,  Quitman;  A.  V.  Murry,  Ripley 
Hal  S.  Raper,  Columbus;  A.  L.  Thaggard,  Carth- 
age; E.  A.  Thorne,  Holly  Springs;  Bryant  R. 
Wilson,  Philadelphia;  R.  J.  Jones,  Philadelphia; 
W.  R.  Trapp,  Jr.,  Nettleton,  and  R.  H.  Frederick, 
Red  Bay,  Ala. 

COURSE  IN  PUBLIC  HEALTH. 

Dr.  F.  Michael  Smith,  Director  of  the  Warren 
County  Health  Department,  has  recently  completed 
an  eight  months’  course  in  public  health  nursing 
and  procedures  given  to  the  nurses  and  technicians 


of  the  hospitals  of  Vicksburg.  This  is  the  second 
year  that  the  course  has  been  given  and  the  grades 
obtained  by  the  students  taking  the  course  show 
much  interest  and  the  value  of  such  teaching.  It 
is  to  be  hoped  that  the  course  may  be  given  each 
year  in  the  future. 

Dr.  and  Mrs.  George  M.  Street,  Vicksburg, 
attended  the  meeting  of  the  American  Medical 
Association  in  Detroit  in  June. 

SOUTH  MISSISSIPPI  MEDICAL  SOCIETY. 

Dr.  J.  H.  Newcomb,  Secretary  of  the  South 
Mississippi  Medical  Society,  reports  that  the  regu- 
lar quarterly  meeting  of  the  Society  was  held  at 
the  Nurses’  Home  of  the  South  Mississippi  Charity 
Hospital,  Laurel,  on  June  12.  The  meeting  was 
called  to  order  by  the  President,  Dr.  C.  C.  Buch- 
annan  and  prayer  was  offered  by  Dr.  A.  M. 
Harrelson. 

After  the  reading  of  the  minutes  of  the  pre- 
ceding meeting  by  the  Secretary,  the  society  held 
a short  business  session  at  which  Dr.  A.  B.  Harvey, 
Hattiesburg,  became  a member  of  the  society  by 
demit,  and  Drs.  Guy  R.  Jones,  Picayune,  and  G.  E. 
Godman,  Poplarville,  by  application. 

The  following  scientific  program  was  then  car- 
ried out: 

1.  The  Conservative  Handling  of  Acute  and 
Chronic  Para-Nasal  Sinusitis. — Dr.  Fern  Cham- 
penois,  Hattiesburg. 

Discussed  by  Drs.  B.  T.  Robinson,  L.  B.  Hudson 
and  C.  C.  Buchannan.  Dr.  Champenois  closed. 

2.  Inversion  of  the  Uterus. — Dr.  George  D. 
Mason,  Lumberton. 

Discussed  by  Dr.  H.  L.  McKinnon.  Dr.  Mason 
closed. 

3.  Urological  Problem  of  Interest  to  the  Gen- 
eral Practitioner. — Dr.  Julian  T.  Bailey,  Meridian. 

Discussed  by  Drs.  A.  B.  Harvey,  R.  H.  Foster, 
C C.  Hightower,  G.  E.  Eddy,  J.  E.  Green,  and 
A.  M.  Harralson.  Dr.  Bailey  closed. 

4.  Anhydremia. — F.  G.  Riley,  Meridian. 

Discussed  by  Drs.  J.  E.  Green  and  B.  T.  Robin- 
son. Dr.  Riley  closed. 

5.  Abruptio  Placentae.  — Dr.  J.  S.  Gartlin, 
Laurel. 

Discussed  by  Drs.  H.  L.  McKinnon  and  J.  E. 
Green.  Dr.  Gatlin  closed. 
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WINONA  DISTRICT  MEDICAL  SOCIETY. 

Dr.  E.  W.  Holmes,  Secretary  of  the  Winona  Dis- 
trict Medical  Society,  reports  that  a meeting  of 
the  Society  was  held  at  Winona,  in  the  basement 
of  the  First  Baptist  Church,  on  July  9. 

The  scientific  program  included: 

1.  Anesthesia  (Motion  Picture.) — Dr.  John  C. 
Culley,  Oxford. 

Discussion  opened  by  Drs.  T.  W.  Holmes  and 
R.  M.  Stephenson. 

2.  Boils. — Dr.  S.  S.  Caruthers,  Duck  Hill. 

Discussion  opened  by  Drs.  A.  K.  Avent  and  E.  C. 
Elmore. 

3.  Treatment  of  Acidosis. — Dr.  Gilruth  Dar- 
rington,  Yazoo  City. 

Discussion  opened  by  Drs.  J.  P.  T.  Stephens  and 
A.  M.  Doty. 

4.  Secondary  Anemia  in  Childhood. — Dr.  N.  C. 
Wormack,  Jackson. 

Discussion  opened  by  Drs.  F.  L.  Hill  and  S.  L. 
Bailey. 

WOMEN’S  AUXILIARY. 

Mrs.  Henry  C.  Boswell,  Sanatorium,  reports  that 
the  first  amount  raised  and  sent  in  for  the  Preven- 
torium Fund  was  a check  for  $10.00  sent  by  the 
Harrison-Stone-Hancock  Auxiliary.  It  is  to  be 
hoped  that  other  auxiliaries  will  promptly  follow 
suit,  as  this  is  a much  needed  and  greatly  appre- 
ciated offering. 

CHICAGO  MEDICAL  SOCIETY  SUMMER 
CLINICS. 

Dr.  N.  S.  Davis,  III,  Secretary  of  the  Chicago 
Medical  Society  extends  an  invitation  to  the  physi- 
cians of  Mississippi  to  attend  the  Summer  Clinics 
of  the  Chicago  Medical  Society  at  Cook  County 
Hospital,  Chicago,  August  11  to  22.  The  officers  of 
the  Chicago  Medical  Society  together  with  the 
members  of  the  staff  of  the  Cook  County  Hospital 
have  arranged  this  series  of  clinics  in  answer  to 
the  demand  for  post-gTaduate  clinical  work  for  the 
general  practitioner.  Such  clinics  have  been  held 
each  year  since  1926  and  have  been  attended  by 
physicians  from  28  states  and  from  Canada. 

The  number  who  may  attend  the  clinic  is  limited 
by  the  size  of  the  amphitheater.  Therefore,  regis- 
tration in  advance  is  necessary.  Admission  to  the 


clinics  will  be  by  card  only.  Registration  is  open 
to  all  members  in  good  standing  of  the  American 
Medical  Association  and  its  component  societies.  A 
registration  fee  of  $10.00  is  charged  to  cover  the 
expense  of  organizing  the  clinics.  Clinics  will  be 
held  simultaneously  in  the  medical  and  surgical 
amphitheaters,  except  that  the  pediatrics  clinics 
will  be  held  in  the  Children’s  Hospital  and  the 
demonstrations  in  pathology  and  laboratory  technic 
will  be  held  in  the  morgue.  Exhibits  in  fresh 
pathology  has  become  an  established  feature  in 
connection  with  the  clinics.  Beside  instruction  may 
be  arranged.  Evening  lectures  by  physicians  not 
on  the  hospital  staff  will  be  given  in  connection 
with  the  courses  on  the  subjects  of  heart,  obstetrics, 
surgery,  pediatrics  and  physiology. 

A complete  schedule  of  the  clinics,  showing  the 
subjects  and  the  physicians  in  charge  of  each,  to- 
gether with  further  information  may  be  obtained 
from  Dr.  Davis  at  185  North  Wabash  Avenue, 
Chicago. 


GOLF  TOURNAMENT. 

Dr.  Oscar  Dowling,  Dh'ector  of  Health,  Brown’s 
Wells  Health  Hotel,  has  proposed  a golf  tourna- 
ment to  be  held  during  August  or  such  months 
as  may  seem  best,  between  the  physicians  of 
Louisiana  and  Mississippi.  Dr.  Dowling  feels 
that  there  are  enough  golf  enthusiasts  in  the  two 
states  to  make  a championship  meeting  most  in- 
teresting and  such  a tournament  could  be  repeat- 
ed year  after  year. 

If  you  golfers  feel  well  towards  this  proposi- 
tion, please  communicate  with  Dr.  Dowling  at 
Brown’s  Wells. 


COMMUNICABLE  DISEASES. 

The  report  of  the  Bureau  of  Communicable 
Diseases  of  the  Mississippi  State  Board  of  Health 
for  the  month  of  May,  1930,  shows  an  increase 
in  typhoid  fever  from  29  cases  in  April  to  54 
cases  in  May.  Dr.  F.  J.  Underwood,  State  Health 
Officer,  is  repeating  his  warning  of  further  in- 
crease this  summer  unless  the  physicians  of  the 
state  make  a conscientious  effort  to  see  that  every 
person  receives  prophylactic  immunization.  In 
addition  to  the  lives  to  be  thus  saved  and  the 
morbidity  to  be  prevented  we  should  all  be  in- 
terested and  eager  to  wipe  typhoid  from  the  list 
of  preventable  diseases  in  our  state.  This  should 


Mississippi  State  Medical  Association 


119 


be  a matter  of  pride  for  the  comparison  of  efforts 
of  other  states  as  well  as  for  the  good  of  hu- 
manity. 

It  is  interesting  to  note  that  for  May,  1930, 
physicians  reported  5,772  cases  of  malaria  and 
2,440  cases  of  dysentery.  One  can  only  wonder 
how  many  of  those  great  numbers  were  actually 
proven  by  demonstration  of  the  infecting  organ- 
isms. There  is  no  doubt  that  Mississippi  is  being 
immeasurably  injured  every  year  by  statistics 
going  over  the  country  showing  so  many  cases 
of  malaria  and  dysentery.  To  many  physicians 
who  conscientiously  endeavor  to  check  their  diag- 
nosis, the  number  of  positive  reports  each  month 
seems  altogether  too  high.  The  State  Hygenic 
Laboratory  makes  examinations  for  malaria  and 
dysentery  without  charge.  Should  we  not  make 
an  effort  this  year  to  prove  our  reports? 


CENTRAL  MEDICAL  SOCIETY. 

Dr.  W.  L.  Hughes,  Secretary  of  the  Central 
Medical  Society,  reports  that  the  regular  meet- 
ing of  the  Society  was  held  on  July  15.  Dr.  Mark 
S.  Boyd,  in  charge  of  malaria  control  work,  was 
the  speaker  of  the  evening  and  presented  “The 
Malaria  Control  Program  of  the  State  Board  of 
Health.”  This  program  is  featuring  individual 
reports  of  all  cases  of  malaria  as  a means  of 
localizing  the  areas  of  infection  and  insuring 
greater  efficiency  in  handling  the  malaria  prob- 
lem in  Mississippi. 

The  society  was  honored  by  an  unofficial  visit 
from  the  President  of  the  Mississippi  State  Medi- 
cal Association,  Dr.  E.  F.  Howard,  Vicksburg. 
Other  visitors  were  Drs  Leon  S.  Lippincott,  Mis- 
sippi  Editor  of  the  New  Orleans  Medical  and 
Surgical  Journal  and  Guy  C.  Jarratt,  Vicksburg. 

It  was  reported  that  Dr.  J.  C.  Armstrong, 
Jackson,  died  on  July  3,  of  eardio-renal  disease. 
In  his  death,  the  Society  lost  one  of  its  most 
loyal  and  beloved  members. 

It  was  announced  that  due  to  the  vacation 
period,  no  staff  meetings  would  be  held  during 
July  and  August  at  either  the  Baptist  Hospital 
or  the  Jackson  Infirmary;  and  that  the  Central 
Medical  Society  would  not  meet  in  August. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  staff  of 
the  Vicksburg  Sanitarium  and  Crawford  Street 


Hospital  was  held  on  July  10.  Dr.  Guy  C.  Jar- 
ratt presented  two  special  case  reports  of  con- 
genital heart  disease.  Selected  radiographic  stu- 
dies were  demonstrated  as  follows:  Fracture  of 
neck  of  the  femur;  fracture  of  neck  and  head  of 
radius  and  upper  end  of  ulna;  suppurative  pleur- 
isy; pregnancy  (2  cases.) 

Dr.  George  M.  Street  made  a report  of  the 
recent  meeting  of  the  American  Medical  Asso- 
ciation, at  Detroit;  and  Dr.  L.  S.  Lippincott 
made  a report  of  the  recent  meeting  of  the 
American  Society  of  Clinical  Pathologists,  at 
Detroit. 


ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

An  interesting  meeting  of  the  Issaquena-Shar- 
key-Warren  Counties  Medical  Society  was  held 
at  the  Y.  M.  C.  A.,  Vicksburg,  July  8.  The 
scientific  program  included  the  following: 

Streptococcic  Sore  Throats. — Dr.  E.  F.  Howard, 
Vicksburg.  Discussed  by  Drs.  E.  H.  Jones,  F.  M. 
Smith,  and  I.  C.  Knox. 

A Few  Peculiar  Cases. — Dr.  G.  W.  Gaines, 
Tallulah,  La.  Discussed  by  Drs.  E.  F.  Howard 
and  W.  H.  Parsons. 

Dr.  D.  W.  Jones,  Councilor,  was  present  and 
briefly  addressed  the  Society. 

Dr.  C.  C.  Applewhite,  Jackson,  of  the  staff 
of  the  Mississippi  State  Board  of  Health,  dis- 
cussed the  activities  and  upkeep  of  the  Warren 
County  Health  Department.  Resolutions  were 
adopted  by  the  Society  endorsing  the  work  of 
the  department. 

Dr.  Guy  C.  Jarratt,  Vicksburg,  was  elected  to 
membership. 

Dr.  E.  F.  Howard,  President  of  the  Mississippi 
State  Medical  Association  addressed  the  Society 
in  regard  to  the  membership  of  the  State  Medical 
Association  and  called  attention  to  Article  II  of 
the  Constitution,  which  states  that  the  purpose 
of  the  Association  is  “to  federate  and  bring  into 
one  compact  organization  the  entire  medical  pro- 
fession of  Mississippi.” 

At  the  request  of  the  Disaster  Committee  of 
the  Local  Chapter  of  the  American  Red  Cross, 
the  following  members  of  the  Society  were  ap- 
pointed to  make  up  the  Medical  Aid  Committee 
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to  co-operate  with  the  Disaster  Committee  in  time 
of  emergency:  Drs.  L.  S.  Lippincott;  P.  S.  Her- 

ring; G.  P.  Sanderson;  J.  A.  K.  Birchett,  Jr., 
and  J.  S.  Ewing. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION 
NEWS 

Minutes. 

Section  on  Surgery. 

Tuesday,  May  13,  1930,  10:00  A.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  H.  R.  Shands,  Jackson. 

Dr.  R.  D.  Kirk,  Jr.,  Tupelo,  read  a paper  en- 
titled, “Treatment  of  Acute  Peritonitis.”  Dis- 
cussed by  Drs.  J.  F.  Armstrong,  Jackson;  C.  C. 
Hightower,  Hattiesburg;  John  C.  Culley,  Oxford; 
J.  K.  Avent,  Grenada;  E.  H.  Galloway,  Jackson; 

V.  D.  Philpot,  Houston;  A.  Street,  Vicksburg; 
R.  H.  Foster,  Laurel,  and  in  closing  by  Dr.  Kirk. 

Dr.  Willard  Bartlett,  St.  Louis,  Mo.,  read  a 
paper  entitled,  “Surgical  Mortality;  Its  Meaning 
for  the  Operator.”  Discussed  by  Drs.  John 
Darrington,  Yazoo  City;  J.  P.  Wall,  Jackson; 
Whitman  Rowland,  Memphis,  Tenn.;  A.  Street, 
Vicksburg;  J.  Shelton  Horsley,  Richmond,  Va. ; 

W.  N.  Jenkins,  Port  Gibson;  Julius  Chrisler, 
Jackson;  A.  G.  Payne,  Greenville,  and  in  closing 
by  Dr.  Bartlett. 

Dr.  H.  R.  Shands,  Jackson,  read  the  Chair- 
man’s Address,  entitled,  “Surgical  Diseases  of  the 
Spleen.” 

Dr.  E.  E.  Benoist,  Natchez,  read  a paper  by 
Dr.  C.  T.  Chamberlain,  Natchez,  entitled,  “Amy- 
tal as  an  Anesthetic.” 

Dr.  John  C.  Culley,  Oxford  read  a paper  en- 
titled “Controllable  Spinal  Anesthesia.” 

The  papers  of  Drs.  Chamberlain  and  Culley 
were  discussed  by  Drs.  E.  H.  Galloway,  Jackson; 
E.  E.  Benoist,,  Natchez;  Arthur  J.  Porter,  Mem- 
phis, Tenn.;  J.  K.  Avent,  Grenada;  L.  D.  Dicker- 
son,  McComb;  Willard  Bartlett,  St.  Louis,  Mo. 
Adjournment. 


Minutes. 

Section  on  Surgery. 

Tuesday,  May  13,  1930,  2:30  P.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  H.  R.  Shands,  Jackson. 

Dr.  A.  G.  Wilde,  Jackson,  read  a paper  en- 
titled, “Plastic  Surgery  About  the  Orbit.”  Dis- 
cussed by  Drs.  L.  W.  Long,  Jackson;  H.  R.  Fair- 
fax, Brookhaven;  F.  H.  Hagaman,  Jackson,  and 
in  closing  by  Dr.  Wilde. 


Dr.  Augustus  Street  Vicksburg,  read  a paper 
entitled  “Carcinoma  of  the  Stomach.”  Discusse 
by  Drs.  A.  Street,  Vicksburg;  E.  C.  Parker,  Gulf- 
port; Gilruth  Darrington,  Yazoo  City;  H.  A.  Gam- 
ble, Greenville;  W.  W.  Crawford,  Hattiesburg; 
C.  C.  Hightower,  Hattiesburg,  and  in  closing  by 
Dr.  Street. 

Dr.  F.  H.  Hagaman,  Jackson,  read  a paper 
entitled,  “Fractures  of  the  Femur.”  Discussed 
by  Drs.  T.  E.  Ross,  Hattiesburg;  John  C.  Culley, 
Oxford;  and  in  closing  by  Dr.  Hagaman. 

Dr.  Gilruth  Darrington,  Yazoo  City,  read  a 
paper  entitled,  “The  Diagnosis  and  Treatment  of 
Ruptured  Duodenal  Ulcer.”  Discussed  by  Drs. 
S.  W.  Johnston,  Vicksburg;  E.  C.  Parker,  Gulf- 
port; Otis  Beck,  Greenville;  R.  D.  Kirk,  Tupelo; 
and  in  closing  by  Dr.  Darrington. 

Adjournment. 


Minutes. 

Public  Session. 

Tuesday,  May  13,  1930;  8 P.  M. 

The  meeting  was  called  to  order  by  Dr.  Lour- 
ance  J.  Clark,  Vicksburg,  president  of  the  host 
Society. 

Rev.  Gordon  M.  Reese,  Vicksburg  said  the  in- 
vocation. 

Mayor  W.  J.  Hossley,  Vicksburg,  made  an 
address  of  welcome  on  behalf  of  the  City  of 
Vicksburg. 

Dr.  Laurance  J.  Clark,  Vicksburg,  made  an 
address  of  welcome  on  behalf  of  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society.  Dr. 
R.  Curtis  Smith,  Drew,  made  the  response  to  the 
addresses  of  welcome. 

Dr.  H.  A.  Gamble,  Greenville,  made  the  Presi- 
dent’s Address,  entitled  “The  Relation  Existing 
Between  Organized  Medical  and  the  Public.” 

Dr.  J.  Shelton  Horsley,  Richmond,  Va.,  de- 
livered the  Annual  Oration,  entitled  “Carcinoma 
of  the  Stomach.” 

Adjournment. 


Minutes. 

Section  on  Hygiene  and  Public  Health. 

Wednesday,  May  14,  1930,  9:00  A.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  Hardie  R.  Hays,  Jackson. 

Dr.  Hardie  R.  Hays,  Jackson,  read  a paper 
entitled,  “The  Control  of  Venereal  Diseases  in 
Mississippi  with  Competent  Treatment  by  the 
General  Practitioner.”  Discussed  by  Drs.  D.  J. 
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Williams,  Gulfport;  H.  H.  Haralson,  Vicksburg; 
L.  B.  Austin,  Rosedale;  W.  A.  Dearman,  Gulf- 
port; and  in  closing  by  Dr.  Hays. 

Dr.  T.  W.  Kemmerer,  Jackson,  read  a paper  en- 
titled, “Flocculation  Test  for  Syphilis:  Its  Value.” 
Discussed  by  Drs.  F.  M.  Smith,  Vicksburg;  L.  S. 
Lippincott,  Vicksburg;  Mr.  C.  A.  Parmalee, 
Jackson;  Dr.  Hardie  R.  Hays,  Jackson;  and  in 
closing  by  Dr.  Kemmerer. 

Mr.  C.  A.  Parmalee,  Jackson,  read  a paper  en- 
titled “Hookworm  Disease  and  Infestation.”  Dis- 
cussed by  Drs.  D.  J.  Williams,  Gulfport;  W.  D. 
Beacham,  Hattiesburg;  H.  F.  Garrison,  Jackson; 
and  in  closing  by  Mr.  Parmalee. 

Dr.  F.  J.  Underwood,  Jackson,  read  a paper 
entitled  “Full  Time  Health  Work  in  Mississippi.” 
Discussed  by  Drs.  L.  B.  Austin,  Rosedale;  W. 
W.  Crawford,  Hattiesburg. 

Adjournment. 

Minutes. 

Section  On  Eye,  Ear,  Nose  and  Throat. 

Wednesday,  May  14,  1930,  2:30  P.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  C.  A.  McWilliams,  Gulfport,  Miss. 

Dr.  H.  R.  Fairfax,  Brookhaven,  read  a paper 
entitled  “Headaches  of  Nasal  Origin.”  Discussed 
by  Drs.  George  A.  Adkins,  Jackson;  L.  S.  Gaudet, 
Natchez;  and  in  closing  by  Dr.  Fairfax. 

Dr.  W.  Lauch  Hughes,  Jackson,  read  a paper 
entitled  “Corneal  Ulcers.”  Discussed  by  Drs.  A.  G. 
Wilde,  Jackson;  L.  S.  Gaudet,  Natchez;  W.  L. 
Little,  Wesson;  George  P.  Sims,  Gulfport;  and  in 
closing  by  Dr.  Hughes. 

Adjournment. 


Minutes. 

Section  on  Medicine. 

Wednesday,  May  14,  1930,  3:15  P.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  G.  Y.  Gillespie,  Jr.,  Greenwood. 

Dr.  L.  J.  Clark,  Vicksburg,  read  a paper  entitled 
“Precordial  Pain.”  Discussed  by  Drs.  Whitman 
Rowland,  Memphis,  Tenn. ; and  in  closing  by  Dr. 
Clark. 

Dr.  S.  L.  Brister,  Jr.,  Greenwood,  read  a paper 
entitled  “Upper  Left  Abdominal  Tumor  Mass  in 
Children,  and  Some  Points  in  Differential  Diag- 
nosis.” Discussed  by  Dr.  S.  L.  Brister. 


Dr.  J.  H.  Musser,  New  Orleans,  read  a paper 
entitled  “Some  Observations  on  Gastro-Intestinal 
Disease.” 

Dr.  J.  D.  Simmons,  Gunnison,  read  a paper  en- 
titled “Paranasal  Sinus  Disease  in  Children.” 
Discussed  by  Drs.  J.  W.  Gray,  Clarksdale;  G.  L. 
Arrington,  Meridian. 

Dr.  C.  W.  Patterson,  Rosedale,  read  a paper 
entitled  “Colitis.”  Discussed  by  Drs.  J.  G.  Archer, 
Greenville;  Whitman  Rowland,  Memphis,  Tenn.; 
J.  H.  Musser,  New  Orleans,  La.;  E.  R.  Nobles, 
Rosedale;  Augustus  Street,  Vicksburg;  and  in  clos- 
ing by  Dr.  Patterson. 

Adjournment. 


Minutes. 

Section  on  Medicine. 

Thursday,  May  15,  1930,  9:00  A.  M. 

The  meeting  was  called  to  order  by  the  Chair- 
man, Dr.  G.  Y.  Gillespie,  Jr.,  Greenwood. 

Dr.  N.  C.  Womack,  Jackson,  read  a paper  en- 
titled “The  Use  of  Whole  Blood  in  Pediatric  Work.” 
Discussed  by  Drs.  D.  W.  Jones,  Jackson;  W.  H. 
Frizell,  Brookhaven;  John  C.  Culley,  Oxford;  R.  C. 
Basinger,  New  Orleans,  La.;  L.  W.  Long,  Jackson; 
and  in  closing  by  Dr.  Womack. 

Dr.  James  S.  McLester,  Birmingham,  Ala.,  read 
a paper  entitled  “The  Cardiac  and  Other  Disabili- 
ties of  Advancing  Years.” 

Dr.  J.  W.  Gray,  Clarksdale,  read  a paper  entitled 
“A  New  Foreign  Protein  Which  May  Be  Used 
Without  the  Usual  Reaction.”  Discussed  by  Drs. 
P.  W.  Rowland,  Oxford,  and  H.  A.  Gamble, 
Greenwood. 

Dr.  G.  L.  Arrington,  Meridian,  read  a paper 
entitled  “Acidosis  and  Alkalosis.”  Discussed  by 
Drs.  R.  E.  Wilson,  Cartersville,  Ga.;  R.  C.  Bas- 
inger, New  Orleans,  La.;  L.  F.  Boyd,  Memphis, 
Tenn.;  L.  W.  Long,  Jackson;  and  in  closing  by 
Dr.  Arrington. 

Dr.  F.  M.  Acree,  Greenville,  read  a paper  en- 
titled “Epidemic  Cerebrospinal  Meningitis.”  Dis- 
cussed by  Drs.  L.  S.  Lippincott,  Vicksburg;  H.  C. 
Ricks,  Jackson;  N.  C.  Womack  Jackson;  F.  M. 
Smith,  Vicksburg;  J.  G.  Archer,  Greenville;  L.  W. 
Long,  Jackson;  and  in  closing  by  Dr.  Acree. 

Dr.  C.  M.  Speck,  New  Albany,  read  a paper 
entitled  “A  General  Consideration  of  the  Treat- 
ment of  Syphilis.”  Discussed  by  Drs.  John  C. 
Culley,  Oxford,  and  Dr.  A.  R.  Porter,  Jr.,  Mem- 
phis, Tenn. 

Adjourned. 


BOOK  REVIEWS 


Surgical  Diagnosis:  Edited  by  Evarts  Ambrose 

Graham,  A.  B.,  M.  D.,  Philadelphia,  W.  B. 

Saunders  Co.,  1930.  V.  1-2. 

This  work,  consisting  of  three  volumes  and  an 
index  volume,  is  written  by  forty-four  of  the 
younger  American  surgeons  and  edited  by  Evarts 
Graham.  The  present  review  is  of  the  first  two 
volumes,  which  are  the  only  two  off  the  press  at 
the  present  time. 

The  work  is  one  particularly  of  diagnosis  and 
an  attempt  is  made  to  present  the  clinical  aspects 
of  each  condition  rather  than  stress  the  laboratory 
methods.  In  Volume  I,  the  chapter  on  “Infec- 
tions” by  Harvey  is  especially  well  written. 
“Postoperative  Complications”  by  Cutler  and 
Scott  are  given  in  a concise  and  very  clear  man- 
ner. It  is  presented  in  a didactic  enough  way 
that  the  medical  student  will  have  little  difficulty 
in  comprehending  the  subject,  yet  it  is  presented 
in  a complete  enough  manner  that  the  mature 
surgeon  may  use  it  to  advantage.  Barney  Brooks’ 
chapter  on  “Diseases  of  the  Blood  Vessels”  is  a 
short  but  excellent  presentation  of  this  large 
subject.  Especially  valuable  are  the  chapters  on 
“The  Extremities,  Bones  and  Cartilage,  Muscles, 
Fascia,  and  Tendons”  by  Le  Roy  Abbot;  “Diag- 
nosis in  Joint  Disease  and  Injury”  by  Allison; 
and  Fractures  and  Dislocations  of  the  Extremi- 
ties” by  Albert  Key.  Each  one  of  these  subjects 
is  discussed  in  detail  and  profusely  illustrated. 
“Infections  of  the  Hand”  is  excellently  presented 
in  a brief  manner  by  Kock  and  Kanavel. 

In  Volume  II,  “The  Diagnosis  of  Gynecological 
Conditions”  is  excellently  prepared  by  Arthur 
Curtis,  which  is  also  profusely  illustrated.  “The 
Skin  and  Subcutaneous  Tissues”  are  considered 
by  John  Morton  in  an  excellent  manner,  the 
benign  as  well  as  the  malignant  conditions  are 
thoroughly  presented.  Blair,  Padgett,  and  Brown 
have  prepared  the  chapter  on  “Diseases  of  the 
Face,  Mouth,  and  Jaws”  in  a way  in  which  only 
Blair  and  his  associates  could  do.  “Diseases  of 
the  Neck,”  aside  from  those  of  the  thyroid  and 
parathyroid,  are  discussed  by  Yates  and  Raine 
in  an  excellent  manner.  Those  of  the  thyroid 
and  parathyroid  are  presented  by  Copher  and 
Dick  in  a short  but  extremely  comprehensive  re- 
view. “Surgical  Diseases  of  the  Stomach”  by  J. 
Horsley,  Senior  and  Junior,  is  excellently  done, 
as  are  the  “Diseases  of  the  Peritoneum”  by 
Hertzler.  The  chapters  on  “Diseases  of  the  Ap- 
pendix, Small  Intestine,  and  Colon”  by  Richard- 
son; “Diseases  of  the  Spleen”  by  Pool  and  Still- 
man; and  “Hernia”  by  Fisher  and  Cole  are  very 
well  written. 


In  all,  it  might  be  said  that  the  first  two  vol- 
umes of  Graham’s  “Surgical  Diagnosis”  are  a 
distinct  and  valuable  adjunct  to  anyone’s  library. 
The  only  criticism  that  might  be  raised,  at  least 
from  the  standpoint  of  a medical  student,  is  that 
the  multiplicity  of  volumes  is  undesirable.  This 
in  itself,  however,  means  that  the  work  is  more 
complete  in  that  all  the  material  contained  within 
it  is  “meat,”  there  being  no  padding. 

Alton  Ochsner,  M.  D. 


Cancer  of.  the  Breaste  By  William  Crawford  White, 
M.  D.,  F.  A.  C.  S.,  New  York,  Harper  & 
Brothers,  1930.  Pp.  221. 

This  splendid  monograph  on  cancer  of  the 
breast  comprehensively  covers  every  phase  in  this 
important  subject.  Written  in  a clear  and  read- 
able style  with  a selected  bibliography  at  the  end 
of  each  chapter  it  enables  the  general  practitioner 
and  the  busy  surgeon  to  get  the  latest  ideas  on 
the  management  of  cancer  of  the  breast. 

The  reviewer  highly  recommends  this  volume 
and  thinks  it  should  be  in  the  hands  of  all  gen- 
eral practitioners  and  general  surgeons. 

P.  Graffagnino,  M.  D. 


Incompat  ability  in  Prescriptions:  By  Thomas 

Stephenson,  D.  Sc.,  Ph.  C.,  F.  R.  S.  Edin., 
F.  C.  S.  New  York,  Paul  P.  Hoeber,  Inc. 
1929.  pp.  61. 

A book  of  some  sixty-one  pages  reciting  the 
important  incompatabilities  in  the  preparation  of 
prescriptions,  together  with  a dictionary  of  incom- 
patabilities which  tells  of  individual  drugs,  their 
solubility  and  with  what  they  are  incompatible. 

J.  H.  Musser,  M.  D. 


General  Surgery:  Edited  by  Evarts  A.  Graham, 

A.  B.,  M.  D.  Chicago,  The  Year  Book  Pub- 
lishers. (Practical  medicine  series).  1930. 

pp.  800. 

The  year  book  of  General  Surgery  for  1929, 
edited  by  Evarts  Graham,  is  a valuable  collection 
of  abstracts  representing  the  noteworthy  additions 
to  the  surgical  literature  of  the  year.  Not  only 
has  the  American  literature  been  well  reviewed, 
but  the  foreign  literature  is  also  adequately  repre- 
sented. There  seems  to  be  no  one  section  of  the 
book  that  is  paramount;  all  the  sections  have  been 
impartially  considered.  As  would  be  expected,  the 
section  on  “The  Chest”  is  especially  excellent. 
There  has  been  a minimal  consideration  of  unusual 
and  unique  conditions,  and  outstanding  articles  on 
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major  subjects  have  been  given  emphasis.  This 
little  volume  will  prove  valuable  as  a reference 
hook  and  a permanent  file  of  recent  literature. 

Earl  Garside,  M.  D. 


Les  Syndromes  Icteriques : Par  P.  A.  Carrie. 

Paris,  Gaston  Doin  & Cie.  1930.  pp.  448. 

In  presenting  the  subject  of  jaundice  the  author 
has  undertaken  a study  of  the  various  problems 
which  surround  the  genesis  of  bile  with  its  different 
elements  of  pigment,  bile  salts  and  cholestrin  and 
the  analysis  of  effects  produced  by  retention  of 
each  of  the  elements  separately.  The  physiopathol- 
ogic  mechanisms  which  preside  over  the  evolution 
of  jaundice,  claim  a major  part  of  the  work.  These 
problems  are  of  difficult  and  uncertain  solution  as 
evidenced  by  the  many  conflicting  conclusions 
reached  from  experiments  tending  towards  the 
same  objective  and  conducted  by  equally  competent 
investigators.  Then  the  subject  is  approached 
clinically  and  the  syndrome  classified. 

Various  theories  regarding  the  gensis  of  pig- 
ments, biliary  salts  and  eholesterin  are  advanced 
and  strenuous  experiments  recited.  Concerning  the 
extra-  or  intra-hepatic  origin,  an  interesting  refer- 
ence is  made  to  the  reticulo-endothelial  system,  in 
particular  to  the  Kupfer  cells  of  the  spleen  in  the 
destruction  of  red  blood  cells,  but  it  is  not  proved 
that  the  genesis  of  pigments  is  an  endocellular 
phenomenon  which  is  the  consequence  of  this 
erythrophagia. 

About  biliary  salts  the  same  uncertainty  pre- 
vails; and  still  more  concerning  eholesterin.  Is 
eholesterin  nothing  more  than  an  excretion  or  is 
cholesterinemia  comparable  to  glycemia?  Is  its 
presence  in  the  blood  and  in  other  tissues,  especially 
the  nervous  tissues,  required?  Mention  is  made  of 
its  antihemolytic  function,  that  property  which  pre- 
vents the  hemolytic  action  of  soaps  on  red  blood 
cells  during  digestion?  Hence  in  obstructive  jaun- 
dice it  is  suggested  that  there  is  usually  a pro- 
tective hyper  cholesterinemia  which  increases  the 
resistance  of  red  blood  cells  observed  in  this  form 
of  jaundice. 

Many  theories  have  been  offered  to  explain  the 
genesis  of  urobilin.  The  author  emphasizes  its 
entero-hepatic  origin.  Stercobilin  is  practically 
identical  to  urobilin  derived  from  bilirubin,  carried 
by  the  biliary  passages  to  the  duodenum.  Sterco- 
bilin is  absorbed  by  the  intestinal  mucus  membrane 
and  returns  by  the  portal  system  to  the  liver  which 
destroys  it.  In  hepatic  insufficiency  stercobilin 
passes  through  the  liver  and  appears  in  the  urine 
as  urobilin.  The  theory  rests  on  experimental  and 
clinical  facts  which  demonstrate  the  simultaneous 
disappearance  of  fecal  and  urinary  urobilin  as  a 
result  of  complete  obstruction  of  the  biliary  ducts, 
since  urobilin  disappears  from  the  urine  when 


stercobilin  ceases  to  be  present  in  the  feces.  After 
considering  the  effects  produced  by  each  of  the 
individual  elements  of  bile,  reference  is  made  to 
the  different  modes  of  retention.  The  French  school 
has  more  especially  emphasized  the  mode  of  disso- 
ciate retention — retention  which  involves  one  or 
more  of  the  elements  and  not  the  other.  These 
have  been  the  subject  of  strenuous  discussion  the 
mechanisms  of  which,  the  author  admits,  is  too 
complex  and  involves  too  many  unknown  influences 
to  allow  of  legitimate  interpretation.  The  rest  of 
the  book  is  devoted  to  clinical  and  therapeutic  con- 
siderations of  jaundice. 

In  reference  to  infectious  forms  of  jaundice  the 
author  takes  exception  to  the  accompanying  cho- 
langitis to  which  jaundice  is  usually  ascribed. 
Widal  and  his  school  have  done  much  to  destroy 
the  heretofore  classic  conception  of  cholangitis  as 
the  essential  pathologic  factor,  which  according  to 
that  school,  is  to  be  referred  to  acute  or  chronic 
hepatitis. 

In  the  section  dealing  with  hemolytic  jaundice 
mention  is  made  of  a certain  form  of  anemia  asso- 
ciated with  jaundice,  in  which  there  are  no 
hemolysins  in  the  serum  nor  is  there  globular 
fragility.  Such  conditions  prevail  in  paroxysmal 
homoglobinuria.  The  mechanism  of  jaundice  in  such 
cases  is  well  illustrated  by  experiments  of  Ravault 
and  Lesne  demonstrating  the  cytolysis  of  red  blood 
corpuscles  by  intravenous  injections  of  distilled 
water,  followed  at  times  by  hemoglobinuria  and  at 
others  by  jaundice.  When  hemoglobinuria  follows, 
the  cytolysis  is  sudden  and  intense  and  hemoglobin 
is  at  once  eliminated  in  the  urine.  When  jaundice 
follows,  the  hemolysis  is  more  prolonged  hence  the 
formation  and  retention  of  the  pigment.  In  the 
experiment  there  is  no  globular  fragility  nor  are 
there  any  serum  hemolysins  just  as  in  the  form  of 
anemia  above  mentioned  to  which,  in  consequence, 
Carrie  gives  the  name  simple  icteriginous  anemia. 

Under  the  heading  of  toxic  jaundice,  is  an  im- 
partial statement  regarding  jaundice  sometimes 
appearing  during  the  course  of  anti-syphilitic 
treatment  with  arsenobenzol.  Some  regard  it  as 
causative  and  others  only  as  a coincidence  more 
to  be  inferred  to  the  disease  than  to  treatment. 

The  book  clooses  with  short  chapters  on  familial 
eholemia  and  jaundice  of  the  new  born. 

Carrie’s  book  even  though  leading  to  hypothetic 
and  contradictory  conclusions  is  a valuable  and 
interesting  contribution  to  the  study  of  a still 
obscure  subject.  The  classification  is  necessarily 
difficult;  repetitions  seem  unavoidable.  Discussions 
of  various  theories  and  ideas  are  marked  by  strict 
impartiality  although  bibliography  lays  greater 
stress  on  French  contributions. 

H.  Bayon,  Sr.,  M.  D. 
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Collected  Papers  of  the  Mayo  Clinic  and  the  Mayo 
Foundation.  Volume  XXI,  1929.  Philadelphia, 
W.  B.  Saunders  Company.  1930.  pp.  1197. 

The  twenty-first  volume  of  the  papers  of  ths 
Mayo  Clinic  maintains  the  usual  excellency  that 
these  volumes  in  the  past  have  set  for  medical 
literature.  They  are  splendidly  printed,  edited 
with  care  and  with  extreme  accuracy,  while  the 
material  within  the  bound  covers  presents  a 
tremendous  catholicity  of  subject  matter.  The 
material  is  so  extensive  that  a man  in  any  branch 
of  medicine  can  pick  up  the  Mayo  collected  papers 
and  find  something  interesting  and  instructive. 
From  the  point  of  view  of  the  internist,  the  papers 
of  Rowntree  and  of  Wilder  are  particularly  satis- 
factory. This  does  not  say  that  they  are  superior 
to  the  contributions  of  other  authors,  but  that  they 
appeal  more  to  the  reviewer  than  do  the  surgical, 
pathologic,  radiologic  and  other  presentations. 

A physician  who  has  been  a regular  subscriber 
to  the  Mayo  Clinic  volume  will  have  on  his  file  by 
now  very  nearly  a complete  reference  handbook  of 
important  advances  in  medicine  in  the  past  twenty 
years. 

J.  H.  Musser,  M.  D. 


Normal  Facts  in  Diagnosis:  By  M.  Coleman 

Harris,  M.  D.,  and  Benjamin  Finesilver,  M.  D. 
Philadelphia,  F.  A.  Davis  Co.  1930.  pp.  247. 

This  little  book  deals  with  normal  physical  signs. 
The  authors  believe  that  intelligent  interpretation 
of  pathologic  signs  is  impracticable  without  thor- 
ough knowledge  of  the  normal.  The  subject  is 
covered  with  clearness  and  brevity.  It  should  be 
of  special  benefit  to  second  year  students  who  are 
beginning  their  course  in  physical  diagnosis.  Prac- 
titioners will  find  themselves  amply  repaid  by 
looking  over  this  book  and  refreshing  their  mem- 
ories in  regard  to  some  forgotten  normal  facts. 

Randolph  Lyons,  M.  D. 


The  author’s  style  of  writing  is  involved  and 
hard  to  follow.  He  says  for  example,  “Many  of 
those  who  have  bestowed  sufficient  attention  on  the 
subject  of  nasal  obstruction  and  diseases  of  the 
nose  and  observed  post-operation  results  long  and 
carefully  enough,  must  have  become  fully  cognizant 
of,  if  they  have  not  severely  animadverted  upon, 
the  disadvantageous,  not  to  say  disastrous,  conse- 
quences that  only  too  frequently  follow  much  of  the 
present-day  intra-nasal  surgery.” 

The  book  is  not  a valuable  contribution  to  the 
literature. 

H.  Kearney,  M.  D. 


L’Emphyseme  — Diagnostic — Traitement.  Par  L. 

Bord.  Paris,  Gaston  Doin.  1930.  pp.  58. 

A very  complete  and  comprehensive  description 
of  emphysema,  its  etiology,  diagnosis,  pathology 
and  treatment.  The  subject  is  approached  in  an 
elementary  but  very  systematic  manner,  all  details 
of  the  mechanism  of  production  of  the  condition 
being  fully  explained  and  discussed,  and  the  treat- 
ment for  each  individual  form  outlined. 

Henry  Bayon,  Jr.,  M.  D. 


PUBLICATIONS  RECEIVED. 

Williams  & Wilkins  Company,  Baltimore: 
Hypertension,  by  Leslie  T.  Gager,  M.  D.  Physi- 
ology and  Biochemistry  of  Bacteria,  Volume  II  and 
III,  by  R.  E.  Buchanan,  Ph.  D.,  and  Ellis  I.  Fulmer, 
Ph.  D. 

Paul  B.  Hoeber,  Inc.,  New  York:  Medicine  in 

the  British  lies,  by  iSir  D’Arey  Power,  KBE., 
F.  R.  C.  S.  Eng.  The  Beginnings — Egypt  and 
Assyria,  by  Warren  R.  Dawson,  F.  R.  S.  E. 

P.  Blakiston’s  Son  & Co.,  Inc.,  Philadelphia: 
Slit-Lamp  Microscopy  of  the  Living  Eye,  by  Dr. 
F.  Ed.  Koby. 

William  Wood  & Company,  New  York:  Physical 

Diagnosis,  by  Richard  C.  Cabot,  M.  D.  Diseases 
of  the  Eye,  by  Charles  H.  May,  M.  D. 


Nasal  Catarrh:  By  W.  Stuart-Low,  F.  R.  C.  S. 

(Eng.).  London,  H.  K.  Lewis  & Co.,  Ltd. 

1930.  pp.  84. 

This  is  a little  volume  of  84  pages.  The  whole 
object  and  burden  of  which  is  “to  show  that  nasal 
catarrh,  whether  acute  or  chronic,  originates 
entirely  in  obstruction  to  a free  nasal  passage, 
and  that  the  removal  of  such  obstruction  is  of  the 
most  urgent  importance  in  its  treatment.” 

Nasal  catarrh  is  a term  much  used  in  this  coun- 
try by  the  layman  but  little  favored  by  the  medical 
profession.  It  is  regarded,  as  is  diarrhea,  more  as 
a symptom  than  as  a clinical  entity.  The  author 
uses  nasal  catarrh  as  a generic  term  to  denote  any 
sort  of  nasal  discharge. 


Oxford  University  Press,  New  York:  Manual 

of  Physiology,  by  H.  Willoughby  Lyle,  M.  D.,  B.  S., 
(Lond.),  F.  R.  C.  S.  (Eng.),  and  David  De  Souza, 

M.  D.,  D.  Sc.  (Lond.),  F.  R.  C.  P.  (Lond.).  Hand- 
book of  the  Vaccine  Treatment  of  Chronic  Rheu- 
matic Diseases,  by  H.  Warren  Crowe,  D.  M.,  B.  Ch. 
(Oxon.),  M.  R.  C.  S.,  L.  R.  C.  P.  Injuries  to  Joints, 
by  Sir  Robert  Jones,  Bart.,  K.B.E.,  C.  B. 
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THE  FIRST  YEARS  OF  PRACTICE:  A 
COMMENCEMENT  ADDRESS. 

C.  JEFF  MILLER,  M.  D., 

New  Orleans. 

Since  I first  read  Sir  James  Barrie’s 
Rectorial  Address  at  St.  Andrews,  I have 
never  risen  to  speak  to  a group  of  college 
students  without  having  at  least  one  sen- 
tence from  it  come  into  my  mind : that 
the  best  possible  theme  for  such  a talk 
would  be  the  mess  the  speaker  himself 
has  made  of  life.  In  spite  of  that  very 
shrewd  comment,  Sir  James  proceeded  to 
offer  advice,  and  I shall  do  the  same, 
though  less  propitiously,  I need  not  tell 
you,  and  for  that  reason  in  lesser  quantity. 
At  any  rate,  I make  no  apology  for  my 
performance ; you  have  brought  your 
punishment  upon  yourselves  by  inviting 
me  to  stand  where  I do. 

Abernethy,  addressing  a group  of  med- 
ical men  who  were  applying  for  fellow- 
ship in  the  Royal  College  of  Physicians,  I 
believe  it  was,  exclaimed  as  he  gazed  on 
them,  “God  help  you,  gentlemen,  what  is 
going  to  become  of  you?”  His  successor, 
James  Paget,  studied  the  reply  to  that 
question,  as  did  another  English  physi- 
cian, Squire  Sprigge,  within  our  own  day, 
and  their  answers  are  rather  more  hope- 
ful than  the  despairing  tone  of  the  in- 
quiry would  imply.  The  majority  of  med- 
ical students  become  reasonably  success- 
ful medical  men.  On  the  other  hand,  the 


percentage  of  outstanding  successes  is 
smaller  than  it  should  be,  chiefly,  I believe, 
because  young  men  of  great  promise  and 
real  ability  fail  to  make  the  proper  use 
of  their  first  years  of  practice. 

For  those  same  first  years,  I say  with- 
out hesitancy  and  in  all  seriousness,  are 
the  most  important  years  of  your  medical 
life.  You  have  finished  your  education,  in 
the  sense  of  your  formal  instruction, 
though  my  opening  piece  of  advice  to  you 
would  be  that  you  remember  Locke’s 
dictum,  that  education  is  not  an  end  in 
itself,  that  its  aim  is  simply  to  give  us 
a relish  of  knowledge.  At  any  rate,  you 
have  completed  your  years  of  formal 
study,  and  they  have  been,  no  matter  what 
your  intentions,  more  or  less  arduous. 
There  has  never  been  a royal  road  to  an 
M.  D.,  and  the  path  is  becoming  increas- 
ingly steep  and  toilsome.  You  have  spent 
your  time  and  energy  in  the  consumma- 
tion of  your  aim,  you  have  spent  a great 
deal  of  money,  and  the  University,  as  you 
are  aware,  has  spent  a great  deal  more  on 
you.  What  are  you  going  to  do  in  the 
future  to  justify  this  heavy  expenditure? 

Well,  I say  again  that  what  you  are 
going  to  do  in  the  future  is  very  largely 
dependent  upon  what  you  are  going  to  do 
in  the  next  few  years,  which,  in  many 
ways,  are  the  most  important  ones  in  your 
life.  In  them  you  will  form  the  habits, 
set  the  standards,  that  are  to  determine 
your  whole  future  career.  You  have 
already,  of  course,  developed  a certain 
technic  of  living.  You  are,  I hope,  serious 
in  your  purpose,  orderly  in  your  mental 
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processes,  thoughtful  in  your  considera- 
tions. If  you  are  not,  gentlemen,  you  do 
not  belong  where  you  are. 

But  let  us  be  even  more  specific.  And 
let  us  begin  with  the  premise  that  nothing 
in  the  world,  and  certainly  nothing  in 
medicine,  can  be  achieved  without  the 
will  to  work.  You  must  do  your  labor  in 
weariness,  in  inconvenience,  in  the  face  of 
lack  of  desire.  You  must  have  a real 
vocation  to  drudgery,  and  you  must  train 
yourselves  to  it  in  the  first  lean  years, 
when  patients  will  be  all  too  few  and 
when  the  temptation  will  be  strong  upon 
you  to  do  nothing  except  wait  for  them. 
Yet  this  very  Desert  of  Waiting,  did  you 
but  realize  it,  is  your  day  of  opportunity. 
This  is  time  which  can  never  be  replaced, 
and  I would  suggest  that  you  use  it  in  at 
least  three  special  and  definite  ways,  in 
reading,  in  study  and  in  reflection. 

I need  scarcely  remind  you  that  you 
cannot  expect  to  keep  up  with  your  pro- 
fession unless  you  read  widely  and  read 
constantly.  You  have  touched  only  the 
hem  of  the  garment  of  knowledge,  and 
you  are  serving  a mistress  which  does  not 
stand  still.  Read  the  old  and  the  new 
books,  read  the  general  and  the  special 
journals,  keep  up  with  the  advances  of 
medical  science  and  the  progress  of  medi- 
cal art,  and  read,  as  quaint  old  Thomas 
Browne  puts  it,  “with  one  eye  for  that 
which  is  laudable  in  others.”  The  library 
will  be  your  guide  and  compass  in  many 
a bewildered  hour,  and  the  habit  of  regu- 
lar reading,  once  formed,  is  one  which 
will  never  forsake  you  and  which  you  will 
never  willingly  forsake. 

In  the  second  place,  use  some  of  your 
time  for  definite  study.  Set  for  yourselves 
specific  problems,  particularly  specific 
problems  in  the  laboratory,  though  I do 
not  intend  that  you  should  become  what 
someone  has  called  “tubular-visioned,”  or 
that  you  should  forget  the  clinical  side 
of  your  profession.  But  modern  medi- 
cine, and  particularly  modern  surgery,  is 
founded  upon  pathology,  and  Flexner 


is  quite  correct  when  he  says  that  the 
only  difference'  he  has  noticed  between 
the  scientifically  and  the  practically 
trained  physician  is  that  the  former  is 
more  likely  to  cure  his  patient.  Spend 
in  the  operating  room,  the  clinic  and  the 
laboratory  the  hours  you  may  be  tempted 
to  spend  in  idleness,  spend  them  in  study 
and  observation,  in  working  as  well  as 
talking  about  working.  It  is  an  all  too 
common  illusion  that  conversation  on  that 
subject  is  equivalent  to  the  act  itself. 

Finally,  cultivate  the  habit  of  contem- 
plation, which  far  too  few  of  us  possess 
in  these  hurried  modern  days.  The  art  of 
withdrawal  from  one’s  fellows  is  a lost 
art,  and  yet  I know  of  no  practice  more 
helpful  in  the  life  of  a busy  physician. 
Learn  to  think,  to  digest  what  you  have 
read  and  heard  and  observed,  to  correlate 
your  unrelated  observations,  to  face  your 
problems,  to  analyze  your  difficulties,  to 
take  stock  of  your  successes,  and  again 
you  will  have  manifold  rewards  for  the 
hours  you  have  so  spent. 

Your  first  problem  will  naturally  be 
where  you  are  going  to  practice.  Well,  if 
you  come  from  a small  town,  if  your 
people  are  there,  and  your  associations,  if 
your  heart  bids  you  return,  by  all  means 
do  so.  Quite  aside  from  the  fact  that  the 
cities  are  over-supplied  with  physicians 
and  the  rural  communities  under-supplied, 
there  is  no  reproach  to  being  a physician 
in  a small  town,  provided  you  do  not  let 
yourselves  be  bounded  mentally  and  medi- 
cally by  small  town  limits.  You  need  not 
be.  You  can  live  a useful  life  in  a small 
community,  you  can  keep  up  with  your 
profession,  you  can  serve  suffering  man- 
kind there  quite  as  well  as  in  a large  city, 
perhaps  better,  and  if  your  mousetraps 
are  good  enough,  the  world  will  find  you 
out  and  beat  its  path  to  your  door. 

You  have  probably  already  received  so 
many  admonitions  on  the  subject  that  it 
is  with  some  trepidation  that  I advise  you 
again  not  to  specialize  too  soon,  though  I 
would  limit  my  remarks  more  particularly 
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to  the  practice  of  surgery.  I am  not  the 
only  surgeon  who,  remembering  his  own 
long  apprenticeship  to  that  most  trying  of 
all  medical  arts,  stands  appalled  at  the 
temerity  with  which  young  men,  very 
young  men,  young  in  years  and  lacking 
what  Billroth  so  well  terms  the  hesitancy 
of  experience,  enter  upon  operations  be- 
fore which  men  grown  gray  in  the  service 
would  gladly  hold  their  hands.  If  you 
elect  to  be  surgeons,  remember  that  a 
moral  obligation  rests  upon  you  to  pre- 
pare yourselves  adequately  for  your  as- 
saults upon  the  human  body.  Your  degree 
may  give  you  the  legal  right,  but  under 
heaven  you  have  no  other,  to  take  the 
knife  and  cut  until  you  know  what  you 
are  doing,  and,  even  more  important, 
until  you  know  why  you  are  doing  it. 
You  may  be  successful  sometimes,  indeed 
you  may  be  successful  often,  but  even- 
tually, like  Dogberry,  you  will  have  your 
losses,  and  you  will  carry  that  upon  your 
consciences  and  upon  your  hearts  which  a 
lifetime  of  good  works  cannot  rid  you  of. 
The  technic  of  surgery  may  be  simple,  but 
there  is  nothing  else  simple  about  it. 

Under  our  present  imperfect  system  of 
medical  education  you  have  had  in  your 
college  years  all  too  little  to  do  with  the 
patient.  Now  you  are  going  to  meet  him 
and  to  treat  him,  and  I hope  you  will 
write  it  upon  your  hearts  that  your  first 
business,  no  matter  what  branch  of  medi- 
cine you  may  elect  to  follow,  is  with  him. 
You  have  been  educated  to  cure — which 
means,  let  me  remind  you,  in  its  original 
signification,  to  care  for — you  have  been 
educated  to  cure  sick  men  and  women, 
God’s  poor,  as  the  old  mediaeval  writers 
were  wont  to  call  them,  and  your  concern 
must  ever  be  with  them.  Do  not,  I beg 
of  you,  look  upon  these  ailing  mortals 
merely  as  cases  or  as  symptom  complexes. 
They  are  human  beings  whose  lives  often, 
whose  usefulness  and  happiness  more 
often,  depend  upon  what  you  are  going 
to  do  for  them.  Lord  Moynihan  has  said 
many*  wise  things,  none  wiser  than  that 
relief  from  suffering  is  often  quite  as  im- 


portant as  rescue  from  impending  death. 
The  healing  of  the  sick  has  been  the  whole 
purpose  of  your  medical  education,  and  I 
hope  you  will  never  forget  it.  Be  as 
scientific  as  you  please,  your  patients  will 
be  the  better  for  it,  but  look  beyond  the 
test-tube  and  the  roentgen-ray,  make  use 
of  the  special  senses  God  has  given  you, 
and  remember,  above  all,  the  humanities 
of  medicine.  When  I see  how  often  they 
are  flouted,  these  humanities  that,  after 
all,  are  the  very  bread  and  breath  of  life, 
I wonder  if  we  do  not  deserve  the  dying 
strictures  of  old  Clemenceau,  who  char- 
acteristically cleared  his  sickroom  of 
physicians  on  the  ground  that  they  were 
all  donkeys. 

I am  sure  you  need  not  be  warned,  for 
you  must  have  realized  it  before  you  ever 
decided  upon  your  career,  that  the  men 
who  have  grown  rich  in  the  practice  of 
medicine  are  few.  Sir  Andrew  Clark  said 
that  he  strove  ten  years  for  bread,  ten 
years  for  bread  and  butter,  and  ten  years 
for  cake  and  ale,  and  I would  say  that 
those  proportions  still  hold.  Medicine  is 
a profession  whose  rewards  are  often  de- 
ferred and  long  deferred,  and  when  they 
do  come,  they  are  not  always  in  coin  of 
the  realm.  Sir  William  Osier,  speaking  to 
a group  of  entering  medical  students,  had 
this  in  mind,  I am  sure,  when  he  said  to 
them,  “If  you  look  forward  to  a lucrative 
practice  in  medicine,  go  home.  But  if  you 
enter  the  profession  in  exactly  the  same 
spirit  in  which  a missionary  leaves  for  a 
foreign  field,  believing  that  in  it  you  can 
best  use  your  talents  for  your  fellowmen, 
we  welcome  you.”  Small  wonder  that  it 
was  the  same  Sir  William,  as  illustrious 
for  his  gentle  courtesy  as  for  his  surpass- 
ing scientific  knowledge  and  medical  skill, 
of  whom,  it  was  said  that  he  never  left  a 
sickroom  without  leaving  renewed  hope 
behind  him. 

It  was  the  same  intangible  rewards  of 
medicine  of  which  Stephen  Paget  was 
thinking  when  he  wrote,  “To  be  wanted 
by  men  and  women,  to  come  natural  to 
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them  in  time  of  trouble,  is  a very  different 
matter  (he  has  been  speaking  of  financial 
rewards),  and  may  fairly  be  called  a 
career.”  I would  recommend  to  you  that 
little  volume  which  he  calls  “Confessio 
Medici,”  in  which  he  says  this,  and  very 
many  other  wise  and  lovely  things.  In 
an  age  that  is  steeped  in  materialism,  that 
is  in  danger  of  forgetting  the  finer  spirit- 
ual values,  it  is  refreshing  to  read  these 
reflections  of  a physician  who  set  his  eyes 
steadfastly  towards  the  stars. 

For  the  same  reason  I would  recom- 
mend to  you  another  book,  the  biography 
of  Sir  William  Osier,  written  with  loving 
care  by  Dr.  Harvey  Cushing,  himself  as 
distinguished  in  surgery  as  in  literature. 
Then,  when  you  have  read  the  record  of 
that  full  and  gracious  life,  turn  to  the 
writings  of  the  man  himself,  the  writings 
of  a true  humanist,  of  a wise  physician,  of 
a great-hearted  gentleman,  and  learn  fx-om 
him,  as  I could  not  hope  to  show  you,  the 
real  rewards  of  medicine. 

These  are  rambling  reflections,  gentle- 
men, but  I hope  you  will  read  into  my 
words  more  than  I have  been  able  to  ex- 
press in  them.  I have  given  you  a con- 
siderable amount  of  advice,  to  most  of 
which,  I am  quite  sure,  you  will  pay  no 
heed  at  all,  at  least  until  the  bitter  school 
of  experience  teaches  you  the  correctness 
of  it.  I say  this  without  sense  of  com- 
placency, for  I learned  it  there  myself,  and 
I would  save  you,  if  I could,  from  the  mis- 
takes I have  made.  You  will  make  your 
own,  in  spite  of  my  warnings,  but  I shall 
be  content  if  I have  merely  shown  you, 
from  my  vantage  point  further  along  the 
road,  that  in  spite  of  its  wearisome  toil, 
its  grave  decisions  and  its  weighty  re- 
sponsibilities, there  is  opportunity  for 
usefulness  and  contentment  in  the  career 
which  you  have  chosen,  and  if  I have 
made  you  feel  that  in  our  old  relation  of 
teacher  and  student,  in  our  new  relation 
of  fellow-physicians,  my  good  wishes  for 
your  success  and  for  your  real  happiness 
are  with  you  always. 


MALTA  FEVER.* * 

C.  L.  ESHLEMAN,  M.  D„ 

New  Orleans. 

While  the  title  of  this  paper  is  Malta 
fever,  denoting,  as  it  does,  a geographical 
distribution  of  the  disease,  it  should  at 
once  be  stated  that  the  disease  has  become 
so  widespread  that  such  a designation 
should  be  supplanted  by  a more  satisfac- 
tory one.  Mediterranean  fever  is  equally 
bad.  Neapolitan  fever,  rock  fever  of 
Gibraltar,  Cyprus  fever,  Bruce’s  septice- 
mia, septicemia  melitensis  are  objection- 
able for  various  reasons.  On  account  of 
the  wave  like  character  of  the  febrile 
attacks ; undulant  fever,  a name  formerly 
applied  to  the  disease  in  1897,  was  recom- 
mended as  a more  satisfactory  term  by 
the  International  Congress  of  Medicine  in 
1913  and  the  disease  has  been  described 
more  commonly  under  that  name  during 
recent  years. 

Hyppocrates  described  a disease  which 
was  probably  Malta  fever.  During  the 
eighteenth  century  fairly  complete  and 
accurate  descriptions  of  the  disease  appear 
in  the  literature.  On  July  9,  1887,  Sur- 
geon Captain  David  Bruce,  an  English 
Army  Medical  officer,  discovered  the  speci- 
fic organism,  the  Micrococcus  melitensis , 
which  he  isolated  from  the  spleen.  He 
was  later  able  to  grow  it  and  reproduce 
the  disease  in  monkeys.  In  1897,  Wright 
and  Smith  developed  an  agglutination 
test,  similar  in  its  application  to  the  Widal 
test  for  typhoid,  which  is  still  used  as  a 
diagnostic  aid.  In  1904  an  English  Com- 
mission was  appointed  to  study  the  dis- 
ease in  Malta  and  the  Mediterranean 
section. 

After  three  years  of  study  by  this  Com- 
mission it  was  shown  that  about  50  per 
cent  of  the  goats,  which  supply  practically 
all  of  the  milk  consumed  in  Malta,  harbor 
the  organism  and  about  10  per  cent  were 
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actually  execreting  it  in  their  milk.  Mon- 
keys fed  on  this  milk  almost  invariably 
developed  the  disease.  In  1905  a small 
epidemic  broke  out  on  a steamer  exporting 
65  goats  from  Malta  to  the  United  States. 
Almost  everyone  who  drank  the  milk  of 
these  goats  became  affected.  Up  to  this 
time  there  wras  nothing  to  indicate  that 
biting  insects,  inhalation  of  infected  dust, 
or  mere  contact  caused  transmission  of 
the  disease  and  it  was  the  belief  that  nine- 
tenths  of  the  cases  of  Malta  fever  which 
occurred  in  Malta  were  due  to  drinking  of 
milk  from  goats  infected  with  Brucella ; 
melitensis. 

After  the  establishment  of  these  facts, 
a rather  long  period  appears  to  have 
elapsed  until  Alice  C.  Evans,  a bacteri- 
ologist of  the  U.  S.  P.  H.  S.,  lent  new 
impetus  to  the  study  of  this  interesting 
disease  by  demonstrating  that  the  organ- 
ism of  contagious  abortion  in  cattle,  the 
bacillus  of  Bang,  was  the  same  organism 
as  the  Micrococcus  vielitensis  of  Bruce. 
While  the  Brucella  melitensis  was  known 
to  be  pathogenic  to  man  it  was  not  thought 
likely  before  this  time  that  the  Brucella 
abortus  causing  contagious  abortion  in 
cattle  was  capable  of  producing  disease  in 
human  beings.  In  1924,  Evans  suggested 
that  it  was.  She  furnished  further  proof 
of  her  contention  by  isolating  the  Brucella 
melitensis  from  the  blood  of  a human  case 
of  undulant  fever  and  subsequently  by  its 
intravenous  inoculation  causing  an  abor- 
tion in  a pregnant  heifer.  In  this  same 
year,  1924,  Keefer  reported  the  first  case 
of  human  infection  with  Brucella  abortus 
in  this  country.  The  clinical  course  was 
indistinguishable  from  Malta  fever.  In 
1926  Carpenter  and  Merriam  isolated  the 
Brucella  abortus  from  two  cases  of  undu- 
lant fever  in  New  York  and  caused  two 
heifers  to  abort  by  inoculation  with  these 
cultures.  Further  confirmation  of  these 
observations  have  not  been  lacking  and 
during  the  last  five  years  ample  proof  has 
been  brought  forth  to  show  that : 


1.  The  infection  of  goats  with  Brucella 
melitensis  in  Malta  has  its  counter  part  in 
this  country  by  a very  extensive  infec- 
tion of  cattle  by  the  so  called  Brucella 
abortus  causing  contagious  abortion  in 
cattle. 

2.  Brucella  melitensis  is  probably  the 
same  organism  as  Brucella  abortus. 

3.  Human  infection  with  undulant 
fever  in  this  country  is  usually  the  result 
of  ingestion  of  milk  from  dairy  herds  in- 
fected with  Brucella  abortus  just  as  Malta 
fever  was  the  result  of  similarly  infected 
milk  from  goats  in  Malta.  It  is  probable 
that  hogs  are  also  infected  and  possibly 
the  handling  of  infected  meat  in  large 
packing  houses  may  be  an  additional 
means  of  infection,  but  this  seems  rather 
unlikely  at  this  time  and  infected  milk 
must  be  considered  the  chief  source. 

There  has  been  a steady  increase  in  the 
prevalence  of  undulant  fever  in  this 
country  during  the  past  few  years.  Last 
year  367  cases  were  recorded  in  the 
U.  S.  No  doubt  many  more  went  un- 
recognized and  unrecorded ; thirty  - six 
cases  have  been  reported  at  South  Bend, 
Ind.,  3 cases  in  Pennsylvania,  31  cases  in 
Michigan.  An  epidemic  infecting  25  stu- 
dents in  Richmond,  Ind.,  has  been  studied. 
In  Iowa  125  cases  were  recently  analyzed; 
63  cases  in  and  about  Dayton,  Ohio,  have 
recently  been  reported.  Several  cases 
have  been  seen  in  the  Charity  Hospital 
here  in  the  past  few  years.  Two  cases 
have  been  in  the  Touro  Infirmary  during 
the  past  6 weeks. 

The  incubation  period  is  said  to  vary 
between  6 and  15  days.  An  intermittent 
or  remittent  fever  of  several  weeks  dura- 
tion, not  proven  to  be  due  to  any  other 
cause,  should  arouse  one’s  suspicion  of 
undulant  fever.  The  onset  is  rather  in- 
siduous  with  symptoms  common  to  any  in- 
fection, namely;  chilliness,  fever,  sweats, 
headache,  pains  in  back  and  limbs.  Not 
infrequently  the  patient  continues  at  work 
complaining  only  of  malaise.  The  amount 
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of  prostration  is  not  great  even  in  the 
presence  of  high  fever.  A feeling  of  well 
being  in  spite  of  fever  102  degrees  of  103 
degrees  has  been  commented  upon  and 
contrasted  with  that  of  typhoid  where 
symptoms  of  prostration  are  much  more 
severe.  The  mild  delirium  of  the  typhoid 
state  is  rarely  seen.  Headache  when  the 
temperature  reaches  its  crest  and  loss  of 
appetite  are  common.  Pains  in  the  back 
and  limbs  and  sometimes  in  the  joints 
simulating  rheumatic  fever  are  frequently 
present.  A rather  persistent  unproductive 
cough  without  apparent  cause  except 
pharyngeal  congestion  was  a prominent 
symptom  in  a case  recently  seen  by  me. 
The  sweats  are  said  to  have  a curious 
sweetish  odor.  The  fever  usually  shows 
a morning  intermission  or  remission  with 
an  afternoon  rise;  after  weeks  or  months 
of  fever  a period  of  normal  temperature 
may  occur  for  a variable  period  followed 
by  a secondary  rise.  This  may  be  re- 
peated for  long  periods.  In  protracted 
cases  the  patient  develops  a secondary 
anemia  and  complains  of  weakness.  Con- 
stipation is  the  rule  but  sometimes  diar- 
rhea has  been  noted.  Intestinal  ulcera- 
tion is  extremely  rare,  but  has  been  re- 
ported with  hemorrhages.  Abdominal 
pain  severe  enough  to  cause  laparotomy 
has  been  reported.  Prostatitis  and  or- 
chitis have  been  associated  in  a few  cases. 
The  diagnosis  is  difficult  unless  the  disease 
is  kept  in  mind  and  proper  laboratory  in- 
vestigations made  in  all  continuous  fevers 
of  obscure  origin.  A diagnosis  should  not 
be  made  on  the  temperature  chart  alone 
as  frequently  the  fever  does  not  run  a 
typical  undulant  course.  In  all  suspected 
cases  blood  cultures  should  be  made.  The 
organism  seems  fairly  difficult  to  grow  in 
culture.  One  observer  records  22  positive 
cultures  in  125  positive  cases.  Another 
found  5 positive  in  63  cases.  The  cultures 
should  be  kept  under  observation  for  pro- 
longed periods. 

An  agglutination  test  similar  to  the 
Widal  in  typhoid  is  at  present  an  impor- 


tant and  almost  essential  aid  in  diagnosis. 
The  reaction  is  rarely  positive  before  the 
second  week.  In  low  dilutions  1-20  a posi- 
tive diagnosis  should  not  be  made.  Ag- 
glutination in  1-80  is  considered  reliable 
evidence  of  the  disease  if  associated  with 
clinical  symptoms.  Positive  agglutination 
has  been  obtained  in  one  case  in  a dilu- 
tion of  1-20480.  The  higher  the  dilution 
the  more  reliable  the  reaction  becomes. 
Reliable  cultures  of  both  Brucella  abortus 
and  Brucella  melitensis  should  be  used  in 
making  the  agglutination  tests. 

Additional  proof  of  the  disease  exists 
when  the  organism  can  be  cultured  from 
the  urine.  Recently  Giordano  pointed  out 
that  the  diagnosis  of  undulant  fever  in  man 
was  often  difficult  because  of  the  in- 
definite clinical  picture,  the  low  percentage 
of  positive  blood  cultures  and  the  fact  that 
the  agglutination  reaction  is  not  always 
present.  He  developed  a vaccination  test 
which  seems  almost  specific — 0.2  CC  of 
a killed  suspension  of  Brucella  abortus 
were  injected  intracutaneously  in  25  cases 
of  proven  undulant  fever  producing  a 
positive  local  reaction  in  all.  In  100  con- 
trols 99  per  cent  were  negative.  The  reac- 
tion appears  in  12  to  48  hours  being  a 
local  induration  with  redness  at  the  site 
of  the  injection,  sometimes  progressing 
to  a granulomatous  lesion  with  grayish 
center  resembling  pus.  The  reaction  lasts 
from  10  to  30  days.  Its  value  is  yet  to  be 
determined  but  reports  so  far  are  en- 
couraging. 

The  prognosis  in  undulant  fever  is  not 
bad.  Cases  have  run  fever  from  several 
weeks  to  3 years.  Three  months  is  a fail- 
average.  The  mortality  is  usually  2 per 
cent  to  3 per  cent.  In  some  outbreaks  a 
13  per  cent  mortality  has  been  recorded. 

Prophylaxis  lies  in  the  pasteurization  of 
milk  and  dairy  products.  It  is  said  that 
25  per  cent  of  the  dairy  herd  in  this 
state  are  infected.  If  this  is  the  case  the 
disease  will  rapidly  become  a serious  pub- 
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lie  health  problem  not  even  secondary  in 
importance  to  bovine  tuberculosis.  Health 
authorities  and  milk  societies  are  now 
studying  conditions  in  many  sections  of 
this  country. 

Treatment  of  the  disease  is  purely 
symptomatic.  No  specific  serum  or 
vaccine  has  yet  been  shown  to  be  benefi- 
cial. Urotropin,  mercurochrome,  acri- 
flavine  and  other  antiseptics  have  been  of 
no  avail.  Rest,  good  hygiene  and  treat- 
ment directed  against  the  secondary 
anemia  and  weakness  are  indicated.  Dis- 
infection of  stools  and  urine  is  advisable. 

CASE  REPORT. 

A recent  case  seen  by  me  was  that  of  a white 
man  of  42  years  of  age,  a merchant  by  occupa- 
tion residing  in  South  Louisiana.  He  was  admit- 
ted to  Touro  December  25,  1929,  complaining  of 
dry  cough,  malaise  in  the  afternoon,  chilliness  and 
fever  and  sweats  for  2 months.  He  had  never 
discontinued  his  work  or  been  confined  to  bed 
except  on  two  occasions  he  remained  in  bed  one 
day  and  two  days  on  the  advice  of  his  physician 
because  he  found  him  with  fever  of  102°  or  over. 
He  stated  that  he  usually  felt  well  in  the  morn- 
ing but  by  late  afternoon  he  became  fatigued 
while  at  his  store  and  knew  he  was  not  himself 
and  was  conscious  of  some  fever.  A dry  cough 
bothered  him  considerably  and  he  sweated  more 
than  usual  in  the  afternoon.  He  complained  of 
nothing  else.  He  denied  any  pain  or  loss  of  weight 
or  any  other  symptom  whatever.  He  had  a good 
appetite,  his  bowels  were  regular — there  was  no 
apparent  loss  of  weight. 

His  family  history  was  good.  Mother  died  of 
Hodgkins  disease. 

Habits  were  excellent.  No  genito-urinary  or 
venereal  infection.  His  general  physical  exami- 
nation was  completely  negative  in  every  way. 
A very  soft  systolic  murmur  was  heard  only  at 
times  but  without  other  signs  suggestive  of  a 
subacute  bacterial  endocarditis.  This  diagnosis 
was  the  only  one  thought  of  but  could  never  be 
confirmed  by  symptoms,  course,  or  blood  cultures. 

On  admission  red  count  was  5,250,000;  hemoglo- 


bin 90  per  cent;  leukocytes  7,200;  neutrophils 
63;  lymphocytes  33;  large  mononuclears  4.  Urine 
and  Wasserman  were  negative.  No  plasmodia 
found.  Widal  negative;  blood  culture  negative. 

The  fever  continued  as  shown  in  the  chart  but 
the  patient  continued  to  feel  well  and  complained 
of  nothing  except  the  dry  irritating  cough  and 
night  sweats.  On  January  4,  1930,  a positive 
agglutination  was  secured  with  micrococcus  meli- 
tensis  in  dilutions  of  1-120.  Later  the  test  was 
confirmed  in  dilutions  as  high  as  1-900.  On  Jan- 
uary 14,  a positive  agglutination  with  Brucella 
abortus  in  dilutions  of  1-1200  was  secured  and  in 
1-800  with  Brucella  melitensis. 

Slight  anemia  developed,  the  red  count  show- 
ing 4,270,000,  hemoglobin  82  per  cent,  and  then 
3,630,000,  hemoglobin  78  per  cent.  The  highest 
white  count  was  7,200,  the  lowest  4,550.  High- 
est neutrophil  count  68  per  cent;  highest  lympho- 
cyte count  43  per  cent.  Repeated  search  for 
plasmodia  was  negative  even  on  centrifugalized 
specimens.  Additional  blood  cultures  were  nega- 
tive. A nose  and  throat  consultant  found  nothing 
to  explain  his  fever.  A genito-urinary  consultant 
also  reported  a negative  K U B examination. 
Roentgen-rays  of  the  heart,  lungs  and  teeth  were 
all  negative.  A thorough  gastro-intestinal  exami- 
nation was  negative. 

On  January  9 the  vaccination  test  described  by 
Giardino  was  done — namely,  the  intradermal  in- 
jection of  0.2  cc.  of  a killed  culture  of  Brucella 
melitensis.  Next  day  a marked  reaction  was  noted, 
the  indurated  erythematous  area  being  as  large 
as  a 5-cent  piece.  Next  day  the  pustular  appear- 
ing dot  in  the  center  was  present.  The  reaction 
faded  very  gradually  and  was  visible  for  10  days. 
The  saline  control  was  negative.  A similar  test 
was  performed  on  two  other  patients  with  fever 
in  the  hospital  at  the  time  and  was  entirely  nega- 
tive. 

He  was  finally  permitted  to  return  home  after 
4 weeks  of  observation  with  no  material  change 
in  his  condition,  still  having  fever  as  shown  by 
the  chart  but  feeling  fairly  well  and  very  desirous 
of  being  permitted  to  be  up  and  about.  I was 
informed  that  he  was  still  having  fever  3 weeks 
after  discharge  from  the  hospital. 

N.  B. — Discussions  follow'  Dr.  Wirth’s  paper 
on  Psittacosis. 
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NOTE  ON  PSITTACOSIS.* 

H.  DICKSON  BRUNS,  M.  D., 

New  Orleans. 

Dr.  Samuel  Logan  was  Professor  of  Anat- 
omy in  Tulane  University  from  about  1865 
to  the  time  of  his  death  in  1893.  During 
my  medical  course,  partly  under  him  in 
1878-80,  and  after  I began  practice  in  1883, 
I was  constantly  in  and  out  of  his  house, 
especially  as  our  families  were  connected. 

For  a number  of  years  Dr.  Logan’s  family 
owned  a green  talking  parrot,  which  one  fine 
day  grew  ill  and  died.  This  was  somewhere 
about  the  year  1889  while  I was  pathologist 
of  the  Charity  Hospital.  I was  given  the 
dead  bird,  took  it  to  the  laboratory  and  dis- 
sected it.  It  was  not  difficult  to  see  that 
death  had  been  caused  by  pneumonia  and  I 
so  reported  to  Dr.  Logan.  I knew  less  than 
nothing  about  psittacosis.  Not  long  after- 
wards, however,  I saw,  I could  not  for  the 
life  of  me  now  say  where,  mention  of  this 
disease  called  from  the  Greek  name  of  these 
climbing  birds  because  they  are  liable  to  it. 
As  it  is  said  to  have  been  recognized  in 
Paris  in  the  seventies  it  was  probably  in 
some  French  publication.  Of  course  I then 
corrected  my  diagnosis. 

I also  made  sections  of  the  lungs  of  this 
parrot;  doubly  stained  them  with  carmine 
and  hematoxylin  and  left  them  in  the  large 
collection  of  slides  kept  in  a special  cabinet 
in  the  pathological  department  of  the  hos- 
pital when  I quit  the  pathologistship  in 
1893. 

*Read  before  the  Orleans  Parish  Medjcal  Society, 
February  24,  1930. 


PSITTACOSIS.* 

A Review. 

WILLARD  R.  WIRTH,  M.  D.f 
New  Orleans. 

In  view  of  the  several  recently  reported 
cases  of  “parrot  fever,”  or  psittacosis,  in 
humans  in  several  portions  of  this  country, 
and  the  newspaper  comment  thereupon,  a 
resume  of  the  available  information  on 
this  disease  might  be  of  interest.  Though 
first  described  more  than  fifty  years  ago, 
the  references  in  the  literature  are  not 
numerous,  and  the  subject  is  apparently 
still  open  for  further  investigation  and 
confirmation. 

DEFINITION. 

The  term  psittacosis  is  derived  from  the 
Greek  “psittakos,”  meaning  parrot,  and  is 
applied  to  an  epidemic  disease  of  parrots 
characterized  in  this  bird  by  symptoms  of 
general  debility,  loss  of  appetite,  and 
chronic  enteritis  with  a high  mortality. 
The  disease  may  be  transmitted  to  humans 
from  parrots  sick  with  the  disease,  and  the 
human  disease  is  known  by  the  same  name. 
In  man,  however,  it  has  an  onset  and  course 
similar  to  typhoid  fever,  associated  addi- 
tionally with  signs  of  a severe  atypical 
pneumonia. 

HISTORY. 

The  disease  was  first  reported  in  Switzer- 
land in  1879  by  Ritter,  though  it  is  not  clear 
whether  he  described  the  disease  in  parrots 
or  in  man.  Epidemics  were  later  reported 
in  Germany,  France,  England,  and  in 
America.  In  1892-1893  the  condition  first 
assumed  clinical  importance  during  an 
epidemic  in  Paris.  Because  of  the  mor- 
tality in  this  epidemic,  Dujardin-Beaumetz 
was  commissioned  to  study  the  disease, 
and  he  arrived  at  the  conclusion  that  it 
was  a grippal  infectious  pneumonia.  Peter 
regarded  it  as  a typhoid  of  parrots 
transmitted  from  the  bird  to  man.  The 


*Read  before  the  Orleans  Parish  Medical  Society, 
February  24,  1930. 

fFrom  the  Department  of  Medicine,  Tulane 
University. 


WlRTH — Psittacosis 


133 


mortality  in  this  epidemic  is  reported  to 
have  been  45  per  cent.  The  epidemic  was 
also  thought  to  have  been  an  unusual  mani- 
festation of  influenza,  probably  because  of 
the  previous  pandemic  of  influenza  in  1889- 
1890.  It  is  to  Dubief,  a Frenchman,  that 
credit  is  given  for  drawing  attention  to  the 
association  of  cases  of  the  disease  with  sick 
parrots. 

During  this  Paris  epidemic,  Nocard,  in 
1893,  isolated  a bacillus  from  the  bone 
marrow  of  the  humerus  of  a parrot  dead 
from  the  disease.  He  named  this  organism 
Bacillus  psittacosis,  and  proved  its  patho- 
genicity for  parrots,  pigeons,  fowls  and 
laboratory  animals. 

In  1895,  Palamidessa  isolated  the  organ- 
ism from  five  human  cases  in  one  family  in 
Florence.  In  1896,  Gilbert  and  Fournier 
isolated  an  organism  similar  to  the  bacillus 
described  by  Nocard  from  human  cases  as 
well  as  from  parrots.  Perry  has  studied 
the  relationship  between  Bacillus  psittaco- 
sis, Bacillus  enteritidis  and  Bacillus  para- 
typhosus.  Other  investigators  have  failed 
to  find  the  specific  organism  in  suspected 
human  cases. 

A local  epidemic  in  Wilkes-Barre,  Penn- 
sylvania, in  1917,  has  been  fully  reported 
and  studied  by  McClintock. 

Guilland,  in  1924,  described  two  cases  in 
women  in  England.  In  these  cases  the 
diagnosis  was  not  confirmed  bacterio- 
logically.  In  1929,  Thomson  reported  four 
cases  in  England  and  claims  to  have  been 
the  first  to  recover  the  Bacillus  psittacosis 
from  human  cases  in  that  country.  Sailer 
reports  a case  in  Pennsylvania  in  1929, 
though  it  is  also  without  laboratory 
evidence. 

ETIOLOGY. 

The  possibility  of  the  transmission  of 
the  disease  from  sick  parrots  to  humans 
cannot  be  denied.  The  organism  is  present 
in  the  dejecta  of  the  parrots,  which  in  turn 
soils  and  contaminates  their  feathers  and 
beaks.  Individuals  fondling  these  sick  par- 
rots become  infected,  as  might  also  those 


who  clean  the  infected  cages.  The  practice 
of  nursing  the  parrots  and  feeding  them 
from  the  mouth  is  also  blamed  as  a possible 
source  of  infection.  It  has  been  shown  that 
the  bacillus  retains  its  virulence  for  a long 
period  of  time  in  the  dejecta  and  on  the 
feathers. 

Bacteriological  findings  are  unconvincing 
and  contradictory.  References  are  made  to 
reports  of  similar  house  epidemics  of 
atypical  pneumonia  which  were  entirely 
unrelated  to  any  disease  in  parrots. 

Nocard  has  advanced  the  theory  that 
Bacillus  psittacosis  merely  prepares  the 
patient  for  a secondary  pneumonia. 

The  statement  is  found  that  the  disease 
is  never  transmitted  from  man  to  man. 
Others  state  that  the  occurrence  of  the  dis- 
ease in  members  of  the  same  household 
indicates  that  the  disease  is  transmitted 
between  humans,  and  that  man  is  very  sus- 
ceptible. It  is  also  rather  remarkable  that 
relatively  few  individuals  acquire  the  in- 
fection, although  ample  opportunity  is 
offered  in  the  case  of  bird  fanciers  and 
individuals  with  parrots  for  pets.  Perhaps 
this  is  not  as  real  as  it  is  apparent,  the 
condition  may  not  always  be  recognized. 

SYMPTOMATOLOGY. 

Parrots.  In  parrots,  the  disease  is  lim- 
ited to  the  intestinal  tract.  The  birds  are 
droopy,  listless,  sleepy,  and  lose  their  appe- 
tite. They  are  hot,  having  fever,  have  a 
profuse  mucus  nasal  discharge,  and  develop 
a severe  diarrhea.  The  feathers  are  ruffled 
and  fall  easily,  and  there  is  a constant 
craving  for  water.  There  is  rapid  wasting, 
and  the  condition  is  usually  fatal. 

Man.  In  human  cases  the  disease  re- 
sembles typhoid  fever  with  pulmonary 
complications.  The  incubation  period  is 
given  as  from  7 to  25  days.  Dubief  gives 
the  average  incubation  period  as  from  7 to 
10  days.  The  onset  is  variable,  in  some 
cases  being  sudden  with  a chill,  as  in  pneu- 
monia, and  in  others  being  gradual  with 
symptoms  of  headache,  malaise,  photo- 
phobia, anorexia,  nausea,  lassitude  and 
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weakness,  and  constipation.  In  some  cases 
there  is  an  initial  diptheroid  stomatitis  with 
enlargement  of  the  submaxillary  glands, 
and  sometimes  peribuccal  edema.  This 
type  is  thought  to  be  due  to  the  habit  of 
feeding  the  sick  birds  from  the  mouth.  The 
temperature  rises  rapidly,  reaching  102°  to 
104°  F.,  and  is  continuous  with  daily  re- 
missions. The  pulse  rate  is  correspondingly 
rapid,  from  100  to  120  per  minute.  After 
4 or  5 days  there  is  cough  with  expectoration 
of  a muco-purulent  or  bloody  sputum.  The 
respiratory  rate  increases  and  fine  moist 
rales  may  be  heard  throughout  both  lungs. 
The  tongue  is  dry  and  furred,  the  breath 
foul.  There  are  no  marked  abdominal 
symptoms,  and  there  may  be  either  diar- 
rhea or  constipation.  The  spleen  may  be 
enlarged  and  petechiae  or  rose  spots  have 
been  described.  The  patient  is  dull  and 
stupid,  and  there  may  be  some  delirium. 
When  uncomplicated,  the  duration  is  from 
15  to  20  days,  and  the  prognosis  is  favor- 
able, though  with  pneumonia,  which  may  be 
either  labor  or  lobular,  the  prognosis  is 
grave.  In  the  favorable  cases  the  tempera- 
ture falls  by  crisis  usually  in  about  10  to 
14  days.  There  follows  a profound  prostra- 
tion with  a prolonged  convalescence.  The 
mortality  is  given  as  from  35  to  40  per 
cent,  being  high  in  elderly  people  and  low 
in  children. 

BACTERIOLOGY. 

The  organism,  B.  psittacosis,  is  a motile, 
ncn-spore  bearing  bacillus.  It  is  rod  shaped, 
measuring  from  0.4  to  0.6  microns  wide, 
and  1.0  to  1.5  microns  long.  It  is  Gram 
positive  in  straining  reaction,  though  later 
becomes  Gram  negative  in  culture.  It  is 
closely  related  to  the  typhoid  and  para- 
typhoid group,  and  has  been  included  in  the 
Salmonella  group,  principals  of  which  are 
B.  enteritidis  (Gaertner),  B.  paratyphosus 
and  B.  aertrycke. 

Nocard  originally  described  the  organism 
as  a short,  stout,  motile  flagellated  rod, 
rounded  at  the  ends.  It  produced  no  spores, 
was  aerobic,  optionally  anerobic,  non- 
ehromagenic  and  Gram  negative.  It  fei'- 


mented  dextrose  and  not  lactose.  Milk  was 
not  coagulated,  and  gelatin  was  not  liquified. 
The  colonies  on  agar-agar  resembled  those 
of  B.  typhosus. 

Perry  has  isolated  a similar  organism 
from  the  heart  blood,  spleen,  and  intestinal 
contents  of  parrots  sick  with  the  disease. 

Thomson  described  the  characteristics  of 
the  organism  which  he  isolated  from  a 
human  case  as  follows : It  produced  a slow 
growth  on  the  usual  solid  media  and  on 
potato.  There  was  slight  hemolysis  on 
blood  agar.  In  nutrient  broth  a small 
petal-like  growth  appeared  on  the  surface. 
There  was  no  liquefaction  of  gelatin  and  no 
anerobic  growth.  In  pure  culture  it  was  a 
short  bacillus  with  polar  staining  ends, 
early  Gram  positive,  and  after  48  hours 
growth  in  vitro  was  Gram  negative.  It 
produced  acid  and  gas  in  glucose,  and  acid 
in  mannite.  There  was  no  reaction  with 
lactose,  saccharose  or  duleite.  Litmus  milk 
was  rendered  acid  at  first  but  in  24  hours 
became  alkaline. 

McClintock  claims  that  the  organism  is 
pleomorphic,  but  no  other  work  has  sub- 
stantiated this  opinion. 

PATHOLOGY. 

In  parrots,  post-mortem  examination 
shows  evidence  of  a severe  enteritis  asso- 
ciated with  cloudy  swelling  of  the  spleen, 
liver  and  kidneys.  The  bacillus  is  found  in 
the  bone  marrow,  blood  stream,  viscera  and 
intestinal  contents. 

In  man  the  outstanding  pathology'  is  in 
the  lungs.  Autopsy  shows  a general  infec- 
tion in  the  lungs  with  an  acute  lobular  or 
lobar  pneumonia.  There  is  some  dissolu- 
tion of  the  blood.  The  spleen  is  soft,  the 
heart  flaccid  and  yellow,  the  kidneys  are 
enlarged,  and  there  is  evidence  of  fatty 
degeneration  of  the  liver. 

The  organism  has  been  isolated  from  the 
blood  stream  of  some  human  cases.  In 
other  reported  cases  the  organism  has  not 
been  isolated  and  the  failure  to  find 
Nocard’s  bacillus  has  been  explained  on  the 
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ground  that  the  organism  has  been  de- 
stroyed by  secondary  invading  organisms. 

DIAGNOSIS. 

The  diagnosis  is  apparently  difficulty  and 
often  inconclusive.  It  seems  to  rest  to  a 
considerable  extent  upon  the  knowledge  that 
the  patient  has  been  in  contact  with  a sick 
parrot.  Otherwise  the  symptoms  and  signs 
are  so  like  influenza,  typhoid  or  an  atypical 
pneumonia,  that  any  other  diagnosis  does 
not  suggest  itself.  Perhaps  many  cases  are 
unrecognized  and  diagnosed  incorrectly. 
Certainly  the  laboratory  findings  are  vague 
and  of  little  value  in  a confirmatory  way, 
unless  the  organism  can  be  isolated,  or 
positive  agglutination  tests  obtained.  When 
it  is  known  that  a patient  sick  with  a 
febrile  disease  associated  with  atypical  pul- 
monary findings  has  been  exposed  to  a sick 
parrot,  the  diagnosis  of  psittacosis  should 
suggest  itself.  This  suspicion  is  especially 
warranted  if  there  is  a history  of  a similar 
illness  in  several  members  of  the  same 
household. 

The  coryza  and  conjunctivitis  commonly 
seen  in  influenza  are  usually  absent.  Also 
the  leukocyte  count  is  usually  normal,  or 
practically  normal,  in  contradistinction  to 
the  leukopenia  seen  in  typhoid  fever. 

The  serum  agglutination  tests  are  not 
uniform.  Many  reported  cases  are  entirely 
lacking  of  confirmatory  laboratory  evidence. 
In  others,  for  various  reasons,  the  serum 
agglutination  tests  have  not  been  attempted, 
so  that  there  is  not  much  definite  infor- 
mation on  this  score.  Sometimes  a strongly 
positive  Widal  is  present,  and  the  diagnosis 
of  typhoid  is  made.  In  other  cases  a Widal 
reaction  is  positive  but  only  in  the  lower 
dilutions.  Positive  agglutination  of  the 
organism  with  the  serum  of  human  cases 
has  been  reported  in  dilutions  as  high  as 
1-50  and  1-10,  though  usually  the  agglu- 
tination does  not  occur  beyond  1-60. 

TREATMENT. 

The  treatment  is  entirely  symptomatic 
and  similar  to  that  of  typhoid  fever. 


Immunization  by  vaccine  has  been  sug- 
gested. 

As  a prophylactic  precaution,  certainly 
all  sick  parrots  should  be  regarded  with 
suspicion,  and  contact  avoided  or  a quaran- 
tine of  the  sick  birds  practiced.  Care  should 
be  taken  to  insure  the  proper  disposal  of 
the  dejecta  and  fallen  feathers  of  the  birds, 
and  the  cages  should  be  thoroughly  cleansed. 
Shipments  of  parrots  into  this  country 
should  be  examined  and  kept  under  obser- 
vation for  at  least  one  week  before  sale  or 
disposal,  to  determine  the  presence  of  any 
infected  birds,  manifested  by  the  develop- 
ment of  the  typical  symptoms.  Human 
cases  should  be  isolated  since  there  is  some 
doubt  as  to  whether  the  disease  is  trans- 
mitted between  r;.en. 

At  the  present  time,  the  disease  is  wide- 
spread among  the  parrots  and  parrakeets 
in  South  America  and  Argentina,  and  the 
proximity  and  contact  of  this  port  with 
Latin  American  countries  should  necessitate 
our  constant  attention  to  this  possibility  of 
infection. 

SUMMARY. 

1.  Psittacosis  is  an  epidemic  disease  of 
parrots,  transmitted  to  man. 

2.  The  disease  is  characterized  in  man 
by  continuous  high  fever,  prostration  and 
atypical  pulmonary  findings,  with  rela- 
tively high  mortality. 

3.  The  diagnosis  is  difficult  and  uncer- 
tain and  is  usually  suggested  by  the  history 
of  contact  with  a sick  parrot. 

4.  Laboratory  findings  are  incomplete 
and  there  still  exists  some  doubt  as  to  the 
absolute  specificity  of  the  supposed  causa- 
tive organism  B.  psittacosis  of  Nocard. 

5.  Further  complete  study  of  human 
cases  suggests  itself  in  order  to  clarify  the 
subject. 
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DISCUSSIONS. 

Dr.  Rucker  (New  Orleans)  : I think  we  have 

here  a group  of  diseases  which  illustrates  the 
importance  of  the  public  health  idea.  About 
twenty  years  ago,  we  decided  that  there  was  a 
sharp  line  of  demarcation  between  curative  medi- 
cine and  preventive  medicine.  That  was  the  idea 
at  that  time  because  the  public  health  man  could 
go  ahead  and  work  on  the  diseases  which  the 
clinician  had  marked  out.  We  now  have  these 
problems  reduced  to  such  a point  where  it  is  an 
engineering  problem  and  the  public  health  man 
realizes  that  for  a starting  point,  he  has  got  to 
get  back  to  the  clinician,  that  is,  to  the  bedside. 

Here  we  have  a group  of  diseases  resulting 
from  contact  with  lower  animals,  or  they  may  be 
acquired  by  ingestion — all  three  may  be  acquired 
by  ingestion.  Dr.  Cannon  forgot  to  mention  the 
outbreak  in  Virginia  three  years  ago,  as  the  result 
of  eating  rabbits,  and  the  research  of  Francis 
which  proved  to  be  tularemia  acquired  by  inges- 
tion. These  diseases  may  also  be  acquired  by 
inoculation.  In  the  work  done  by  Kennedy  it  has 
been  proven  that  Malta  fever  may  be  transmitted 
by  the  mosquito,  although  we  know  that  is  not 
the  usual  way.  Tularemia  certainly  is  transmitted 
by  inoculation,  and  several  cases  of  psittacosis 
suggest  this  point. 

We  think  of  these  diseases  as  rare  diseases. 
Enough  work  has  been  done  to  show  that  Malta 
fever  is  not  rare.  It  has  been  reported  in  forty 
States  and  tularemia  in  thirty-eight  States.  So 
if  all  these  cases  were  reported  we  would  realize 
that  these  diseases  are  not  rare.  As  far  as 
psittacosis  is  concerned,  it  is  not  rare  in  propor- 
tion to  the  number  of  people  who  have  parrots. 


They  certainly  indicate  that  as  a starting  point 
we  should  make  a careful  study  of  all  cases  of 
fever.  Tularemia  and  Malta  fever  are  bacterial 
infections.  We  think  psittacosis  is  a bacterial  in- 
fection. It  is  true  that  the  bite  of  such  insects  as 
the  tick  and  the  deerfly  transmit  tularemia. 

As  to  immunity,  tularemia  produces  lasting 
immunity.  Malta  fever  does  not.  As  for  psitta- 
cosis, I do  not  know. 

Malta  fever,  as  Dr.  Eshleman  says,  is  not  quite 
undulant  fever.  The  other  day  a case  of  Malta 
fever  was  reported  to  the  Massachusetts  State 
Board  of  Health  as  a case  of  indolent  fever,  thus 
making  it  an  occupational  disease.  There  are  three 
recognized  forms:  melitenses,  abortus,  and  suis, 
which  comes  from  hogs. 

Malta  fever  is  transmitted  by  the  ingestion  of 
milk  from  goats  and  cows,  and  by  the  ingestion  of 
meat  from  goats  and  hogs.  We  know  that  it  is 
transmitted  by  inoculation  by  mosquito.  Experi- 
ments with  the  urine  of  an  infected  goat,  subse- 
quently inoculated  into  other  goats,  known  to  be 
free  of  the  disease,  produced  disease  in  the  goats, 
but  not  in  monkeys.  Man  is  supposed  to  be  about 
midway  between  goats  and  monkeys  in  suscepti- 
bility to  disease. 

Coming  to  the  question  of  the  prevention  of  the 
disease,  the  first  thing  is  to  eliminate  the  disease 
from  live  stock.  Here  we  must  call  upon  veterinary 
science.  I believe  public  health  men  have  been  too 
chary  in  taking  up  with  the  veterinarians.  We 
should  get  cooperate  with  them  and  get  them  to 
help  us.  We  known  this,  that  examination  of  herds 
will  permit  us  to  take  out  of  the  herds  all  infected 
animals.  Calves  may  be  isolated  and  cured,  then 
put  into  well  herds.  This  means  careful  exam- 
ination of  all  live  stock.  Pasteurization  of  milk 
is  indicated.  These  organisms  can  be  killed  by 
bringing  milk  to  a temperature  of  56  to  58  degrees 
cent.  Sixty  degrees  cent,  will  render  milk  safe. 
As  far  as  the  doctor  is  concerned  his  big  job  is' 
to  report  cases  so  that  the  public  health  authori- 
ties may  know  where  they  are;  to  handle  cases 
from  a hygienic  point  of  view  and  not  to  discharge 
the  patient  until  the  urine  is  free  of  organisms. 

Tularemia  is  transmitted  from  animals  to  man 
by  the  deerfly  and  tick  and  also  from  animal  to 
man  by  ingestion.  There  are  cases  where  the  dis- 
ease has  been  transmitted  from  man  to  man. 
Tularemia  is  very  frequently  contracted  in  the 
laboratory  and  in  the  performance  of  necropsies; 
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also  among  market-men  and  market-women  and 
people  who  are  skinning  game  and  get  their  hands 
covered  with  the  blood  of  these  animals.  Any  rab- 
bit killed  by  a boy  with  a stick  should  be  discarded, 
as  any  rabbit  sitting  still  is  apt  to  be  sick.  They 
should  be  shot  on  the  run. 

In  the  infected  areas  dipping  of  cattle  to  get 
rid  of  ticks  is  a very  excellent  idea  since  these  ticks 
are  brought  into  man’s  environment  and  infect 
him.  A good  way  to  remove  a tick  is  to  grease 
the  ventral  surface  of  the  tick.  This  closes  the 
respiratory  spericles  and  causes  the  tick  to  drop 
off.  One  way  to  clear  the  land  of  ticks  is  to  drive 
unshorn  sheep  through  it.  These  should  be  dipped 
about  every  thirty  days.  The  extermination  of  the 
jack-rabbit  is  also  necessary.  Laboratory  men  and 
market-men  should  be  required  to  wear  gloves 
which  are  impervious.  Rubber  gloves  are  preferable. 

Psittacosis  is  the  result  of  keeping  a perfectly 
useless  thing  around  the  house.  Perhaps  parrots 
are  ornamental,  but  they  are  utterly  useless  and 
there  is  no  excuse  for  having  them.  Whether  or 
not  the  disease  is  due  to  the  ingestion  of  parrot 
feces,  I do  not  know. 

Laboratory  infections  are  common.  Man  to  man 
infections  are  common;  that  is  what  killed  Daniel 
Evans,  Stokes  and  Anderson  and  infected  Arm- 
strong and  others.  Naturally,  since  this  is  a dis- 
ease of  parrots  it  means  that  we  should  keep 
away  from  parrots.  The  President  has  issued  an 
order  forbidding  the  importation  of  parrots.  Again 
we  come  back  to  the  public  health  point  of  view. 
Physicians  should  report  psittacosis  cases. 

Dr.  C.  W.  Mattingly  (New  Orleans)  : I had 

the  good  fortune  of  admitting  to  Charity  Hospital 
five  of  the  seven  cases  of  the  ulceroglandular  type 
of  tularemia  presented  by  Dr.  Cannon.  The  out- 
standing sign  that  led  me  to  consider  tularemia 
was  marked  enlargement  of  the  glands  draining 
the  area  of  ulceration;  the  enlargement  being  out 
of  proportion  to  that  associated  with  the  more 
common  causes  of  adenopathy.  The  epitrochlear 
glands  often  attain  the  size  of  a walnut  and  the 
axillary  that  of  a lemon. 

From  a surgical  standpoint,  the  primary  lesion, 
which  is  a granuloma,  should  not  be  incised.  The 
glands  should  be  incised  only  when  there  is 
definite  suppuration  with  a tendency  to  pointing. 
It  is  claimed  that  an  incision  of  the  primary  lesion, 


or  removal  of  any  involved  gland,  may  flare  up 
the  original  infection.  No  case  of  tularemia  has 
ever  been  reported  resulting  from  incising  a sup- 
purating gland. 

Dr.  M.  Earle  Brown  (New  Orleans)  : I wish  to 

congratulate  Dr.  Bruns  for  having  recognized  a 
disease  of  parrots  in  1889,  which  is  evidently  the 
disease  now  known  as  psittacosis.  It  is  especially 
of  interest  to  have  the  Society  take  cognizance 
now. 

Some  of  the  papers  have  given  us  much  to 
think  about  this  special  disease.  It  has  been  my 
pleasure  to  visit  the  tropics — I mean  every  seaport 
of  the  Caribbean  Sea  and  every  seaport  of  the 
South  Atlantic.  I have  never  found  in  any  of  these 
seaports,  places  where  the  natives  used  parrots  as 
pets.  The  natives  kept  the  smaller  bird  or  para- 
keet, which  is  the  size  of  our  mocking  bird.  I 
believe,  but  I am  not  positive,  that  the  American 
Navy  prohibits  parrots  upon  its  ships.  Parakeets 
are  acceptable  and  the  blue  jackets  may  bring 
these  birds  aboard  the  battleships.  (There  is  a 
Naval  Medical  Officer  present  who  might  answer 
that  question.)  It  may  be  possible  that  these 
people  in  the  tropics  realize  that  there  is  some 
danger  from  the  parrot  and  they  keep  the  parakeet 
as  a pet  instead.  I did  not  have  the  privilege  of 
asking  Dr.  Rucker  whether  this  disease  has  been 
found  in  the  parakeet  as  well  as  the  parrot,  but 
I would  like  to  know. 

Dr.  Bernadas  (New  Orleans)  : I would  like  to 

suggest  that  the  discussion  tonight  is  not  purely 
academic.  We  have  tularemia  here.  I permitted 
to  leave  the  bed  today,  a man  who  a month  ago 
was  killing  and  skinning  rabbits.  He  was  in  bed 
almost  a month;  temperature  went  to  104  and  105 
degrees,  large  axillary  and  elbow  gland  in  right 
arm. 

Tularemia  is  here.  I hesitated  about  discussing 
this  case  because  I did  not  report  my  two  cases 
to  the  Board  of  Health. 

Dr.  H.  N.  Blum  (New  Orleans)  : I want  to  say 

a few  words,  with  two  purposes  in  mind.  One  is 
to  mention  a case  of  tularemia  which  Dr.  Lanford 
and  Dr.  Rucker  know,  a case  in  my  clinic  about 
two  years  ago.  The  man  was  a farmer  living  in 
north  Louisiana.  One  day  he  killed  two  rabbits 
with  a stick  and  he  gave  them  to  his  dog  to  eat. 
He  skinned  them  and  the  possibility  may  have  been 
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that  they  were  sick.  Within  a period  of  a short 
time  he  developed  high  temperature  and  other 
symptoms  of  acute  infectious  disease,  and  finally 
conjunctivitis  in  his  left  eye.  He  went  to  Baton 
Rouge  and  consulted  an  oculist  who  told  him  he 
did  not  know  what  it  was.  He  came  to  Touro.  I 
had  never  seen  a case  of  that  character.  Because 
I thought  it  was  squirrel  plague  conjunctivitis  I 
asked  if  they  would  not  take  him  into  the  U.  S. 
Public  Health  Hospital  and  try  serological  tests. 
He  was  tested  positive.  Miss  Isom,  who  was  one 
of  our  artists,  had  the  opportunity  to  make  pic- 
ture of  this  several  days  after  he  was  under 

observation,  after  the  conjunctivitis  had  begun  to 
clear  up. 

The  other  circumstance  which  I want  to  men- 
tion was  that  last  year,  November,  1929,  I was  in 
\ ienna  and  one  day  in  Professor  Lindner’s  clinic, 
his  first  assistant  demonstrated  a case  of  conjunc- 
tivitis which  he  had  called  tubercular.  Next  day, 
Professor  Lindner  brought  that  same  man  before 
the  class  and  called  it  Parinaud’s  conjunctivitis. 
(Now,  in  view  of  what  Dr.  Lanford  has  told  us 
that  is  interesting.)  Nevertheless,  when  Professor 
Lindner  showed  this  case,  I said:  “That  looks 

very  much  like  tularemia.”  He  said:  “Yes,  I 

called  it  Parinaud’s  conjunctivitis,  but  in  America 
they  call  it  tularemia.”  This  is  said  to  you  to 
establish  the  identity  of  the  two  diseases. 

Dr.  C.  L.  Eshleman  (New  Orleans)  : This  tem- 

peiature  chart  is  not  characteristic  of  anything. 

I have  seen  charts  like  this  in  tuberculosis,  in 
typhoid  or  paratyphoid  and  in  septic  conditions. 
The  important  thing  about  this  shart  is  that  the 
patient  showed  this  kind  of  a temperature  curve, 
but  was  negative  for  tuberculosis  typhoid  and 
sepsis.  This  should  make  ane  think  of  undulant 
fever. 

It  has  been  suggested  that  when  blood  is  ex- 
amined for  a Widal  test,  if  the  Widal  is  negative 
it  might  be  well  to  carry  on  the  agglutination  test 
for  B.  miletensis  and  B.  abortis.  If  this  were  done 
probably  many  more  cases  of  undulant  fever  would 
be  detected. 

Dr.  Wirth  (closing):  I just  want  to  answer 

the  question  as  to  whether  or  not  the  disease  does 
occur  in  parakeets.  Available  information  reports 
that  it  does  and  that  at  present  the  disease  is 
quite  prevalent  in  Latin  American  countries  in 
parakeets  as  well  as  parrots. 


GROSS  AND  MICROSCOPIC  PATHOL- 
OGY IN  CHRONIC  MAXILLARY 
SINUS  DISEASE.* 

ROBIN  HARRIS,  M.  D., 

Jackson,  Miss. 

There  is  room  for  much  work  in  the 
i elationship  of  the  clinical  findings  in  sinus 
disease  to  the  type  of  pathology  found 
under  the  microscope,  and  to  accomplish 
this  one  man  must  do  the  work.  One  man 
must  see  the  pathology  in  the  nose,  inter- 
pret the  roentgen-ray  findings;  and  the 
same  man  must  see  the  gross  pathology  at 
operation,  must  cut  the  sections  and  study 
them  under  the  microscope.  So  far  this 
has  not  been  done  perhaps  with  the  proper 
vim  and  vigor.  We  do  know  that  there  is 
more  than  one  type  of  sinus  disease.  Many 
writers,  notably  Stuckey,  claim  that  there 
is  a certain  relationship  between  at  least 
certain  types  of  sinus  disease  and  scurvy 
and  that  diet  will  largely  correct  the 
trouble.  A few  microscopic  sections 
secuied  at  operation  will  now  be  shown 
with  little  effort  to  connect  them  up  in  a 
practical  way  with  the  history  and  treat- 
ment of  the  patient. 

Case  No.  2320:  J.  C.  This  patient  entered  the 
hospital  for  treatment  of  intestinal  disease.  After 
examination  by  a proctologist  he  was  sent  to  me 
with  a notation  that  there  was  a “spastic  colitis 
due  to  some  infection  above.”  Skiagram  indi- 
cated a long  standing  pan-sinusitis  on  the  right. 
Radical  operation  was  done  on  ail  sinuses  on  the 
right:  the  antrum  by  the  method  of  Caldwell-Luc; 
the  frontal,  ethmoids,  and  sphenoids  by  the 
method  of  Lynch.  The  gross  findings  at  opera- 
tion were:  a mucus  membrane  that  was  thick  and 
granular  with  protruberances,  the  latter  appar- 
ently of  fibrous  tissue.  The  section  as  described 
by  the  pathologist  was  acutely  inflamed  mucosa; 
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■ the  submucosa  was  edematous  and  infiltrated  with 
plasma,  lymphoid,  and  eosinopholic  cells.  There 
were  dilated  capillaries  and  lymph  channels 
stuffed  with  polynuclear  leucocytes.  Many  lai-ge 
spheric  refractile  bodies  resembling  large  yeast- 
like cells  w'ere  found  among  the  exudative  ele- 
ments. In  passing  we  might  say  that  all  the 
inflammation  in  the  colon  and  rectum  cleared 
up  immediately  after  the  sinus  operations. 

Case  No.  2321:  Miss  K.  This  patient,  a young 
nurse,  complained  of  sore  throat  for  only  a few 
weeks  prior  to  operation.  No  plausible  reason 


for  this  complaint  could  be  found  until  a roent- 
genogram of  the  sinuses  wTas  made.  The  first 
slide  is  without  lipiodol  and  presents  a large  polyp 
apparently  on  the  floor  of  the  antrum.  The  sec- 
ond is  with  lipiodol  and  shows  the  same  condi- 
tion. At  operation  the  antrum  was  found  to  be 
practically  filled  with  polypoid  tissue.  The  micro- 
scopic specimen  is  of  a narrow  piece  of  bone  with 
large  Haversian  canals  and  thickened  blood  ves- 
sels in  the  periosteum.  Other  sections  without 
bone  show  many  tubular  glands,  marked  vascular 
thickening,  hyaline  change  of  peri-glandular  tis- 
sue and  moderate  lymphoid  cell  infiltration. 


. , . .■ 
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previously.  Roentgen-ray  examination  showed 
marked  increased  density  in  the  right  antrum. 
Unfortunately  in  this  instance  the  skiagram  has 
been  misplaced.  At  operation  the  right  antrum 
was  filled  with  a markedly  degenerated  polypoid 
membrane.  Microscopic  section  showed  sub-acute 
granulation  tissue  of  the  mucosa.  The  predomi- 
nating infiltrating  cells  are  of  the  plasma  cell 
type.  In  all  sections  the  epithelium  shows  only 
in  the  crypts. 


Case  2351 — The  epithelial  lining  appears  only  in  the 
crypts.  Elsewhere  there  is  cellular  granulation  tissue. 


Case  2335 — Section  shows  a large  dilated  gland  in  the 
center  filled  with  secretion  and  whose  walls  contain  exu- 
dative elements  mixed  with  large  double  walled  yeast-like 
bodies. 


Case  2335:  Mr.  S.  This  patient  was  a white 
man  about  fifty  years  of  age  who  complained 
only  of  stomach  trouble  and  was  referred  to  me 
by  Dr.  H.  R.  Shands  for  examination  of  the 
sinuses.  Roentgen-ray  examination  showed  marked 
increased  density  of  all  sinuses  on  the  left, 
and  less  evidence  of  long  standing  disease 
on  the  right.  Radical  operation  was  done  on 
both  antra,  and  intra-nasal  ethmoidectomy  and 
sphenoidotomy  on  the  left.  Pathology  in  all 
cases  was  much  the  same,  only  the  left  being 
presented.  The  antrum  was  full  of  pus,  the 
lining  membrane  perhaps  a hundred  times  thicker 
than  normal  and  ulcerated  in  spots.  The  micro- 
scopic section  shows  many  large  dilated  mucous 
glands,  the  one  presented  is  filled  with  secretion 
containing  exudative  elements  mixed  with  double 
walled  yeast-like  bodies.  There  are  large  monon- 
uclear cells,  eosinophils  and  plasma  cells  in  the 
infiiltrated  zone  of  inflammation.  The  epithelium 
in  some  portions  of  this  section  approach  meta- 


Case  2321 — Section  shows  bone  adjacent  to  chronic  in- 
flammation of  mucosa.  Note  the  zone  of  resorption  and 
repair.  The  dark  zone  is  that  of  hyperplasia. 

Case  No.  2351:  W.  D.  K.  This  patient  had 
headaches  and  nasal  discharge  for  nine  years. 
Two  Lynch  operations  had  been  done  in  the 
little  town  of  Atlanta  down  in  Georgia  four  years 
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plasia.  Recovery  was  complete  and  all  stomach 
symptoms  have  disappeared.  The  patient  now  eats 
the  same  as  any  normal  human  being. 

Case  No.  2334:  Mrs.  P.  This  little  woman 

was  weak  and  nervous,  no  appetite,  had  been  in 
bed  for  four  months,  unable  to  perform  any  work 
for  two  years,  and  had  consulted  every  doctor  she 
had  ever  heard  of.  She  was  referred  to  me  by 
Dr.  H.  R.  Shands  for  sinus  examination.  At 
examination  there  was  noted  some  thick,  yellow 
pus  in  the  olefactory  fissure  on  the  right  side. 


There  was  a little  edema  in  this  region.  The 
roentgen-ray  showed  a piarked  increased  density 
in  the  right  antrum  and  %he  right  ethmoid.  At 
operation  the  right  antrum  was  completely  filled 
with  thick,  yellow  pus,  and  the  mucosa  was  much 
thickened.  The  section  shown  oh  the  slide  is 
through  a mucosal  crypt.  Underlying  the  mucosa 
there  is  a wall  of  plasma  and  lymphoid  cells  in- 
filtrating the  submucosa.  The  mucous  glands 
are  atrophic.  The  complete  recovery  of  the  pa- 
tient was  rapid.  She  gained  thirty-five  pounds 
in  the  first  ninety  days  after  her  operation. 


Case  2334 
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Case  2334 — Section  through  a mucosal  crypt.  Under- 
lying the  mucosa  there  is  a wall  of  plasma  and  lymphoid 
cells  infiltrating  the  submucosa.  In  this  zone  there  are 
atrophic  mucous  glands.  This  is  chronic  inflammation. 


Case  2330 — Section  shows  subacute  inflammatory  and 
prol.ferative  changes.  The  lower  right  hand  corner  shows 
periosteal  hyperplasia.  To  the  left  th  ?re  are  occluded 
arterioles  and  venules  with  concentrated  endothelial  cells 
forming  pseudo-giant  cells. 


Case  No.  2330:  B.  W.  This  patient  was  a vet- 
eran of  the  World  War  and  gave  a history  of 
discharge  of  pus  from  both  sides  of  the  nose 
ever  since  1918.  Roentgen-ray  of  sinuses  showed 
marked  increase  in  density  in  all  sinuses,  espe- 
cially marked  in  the  right  antrum.  At  operation 
the  lining  of  the  right  antrum  was  found  to  be 
markedly  thickened,  some  spots  thicker  than 
others.  The  epithelial  lining  was  ragged  and  the 
bone  very  rough  throughout  the  antrum.  The 
antrum  was  filled  with  thick,  greenish,  foul  smell- 
ing pus.  The  accompanying  section  shows  sub- 
acute inflammatory  and  proliferative  changes.  In 
one  corner  shows  periosteal  hyperplasia.  There 
are  also  occluded  blood  vessels  with  concentrated 
endothelial  cells  forming  psuedo-giant  cells.  In 
other  sections  there  is  marked  bone  destruction 
and  marked  hyaline  changes  of  the  basement 
membrane. 

Case  No.  2327:  R.  T.  Like  so  many  veterans 
of  the  World  War  this  patient  gave  a history  of 
discharge  of  pus  from  both  sides  of  the  nose 
since  1918.  Four  years  before  examination  he 
had  to  quit  his  job  as  court  stenographer  because 
of  his  inability  to  concentrate.  He  had  what  he 
termed  a “nervous  breakdown”  at  that  time, 


and  he  had  been  broken  down  ever  since.  Roent- 
gen-ray showed  marked  increased  density  in  all 
sinuses,  not  very  well  brought  out  in  the  accom- 
panying lantern  slide.  However,  he  had  radical 


Case  2327 — Section  shows  advanced  chronic  inflamma- 
tory fibrosis  around  the  blood  vessels  of  the  submucosa. 
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operation  on  all  sinuses.  The  frontal,  ethmoids, 
and  sphenoids  were  done  first  with  very  little 
relief.  About  a year  later  both  antrums  were 
operated  on  by  the  Caldwell-Luc  method,  fol- 
lowed by  relief  to  such  an  extent  that  he  went 
back  to  his  old  occupation.  Microscopic  section 
of  the  bone  showed  many  wide  marrowed  cavities 
with  dilated  lymph  channels.  Periosteum  was 
markedly  thickened  and  fibrosed.  Another  sec- 
tion showed  marked  proliferative  phases  of 
mucous  glands  and  plasma  cell  infiltration  with 
great  thickening  of  many  veins  (more  than 
usual).  Submucosa  showed  dilated  mucous 
glands  and  fibrosis  around  the  blood  vessels. 


Case  No.  2333:  E.  S.  This  patient  complained 
of  pain  in  the  left  side  of  her  face  out  of  all 
proportion  to  clinical  findings.  The  roentgen-ray 
showed  a slight  increase  in  density  in  all  sinuses 
on  the  left.  Intra-nasal  ethmoid  and  sphenoid 
operation  on  the  left  was  done  without  relief, 
so  the  antrum  was  opened  and  a complete  Cald- 
well-Luc operation  performed.  There  was  some 
thickening  of  the  muco-periosteum  lining  and  an- 
trum and  a specimen  was  taken  from  the  bone 
and  lining  membrane  from  the  anterior  wall. 
This  section  showed  advanced  chronic  inflamma- 
tory changes,  marked  destruction  of  bone,  fibrous 
hyperplasia,  marked  hyaline  changes  of  the  base- 
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Case  2333 — Note  the  marked  hyalinization  of  the  base- 
ment membrane,  atrophy  of  the  mucosa  and  nerotic  debris 
in  the  crypts. 

ment  membrane,  and  epithelial  atrophy  with  ad- 
jacent submucosal  hemorrhages.  The  accom- 
panying specimen  does  not  show  a section  of 
the  bone.  Relief  in  this  case  was  not  all  that 
could  be  desired,  due  probably  to  the  large 
amount  of  bone  pathology. 

CONCLUSIONS. 

While  periosteal  thickening  was  present 
in  almost  everyone  of  the  thirty-six  speci- 
mens in  this  series,  and  bone  resorption 
with  widening  of  the  Haversian  canals 
together  with  roughening  of  the  surface  of 
the  bony  walls  were  common  findings, 
these  features  appear  to  be  not  as  marked 
as  they  are  in  the  bone  of  long  standing 
frontal  sinus  and  ethmoid  disease.  Goblet- 
cell hyperplasia,  metaplasia,  cystic  forma- 
tion of  mucous  glands,  and  absence  of 
epithelium  in  localized  areas  appear  in  this 
small  series  to  be  more  common  than  in 
chronic  frontal  and  ethmoid  disease. 


SINUS  DISEASES  IN  CHILDREN.* 

R.  C.  LYNCH,  M.  D., 

New  Orleans. 

Five  factors  stand  preeminently  to  the 
fore  at  the  present  time,  in  the  consider- 
ation of  sinus  disease,  and  the  younger  the 
patient  the  more  important  are  these  fac- 
tors in  determining  the  best  course  to  pur- 
sue, to  bring  back  health  and  well  being. 

Deficiencies  in  diet,  allergic  states,  endo- 
crine unbalance,  sinus  infection  by  con- 
tinuity and  contiguity  of  tissue,  including 
tonsils,  adenoids  and  teeth,  sphenopalatine 
ganglion  upsets ; if  each  of  you,  general  sur- 
geons, internists,  pediatritians,  otolaryn- 
gologists, family  doctors,  etc.,  would  only 
remember  this  first  sentence,  much  of  our 
trials,  tribulations  and  misunderstandings 
of  sinus  disease  would  be  clarified. 

For  instance,  two  rats  in  the  same  cage, 
same  environment,  subject  to  same  bacterial 
flora,  the  one  on  a diet  deficient  in  vita- 
mine  A,  has  sinus  disease,  and  the  control 
doesn’t.  A ward  of  newly  born  children 
under  observation  for  two  years,  all  on  bal- 
anced diets  and  away  from  contamination, 
scattered  to  various  homes  after  the  second 
year,  but  followed  carefully  to  the  eighth 
year,  not  one  had  a carious  tooth,  and  only 
one  had  mastoid,  and  this  because  of  an  over 
careful  guardian  who  unknowingly  skim- 
med the  milk  and  deprived  the  youngster 
of  its  vitamine  A. 

Quoted  from  Dr.  L.  W.  Dean, — a poor 
little  youngster  with  a running  nose,  fre- 
quent or  continuous  colds,  eating  starches 
and  sugar,  cross  and  uncontrolable,  blos- 
soms out  into  the  bloom  of  youth  and  the 
glory  of  adolescence,  when  vitamine  A is 
added  to  a balanced  diet,  provided  the  path- 
ology of  the  sinus  lining  has  not  become 
secondarily  infected. 
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The  same  child  might  be  sensitive  to 
cream  of  wheat,  milk,  eggs,  etc.,  the  same 
bloom  may  take  place  with  the  removal  of 
the  allergic  offender,  and  again  provided 
the  sinus  lining  has  not  undergone  too  much 
change.  While  I admit  we  are  yet  not  so 
strong  in  our  endocrine  understanding,  the 
empiric  instances  in  our  practice  impress 
the  fact  that  a small  amount  of  thyroid 
or  pituitary  or  another  gland  extract  plus 
or  minus  a little  calcium  will  often  cause 
the  weepy  running  nose  with  a positive 
roentgen-ray  plate  showing  sinus  thicken- 
ing into  a clear  nostril  and  a clean  plate. 

Then  we  all  must  admit  that  a sinus  can 
and  does  become  the  seat  of  either  a sup- 
purating or  a hyperplastic  type  of  infection 
when  none  of  the  previous  factors  are  at 
work,  and  in  children  and  infants,  especi- 
ally is  this  true,  Here  adenoids  and  ton- 
sils, either  hypertrophic  or  infected,  or  both, 
probably  play  the  etiologic  role,  and  their 
removal  will  be  followed  by  the  bloom  and 
glory.  Later  in  life,  a tooth  or  teeth  may 
and  do  cause  the  same  complex. 

Our  experience  coincides  with  the  liter- 
ature which  is  full  of  instances  where  both 
pain  and  reflex  phenomena  are  the  result 
of  some  upset  along  the  sphenopalatine 
ganglion  pathway.  These  are  many  and 
devious.  When  they  are  isolated  and  either 
treated  or  blocked,  the  bloom  and  glory 
spring  likewise.  In  infants  and  children 
at  least  we  see  fewer  of  this  group  than  the 
previous  mentioned. 

If  all  our  sinus  cases  could  only  be  classi- 
fied under  any  one  of  these  heads  alone, 
what  an  easy  task  it  would  be.  Unfortun- 
ately most  of  them  are  combinations  of  one, 
two  or  all  of  the  headings  and  the  separa- 
tion of  the  blame  and  its  proper  placement 
requires  both  patience  and  experience.  It 
takes  time,  patience  and  understanding  as 
you  know  to  raise  children  and  it  takes  these 
and  lots  more  to  treat  them.  I know  of 
no  place  that  is  worse  for  a hobby,  than 
here,  be  it  entirely  operative,  nutritive  or 
allergic. 


I am,  however,  convinced  that  when  the 
membrane  lining  a sinus  has  undergone 
hyperplasia  or  metaplasia  or  is  the  seat  of 
a suppuration  plus  its  pathology,  that 
neither  allergy  alone  or  diet  or  endocrine 
medication  will  bring  back  to  function  this 
membrane  without  some  additional  help 
from  either  local  medication  or  surgical 
interference. 

The  diagnosis  of  sinus  disease  in  infants 
and  young  children  boils  itself  down  to  but 
a few  steps  and  these  are  of  extreme 
importance.  Should  one  have  available  the 
cooperation  of  an  active  pediatrician,  his 
advice  is  indispensable,  or  to  put  it  the  other 
way,  in  my  own  practice  most  of  my  cases 
come  with  a tentative  diagnosis  for  my  con- 
firmation. Deficiencies  in  diet,  allergic 
states  and  endocrine  unbalance  have  been 
looked  into  before  we  see  the  patient  and 
if  not,  then  we  have  them  carefully  gone 
over  for  this  viewpoint  before  proceeding 
further. 

Our  problem  is,  if  the  sinus,  maxillary, 
most  often,  ethmoids  next,  frontal  next  and 
sphenoidal  last,  is  the  result  of  one  or  all  of 
the  three  states,  can  it  be  eradicated  with- 
out interference?  Patient  trial  is  the  only 
test  and  it  is  well  worth  while.  If  not 
brought  back  to  normal,  nasal  inspection 
can  be  done  with  baby  instruments  and  will 
show  the  same  phenomenon  as  we  are 
accustomed  to  see  in  the  adult. 

The  otolarygologist  is  familiar  with  these 
changes;  to  the  rest  it  is  useless  to  con- 
sume your  time  with  its  detail.  Trans-illu- 
mination is  of  no  value  in  infants,  and  we 
find  its  value  increases  with  age  probably 
after  the  tenth  or  twelfth  year. 

Roentgen-ray  is  a source  of  great  help 
to  us  in  infants  and  young  children,  but 
the  plate  must  be  a good  one  to  be  of  any 
value.  One  essential  is  quiet,  and  it  is  fre- 
quently necessary  to  administer  a short 
anaesthetic  for  this  purpose,  usually  ethyl 
chloride,  for  the  period  of  recovery  is  suffi- 
ciently long  to  allow  the  taking  of  several 
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positions  and  this  too  is  necessary,  in  order 
to  view  the  sinus  in  its  various  dimensions. 

If  the  history,  inspection  and  roentgen- 
ray  give  increasing  suspicion  of  sinus 
involvement,  we  can  and  do  use  a baby 
Holmes  pharyngoscope.  This  permits  a 
vision  and  study  of  the  middle  meatus, 
middle  turbinate,  especially  their  posterior 
ends,  and  the  region  of  the  sphenoid  and 
ethmoid,  giving  in  this  way  additional  in- 
formation as  to  evidences  of  inflammation 
and  degeneration  of  tissue,  and  permits  us 
to  better  picture  the  stage  and  character 
of  pathological  change  going  on  in  the  sinus 
cavity.  For  it  is  upon  this  basis  that  we 
must  plan  our  medication  and  base  our  prog- 
nosis as  to  final  recovery  and  form  an  esti- 
mate of  what  will  be  necessary  to  bring 
this  about. 

Puncture  of  the  sinus,  instillation  of  five 
to  ten  drops  of  sterile  water  and  its  aspir- 
ation, add  further  evidence  to  our  increas- 
ing information  and  finally  one  can  palpate 
with  probe  tip  or  syringe  or  other  suitable 
instrument,  the  walls  of  the  sinus.  If  all 
of  this  concludes  the  sinus  membrane  to  be 
thickened,  possibly  degenerated,  and  puru- 
lent, a large  naso-antral  opening  can  be 
made  under  the  inferior  turbinate.  I use 
four  instruments  for  this  purpose,  a Toby 
trocar  for  puncture,  a syringe  with  special 
cannula  for  aspiration  and  cytologic  as  well 
as  cultural  study,  a Deans  rasp  to  carry  the 
opening  forward  to  the  pyriform  process  of 
the  superior  maxilla,  and  a small  Skillern 
punch  forceps  to  bite  out  the  posterior  por- 
tion of  the  naso-antral  wall.  This  piece 
of  bone  with  its  antral  mucosa  attacked  is 
removed  carefully  and  provides  an  excellent 
undisturbed  specimen  for  microscopic 
study,  providing  it  gets  to  the  laboratory 
quickly  before  drying. 

I have  resected  the  middle  turbinate  and 
opened  the  frontal  intranasally  at  two 
years ; I have  done  the  external  operation 
likewise  at  two  years ; I have  opened  a large 
sphenoid  at  three  years  and  have  done  a 
double  radical  antrum  operation  at  five 
years;  and  I am  becoming  more  convinced 


that  the  sinus  of  a child  is  no  different  from 
that  of  an  adult.  Its  pathology  will  be  as 
far  advanced  as  many  of  the  older  patients. 
Likewise  a large  naso-antral  opening,  even 
if  it  stays  open,  and  the  most  of  them  do 
not  for  a longer  period  than  six  to  eight 
weeks,  even  if  they  do  stay  open,  this  drain- 
age and  ventilation  is  not  sufficient  to  bring 
about  a clearing  up  of  the  pathology  and 
the  return  of  the  membrane  to  its  normal 
physiology.  If  this  does  not  occur,  then 
as  in  adult  cases,  one  is  forced  to  remove 
this  degenerated  infected  pathologic  mem- 
brane completely,  to  secure  the  proper  elim- 
ination of  this  area  as  a focus  of  infection. 
This  is  especially  true  in  those  cases  with 
manifest  secondary  expressions, — in  the 
order  of  frequency  in  my  experience,  kidney, 
bronchial  tree  (asthma  bronchitis),  joints 
and  heart. 

One  other  statement,  if  a child  from 
whom  tonsils  and  adenoids  have  been 
removed,  does  not  bloom  forth  or  has 
tracheo-  bronchial  attacks,  or  repeated  ear 
infections  with  abscess  formation,  or  has 
an  inexplainable  cough,  look  to  the  sinuses, 
yes  all  of  them,  but  particularly  the  antra, 
for  the  cause.  We  are  finding  many  more 
of  these  cases  now  since  we  know  the  cause. 

In  the  post  -operative  treatment  of  the 
naso-antral  opening,  we  irrigate  as  we  do 
the  adult.  I have  discontinued  rubber, 
metal  or  silk  tubes,  feeling  that  they  not 
only  traumatize  an  already  pathologic  mem- 
brane, but  the  nasal  vestibule  as  well,  and 
prolong  the  convalescence  rather  than 
shortens  it. 

DISCUSSIONS. 

Dr.  Edley  H.  Jones  (Vicksburg)  : This  excel- 

lent paper  portrays  very  clearly  the  modern 
trend  of  thought  regarding  sinus  disease  in  chil- 
dren. In  order  to  get  best  results  it  is  impera- 
tive that  the  oto-laryngologist  have  the  thorough 
cooperation  of  the  pediatrician,  or  family  doctor 
as  the  case  may  be.  Few  of  us  are  so  fortunately 
located  that  we  have  the  advantages  mentioned 
by  Dr.  Lynch,  that  is,  having  the  case  worked  out 
when  it  is  referred  to  him.  Unfortunately  we 
very  frequently  must  needs  refer  our  case  back 
to  the  family  doctor  and  are  not  always  success- 
ful in  getting  his  thorough  cooperation. 
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Thanks  to  the  good  work  of  Dean  and  Stucky, 
the  matter  of  correct  diet  in  these  cases  is  being 
given  more  and  more  attention.  These  children 
should  always  be  placed  on  a balanced  diet,  heavy 
in  milk  and  containing  ample  vitamins,  mineral 
salts  and  cellulose.  In  this  conenction,  I would 
like  to  condemn  the  practice  of  prescribing  irra- 
diated ergosterol  for  this  type  of  patient.  This 
preparation  contains  only  the  vitamin  D and  has 
no  vitamin  A content  whatever.  Nevertheless  be- 
cause it  is  so  convenient  to  use  it  is  frequently 
prescribed.  The  5-D  codliver  oil  is  good,  but  I 
personally  prefer  the  plain,  standardized  codliver 
oil.  Unless  green  vegetables  and  fruits,  contain- 
ing cellulose,  are  included  in  the  diet,  the  patient 
will  have  a tendency  to  become  constipated, 
which  would  further  complicate  the  conditon. 

In  my  humble  opinion,  allergy  is  as  much  a 
specialty  as  oto-laryngology.  There  are  times 
when  it  becomes  necessary  for  the  oto-laryngologist 
to  do  this  type  of  work  as  well,  but  unless  it  is 
done  by  a trained  man  the  results  can  not  be  good. 
Perhaps  it  is  fortunate  that  the  period  of  life 
from  three  to  fifteen  years  is  fairly  free  from 
allergic  conditions.  Statistics  show  that  allergic 
patients  frequently  show  symptoms  during  the 
early  months  of  life;  these  symptoms  usually  dis- 
appear around  the  third  year  and  do  not  re-appear 
until  after  the  patient  becomes  twelve  to  fifteen 
years  old.  There  are,  of  course,  many  exceptions 
to  this  rule.  Allergy  may  demonstrate  itself  in 
various  ways.  It  may  appear  as  a hay-fever, 
either  perennial  or  seasonal;  it  may  appear  as  an 
asthma;  or  it  may  demonstrate  as  an  atypical 
indigestion  with  urticaria  or  eczema,  etc.  Natur- 
ally these  conditions  must  be  corrected  and,  as  Dr. 
Lynch  states,  must  be  corrected  before  the  sinus 
membranes  become  pathologic. 

I am  sorry  Dr.  Lynch  did  not  go  further  into 
the  discussion  of  endocrine  upsets.  This  is  a sub- 
ject about  which  I know  practicallly  nothing  and 
I have  been  unable  to  find  anything  definite  in  the 
literature.  I will  be  most  happy  to  learn  more, 
and  would  appreciate  his  stating  what  type  of 
cases  he  uses  thyroid  and  pituitary  extracts  in, 
even  though  he  uses  empirically. 

The  spheno-palatine  ganglion  conditions  which  he 
mentioned  are  quite  interesting.  It  is  my  impres- 
sion that  at  least  two-thirds  of  the  headaches  due 
to  sinus  trouble  can  trace  a connection  with  this 
ganglion.  It  is  also  my  impression  there  must  be 
some  definite  pathology  to  cause  a spheno-palatine 
ganglion  neuralgia  and  the  symptoms  occurring 
with  that  syndrome.  I believe  that  we  should  trace 
the  origin  of  the  trouble,  though  it  be  a bad  tooth, 
a sinus  infection,  etc.,  and  relieve  the  patient, 
rather  than  to  block  the  ganglion.  After  every 
diseased  condition  that  can  be  found  has  been 
eliminated  and  these  symptoms  persist,  it  is  logical 


to  proceed  with  blocking  in  order  to  relieve  the 
patient.  I have  personally  never  seen  a case  of 
spheno-palatine  ganglion  neuralgia  in  a child  that 
did  not  clear  up  when  the  causative  factors  were 
removed.  I might  mention  that  I have  found  sev- 
eral cases  in  children  where  the  trouble  was  due  to 
some  trouble  with  the  teeth. 

As  Dr.  Lynch  has  stated,  roentgen-ray  is  of 
much  more  value  than  transillumination,  but  I find 
many  cases  with  positive  clinical  findings  that  show 
no  pathology  by  roentgen-ray.  Those  cases  which 
do  not  clear  up>  under  treatment  should,  as  he 
stated  have  a basal  antrum  opening  made.  I have 
never  seen  any  patient  suffer  any  harmful  conse- 
quences from  the  simple  opening  of  an  antrum  and 
have  seen  a great  many  vastly  improved.  If  there 
is  a larger  patulous  normal  opening  this  procedure 
will  not  be  necessary.  I have  been  fortunate  in 
never  seeing  any  child  that  demanded  radical  sur- 
gery with  any  of  the  sinuses  with  the  exception 
of  the  antrum.  I have  seen  two  patients  in  which 
a radical  antrum  operation  was  indicated. 

I also  wish  to  stress  his  statement  that  no  place 
is  more  dangerous  for  the  riding  of  a hobby  than 
in  the  diagnosis  and  treatment  of  sinusitis  in  chil- 
dren. Each  case  must  be  studied  individually  for 
no  rules  can  be  laid  down  for  all  such  conditions. 

Dr.  Robin  Harris  (Jackson)  : I would  like  to 

show  a few  lantern  slides  and  that  is  about  all. 
Every  man  who  treats  children  sees  sinus  disease. 
He  sees  sinus  disease  whether  he  recognizes  it  or 
not.  It  has  only  been  a few  years  since  the  eye, 
ear,  nose  and  throat  man  recognized  sinus  disease 
in ' infants  and  young  children.  Perhaps  one  of 
the  first  papers  read  on  that  subject  was  in  1918 
and  it  was  taken  with  a grain  of  salt  by  most  eye, 
ear,  nose  and  throat  men  at  that  time.  Now  all 
pediatrists  at  this  time  are  recognizing  sinus 
disease  in  children  and  the  most  of  them  in  infants. 
Most  sinus  disease  in  infants  gets  well  with  a 
little  local  treatment  and  proper  diet.  I want 
to  show  a few  slides  of  a few  older  children  in 
which  they  have  not  had  the  proper  treatment  and 
will  eventually  go  on  to  be  compelled  to  have  radi- 
cal surgery,  and  these  children  all — probably  all — 
could  have  been  cured  if  proper  diet  and  proper 
treatment  had  been  administered  at  the  earliest 
age. 

Here  followed  the  slides. 

Dr.  E.  F.  Howard  Vicksburg)  : I was  delighted 

with  what  Dr.  Lynch  had  to  say  about  the  intro- 
duction of  tubes.  Like  a good  many  of  us  who  did 
not  know  in  the  beginning,  I tried  some  and  I think 
I nearly  always  did  more  harm  than  good,  for  the 
use  of  the  tube  seemed  to  cause  more  irritation 
than  was  produced  by  the  sinusitis.  I have  gener- 
ally found  in  the  comparatively  few  cases  I have 
had  to  handle,  that  a good  opening,  as  the  doctor 
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said,  which  will  close  in  six  or  eight  weeks,  will 
have  sufficient  ventilation  and  drainage,  and  if  the 
case  doesn’t  get  well  under  that  treatment,  it  means 
that  I have  undervalued  the  severity  of  the  con- 
dition and  that  he  should  have  had  something  more 
radical  done  in  the  beginning.  That  is  very  often 
the  case. 

Dr.  Ralph  Bowen  (Memphis)  : Dr.  Lynch’s 

paper  has  splendidly  emphasized  the  etiology  in 
sinus  disease  in  children,  and  it  is  with  reference 
to  this  phase  I would  like  to  discuss  a few  points 
regarding  allergy  and  diet.  • 

First,  allergy  as  an  etiological  factor  cannot  be 
denied  but  the  approach  to  rule  in  or  out  various 
factors  has  failed  in  many  instances  because  the 
attending  physician  who  may  own  a $50.00  or 
$100.00  set  of  antigens  embarks  on  a problem  which 
should  be  limited  to  an  allergist  exclusively.  For 
work  done  in  this  way  is  not  only  a waste  of  time 
in  many  instances,  but  can  also  put  allergy  in  dis- 
repute. I can  best  demonstrate  this  by  a case 
reviewed  a few  days  ago  in  which  many  tests  were 
done  on  a hay  fever  patient.  I am  sure  the  aver- 
age attending  phyisician  would  have  given  up  after 
applying  as  many  products  as  the  allergist  did  in 
her  case,  but  he  continued  his  investigation  and 
found  flaxseed  to  be  the  principal  factor.  Its  re- 
moval from  the  patient’s  environment  was  bene- 
ficial since  it  was  an  ingredient  used  in  hair  dress- 
ing. 

Second,  as  was  mentioned  by  Dr.  Lynch,  diet 
can  be  very  effective  in  preventing  sinus  infection — 
particularly  one  rich  in  vitamines.  As  we  all  know, 
cod  liver  oil  is  one  of  our  greatest  adjuncts  in  this 
respect,  but  unfortunately  during  this  great  era 
for  substitutes”  our  medical  journals  and  drug- 
gists are  conveying  the  impression  that  viosterol 
preparations  can  be  used  instead  of  cod  liver  oil, 
and  in  so  doing  they  are  depriving  our  children 
of  vitamin  “A”  which  in  infection  is  more  import- 
ant than  the  “D”  factor.  So  as  physicians  I think 
it  is  our  duty  to  insist  that  cod  liver  oil  be  con- 
tinued either  alone  or  plus  viosterol. 

There  are  many  sinus  problems  in  children  which 
at  time  of  recognition  need  surgical  interference, 
but  I think  by  better  cooperation  of  the  pediatrician 
and  tolo-laryngologists  fewer  radical  procedures 
will  be  needed  in  the  future. 

Dr.  R.  C.  Lynch  (New  Orleans),  closing:  I want 

to  stress  the  point  particularly  that  in  young  chil- 
dren and  in  infants  our  problems  in  this  instance 
are  very  closely  associated  with  our  knowledge  of 
general  medicine  and  that  in  order  to  be  good  oto- 
laryngologists we  are  going  to  have  to  be  good 
internists,  and  I am  finding  more  and  more  cases 
where  outlying  situations,  food  upsets,  etc.,  are 
extremely  important  in  laying  the  foundation  for 
a permanent  cure  of  a sinus  case.  I have  always 


fought  justly  and  truthfully  the  idea  that  once  a 
sinus  always  a sinus.  My  reaction  to  that  is  that 
the  reason  for  always  a sinus  is  not  the  sinus’ 
fault,  it  is  not  the  individual’s  fault,  but  it  is  the 
Doctor’s  fault  and  you  have  a fundamental  reason. 
There  is  no  reason,  in  my  estimation,  why  a sinus, 
no  matter  how  or  what  the  conditions  are,  should 
not  be  made  well  again.  It  can  be  made  well  again 
if  you  will  go  far  enough,  so  that  the  first  para- 
graph in  the  paper  was  written  with  that  general 
idea  in  view. 

Secondly,  It  is  coming  more  and  more  to  my  mind 
all  the  time  that  a naso-antral  opening  is  not  the 
last  word  in  the  care  of  this  sinus.  Many  men 
stop  here  and  thus  the  reputation — once  a sinus, 
always  a sinus.  That  is  wrong.  We  know  it  is 
wrong  for  adults,  we  recognize  it,  but  it  is  just 
as  wrong  for  children,  in  my  estimation,  and  the 
age  of  the  child  makes  no  difference — I mean  bears 
no  particular  relation  to  it,  provided  the  outlying 
factors  are  thoroughly  and  conscientiously  and 
rightfully  weeded  out — that  is  food  upsets,  etc., 
so  the  fact  which  Dr.  Howard  brought  out,  and 
which  is  probably  the  experience  of  all  of  us,  that 
after  a nasal  opening  or  whatever  you  have  a 
tendency  for  in  that  direction,  and  we  won’t  dis- 
cuss that,  but  the  mere  presence  of  the  polypus 
popping  out  is  an  evidence  that  that  membrane  is 
still  kicking  up  a reaction  to  some  irritation  on  the 
inside,  and  that  that  irritation  is  the  fundamental 
source  of  the  inflection,  and  that  the  pathology  is 
still  going  on  and  will  still  go  on  unless  you  remove 
that  source  of  infection. 

I will  say  one  more  word — I would  suggest  to 
you  that  you  do  not  consider  your  children,  your 
infants  and  children  well,  unless  you  have  had  a 
follow-up  by  roentgengrams.  We  often  find  this 
situation:  You  make  a large  nasal  opening  and  the 
nose  gets  dry  and  the  symptoms  disappear,  and  you 
take  another  roentgengram  and  you  are  surprised, 
— this  antrum  is  still  thick,  and  you  take  another 
roentgengram  and  this  antrum  is  still  thick  and 
you  put  in  a little  instrument  in  children  and 
measure  the  thickness  of  this  tissue  and  we  find 
there  is  still  thickness.  Now,  I don’t  think  all  this 
thickness  is  scar  tissue.  You  know  Kirstner 
brought  out  a very  interesting  point  in  the  study 
of  the  antrum  membrane,  and  that  is  after  you  take 
the  membrane,  from  an  infected  antrum  and  grind 
it  up  and  macerate  it  with  salt  solution,  and  cul- 
ture that  membrane,  in  about  80  per  cent  of  the 
cases  you  will  find  a streptcoccus  coming  from 
that  tissue.  They  are  not  on  the  surface  but  they 
are  deep  in  the  tissues,  and  how  often  have  you 
opened  up  the  antrum  and  found  the  pus  in  the 
mucous  membrane  of  the  antrum  was  under  the 
surface  and  you  could  not  wash  it  out,  and  which 
did  not  give  any  increase  in  the  cells,  and,  there- 
fore, you  are  going  right  over  the  reasons  for  the 
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antrum  acting  as  a focus  for  infection,  so  that 
the  questions  that  come  up  in  the  study  of  sinus 
disease  in  infants  and  children,  to  my  mind,  are 
no  different  what  ever  from  the  study  of  the  same 
disease  in  the  adult,  and  that  the  basis  for  your 
conduct  in  relation  to  the  case  depends  upon  the 
pathological  changes  in  that  antrum,  and  if  you 
will  look  at  the  antrum  from  a pathological  stand- 
point, rather  than  from  a symptomatic  standpoint, 
I think  you  will  come  nearer  to  bringing  the  cases 
to  recovery. 

TONSILLECTOMY  HEMORRHAGES.* 
E.  F.  HOWARD,  M.  D., 

Vicksburg,  Miss. 

Recently  a more  than  ordinarily  intelli- 
gent nurse,  who  has  had  considerable  sur- 
gical experience,  put  this  question  to  me : 

“We  see  so  many  tonsillectomy  cases 
that  are  ‘bleeders’  and  we  never  hear  any- 
thing about  ‘bleeders’  except  in  connec- 
tion with  tonsillectomies ; is  tonsillitis  the 
cause  of  hemophilia?” 

This  question  suggested  my  subject. 

He  H=  * * * 

Hemorrhage  is,  of  course,  the  bete  noir 
of  all  who  do  tonsillectomies.  We  are 
working  in  a vascular  area  and  very  gen- 
erally in  the  presence  of  some  degree  of 
inflammation.  It  is  not  at  all  surprising 
that  some  blood  is  lost. 

But  the  most  noteworthy  feature  of  a 
tonsillectomy  hemorrhage  is  the  prompt- 
ness with  which  the  operator  reaches  for 
his  alibi  the  minute  the  patient  begins  to 
bleed  unduly,  and  the  alibi  is  always  the 
same,  hemophilia.  Of  course  he  doesn’t 
come  right  out  and  say  “hemophiliac” 
unless  the  hemorrhage  is  extremely  severe, 
because  that  is  what  the  Scotch  call  a “by- 
ordinar”  word  and  is  saved  for  special 
occasions,  but  he  is  thinking  in  terms  of 
hemophilia  as  is  evident  from  such  expres- 
sions as : “He’s  losing  a lot  of  blood,”  “He 
bleeds  very  freely”  or — when  the  suction 

*Read  before  the  Section  on  Eye,  Ear,  Nose 
and  Throat  at  the  Sixty-third  Annual  Session  of 
the  Mississippi  State  Medical  Association,  Vicks- 
burg, May  14,  1930. 


apparatus  fails  to  keep  the  field  clear — 
“He  must  be  a bleeder.” 

Lest  we  use  our  alibi  so  often  that  we 
come  to  believe  it  ourselves,  why  not  aban- 
don it  for  good  and  admit  that  the  general 
run  of  hemorrhages  are  due  to  the  opera- 
tion? Exceptions  are  comparatively  rare. 

There  are  two  mistakes,  frequently 
made,  that  may  cause  hemorrhage : we  fail 
to  get  all  the  tonsil  and  we  cut  too  deep 
and  wound  the  underlying  muscle2.  By  far 
the  general  run  of  hemorrhages  is  due  to 
one  or  the  other  of  these  mistakes  and 
considering  the  number  of  incomplete  ton- 
sillectomies that  are  done,  the  only  won- 
der is  that  there  are  not  more  hemor- 
rhages. 

The  exceptions  are  few.  Large,  aber- 
rant vessels ; atheroma  and  high  blood 
pressure;  recent  acute  inflammation; 
hemophilia;  these  constitute  our  best 
alibis. 

A very  slight  study  of  the  general  ques- 
tion of  bleeding  and  of  the  anatomy  of  the 
tonsil  will  point  the  way  in  our  considera- 
tion of  the  usual  causes. 

Nature  provides  three  means  for  hemo- 
stasis: the  coagulability  of  the  blood,  the 
contractility  of  the  vessel  walls  and  the 
contractility  of  the  tissues  surrounding 
the  vessel. 

The  tonsil  is  composed  of  ordinary  lym- 
phoid tissue,  with  some  connective  tissue 
fibres  arranged  in  trabeculae  that  extend 
from  base  to  surface.  The  • vessels  lie 
along  these  trabeculae (2). 

When  we  do  an  incomplete  tonsillec- 
tomy, leave  a piece  of  tonsil  behind,  the 
cut  end  of  the  vessel  lies  in  non-contractile 
tissue  and  its  mouth  is  held  open  by  its 
attachment  to  the  trabecula.  Practically 
our  sole  reliance  is  in  the  clotting.  Bleed- 
ing may  occur  at  once,  and  if  checked  by 
pressure  only,  may  recur  in  two  or  three 
hours  if  the  clot  becomes  dislodged(2).  We 
have  all  seen  such  cases. 
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Or  if  we  have  gone  too  deep  and 
wounded  the  underlying  muscle,  we  have 
damaged  the  tissue  surrounding  the  ves- 
sel, thereby  inhibiting  its  contractility, 
and  we  may  have  approached  so  close  to 
the  main  vessel  that  the  cut  end  is  little 
more  than  a hole  in  its  wall.  These  cases 
frequently  bleed  furiously  and  generally 
require  some  ligating<2). 

The  answer,  then,  is  that  to  avoid 
hemorrhage  we  must  do  our  cutting  in  the 
layer  of  loose  areolar  tissue,  between  the 
tonsil  capsule  and  the  sheath  of  the  under- 
lying muscle.  I frequently  fail  to  do  so. 

Carmack  of  Indianapolis  has  recently 
made  a study  of  anomalous  large  vessels 
that  is  well  worth  reading.  Apparently 
they  are  more  frequent  than  is  generally 
supposed.  Incidentally  he  mentions  five 
deaths,  from  this  cause,  that  occurred  in 
Indiana  during  a period  of  two  years — 
none  having  been  reported(3). 

Dilated  blood  vessels  form  part  of  the 
genera]  picture  produced  by  an  inflamma- 
tory process,  hence  if  necessity  compels  us 
to  operate  in  the  presence  of  inflammation, 
careful  preparation  is  in  order.  A good 
deal  has  been  said  of  late  years  about  ton- 
sillectomy for  the  relief  of  peritonsillar 
abscesses.  If  any  of  you  can  convince  me 
that  this  is  good  surgery,  I will  be  glad  to 
refer  my  abscess  cases  to  you. 

Patients  with  high  blood  pressure  and 
atheromatous  vessels  frequently  need,  and 
must  have,  tonsillectomy.  There  is  no 
need  to  discuss  this  question  before  such  a 
body  as  this. 

And  now  we  come  to  our  dear,  old  friend 
and  faithful  alibi,  the  hemophiliac.  In  all 
honesty,  how  many  of  you  ever  met  him,  I 
mean  apart  from  his  tonsillectomy.  I 
make  the  definite  request  that  every  man 
in  the  room  who  has  seen  one  will  join  in 
the  discussion  to  the  extent  of  saying  so. 
Understand,  I don’t  deny  his  existence,  but 
I contend  it  is  extremely  significant  that 
he  is  very  often  present  at  tonsillectomy 
and  practically  never  seen  anywhere  else. 


You  might  call  him  a tonsillar  phenome- 
non. How  so  many  boys  can  go  through 
life  skinning  their  elbows  and  knees,  cut- 
ting themselves  with  their  pocket-knives, 
indulging  in  those  frequent  joyful  inter- 
ludes with  their  playmates  that  are  provo- 
cative of  traumatic  epistaxis,  and  never 
even  suspect  that  they  are  hemophiliacs 
until  somebody  takes  out  their  tonsils,  this 
is  beyond  me.  And  I have  even  heard 
girls,  who  bled  at  tonsillectomy,  called 
“bleeders.” 

The  real  bleeder  diagnosis  is  summed 
up  in : 

“1.  Definite  heredity,  through  unaf- 
fected females  (law  of  Nasse). 

“2.  Prolonged  bleeding  time. 

“3.  Coagulability  markedly  diminished. 

“4.  Normal  blood  picture  except  leuko- 
penia, if  anything.  Blood  platelets  not 
diminished,  as  some  have  reported. 

“5.  Origin  in  early  youth.”<4> 

Remember,  too,  that  the  bleeding  of 
hemophilia  is  a steady  oozing,  not  a pro- 
fuse, rapid  bleeding  as  from  a cut  vessel. 
And  that  a hemophiliac  will  demonstrate 
his  ability  to  bleed  on  any  and  all  occa- 
sions, it’s  not  a case  of  here  today  and 
gone  tomorrow,  and  from  a lesion  in  any 
locality — he  isn’t  a hemophiliac  in  his  ton- 
sils and  normal  in  his  toes. 

Secondary  hemorrhage,  true  secondary 
hemorrhage,  occurring  usually  from  the 
fifth  to  the  tenth  day,  is,  of  course,  due  to 
infection.  You  will  find  an  excellent  ex- 
planation of  this  by  Dr.  Lynch  quoted  by 
Comer  in  the  Annals  of  Otology,  Rhin- 
ology  and  Laryngology  for  last  June. 

“Those  hemorrhages  occurring  from  the 
seventh  to  the  tenth  day  are  due  to  one 
of  two  things:  First,  a tonsil  stump  or 
remnant,  is  essentially  of  poor  resistance 
and  infection  is  the  rule.  This  infection 
travels  down  through  the  tonsil  tissue  to 
its  capsule  and  there  ulcerates  through 
the  base,  leaving  the  mouth  of  the  vessel 
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wide  open.  Second,  if  the  dissection  is 
such  as  to  extend  down  into  the  muscle 
tissue,  and  infection  occurs  in  this  area, 
the  resulting  sloughs  produced  by  the  in- 
fection will  weaken  the  walls  of  the  veins, 
and  since  they  are,  in  this  location,  near 
the  trunks  of  the  main  vessel,  hemorrhage 
results.” (2) 

You  will  note  the  inference  that  if  the 
operation  is  properly  performed  there  will 
be  no  secondary  hemorrhage. 

I have  seen  seven  such  cases,  six  of 
which  occurred  in  my  own  practice.  Two 
bled  profusely,  two  slowly,  but  steadily, 
in  three  the  bleeding  was  immaterial  and 
stopped  of  itself  before  anything  could  be 
done  for  it.  One  of  the  severe  hemor- 
rhages and  one  of  the  slow  and  steady 
variety  yielded  completely  to  a few  min- 
utes pressure.  The  others,  one  severe  and 
one  that  bled  slowly  and  steadily,  were 
given  an  anesthetic  and  search  made  for 
the  bleeding  point.  In  neither  case  could 
it  be  found,  the  hemorrhage  having  stopped 
completely. 

I have  puzzled  over  these  two  cases  con- 
siderably, especially  in  the  case  that  bled 
profusely.  It  seemed  so  futile  to  put  a 
patient  who  was  bleeding  rather  badly, 
and  had  been  for  some  two  or  three  hours, 
on  the  table,  subject  her  to  an  anesthetic, 
clean  the  blood  out  of  her  mouth  and  send 
her  to  bed  without  having  done  anything 
to  stop  further  bleeding.  But  the  fossae 
were  entirely  dry  and  remained  so.  Either 
she  had  bled  her  limit,  which  certainly 
wasn’t  the  case  with  the  other  patient,  or 
the  relaxation  due  to  the  anesthetic 
stopped  the  hemorrhage. 

My  own  experience  with  secondary 
hemorrhage  is  so  small  as  to  be  of  no 
value,  but  I must  remind  you  that  it  is 
sometimes  fatal. (1) 

In  preparing  your  patient  for  operation, 
permit  me  to  suggest  that  you  do  not 
ignore  the  coagulation  time.  I am  quite 
well  aware  that  this  precaution  is  more 
honored  by  neglect  than  observance,  and 


that  nowadays  much  more  attention  is 
paid  to  bleeding  time.  There  are  too  many 
possibilities  of  variation,  not  to  say  error, 
in  the  estimation  of  bleeding  time.  Here 
are  three  reports,  same  technician,  same 
tecnic,  made  a few  hours  apart  on  a pros- 
pective tonsillectomy  case,  a five-year-old 
girl,  who  was  being  prepared  for  opera- 
tion by  her  family  physician: 

1.  Coag.  time — 7%  min.  Bleed,  time 
lVz  min.  3 cc.  hemostatic  serum. 

2.  Coag.  time — 6 min.  Bleed,  time  2 
min.  3 cc.  hemostatic  serum. 

3.  Coag.  time — 5 min.  Bleed,  time  x/% 
min. 

I have  seen  a number  that  are  quite 
similar. 

If  you  will  follow  your  reports  with  a 
little  care  you  will  find  that  those  on  bleed- 
ing time  are  worth  the  paper  they  are 
written  on,  just  about. 

But  a knowledge  of  the  coagulation  time 
is  frequently  of  real  value,  and  the  need 
for  it  may  appear  in  the  most  unexpected 
places.  I take  it  consistently,  and  since  I 
have  adopted  the  routine  of  giving  a pre- 
operative coagulant  to  patients  with  slow 
coagulation  time,  I have  had  far  less  an- 
noyance. This,  of  course,  only  guards 
against  simple  oozing.  When  there  is  real 
hemorrhage,  clotting  alone  should  not  be 
relied  on — the  only  hemostatic  worth  con- 
sidering is  a ligature.  But  certainly  blood 
coagulation  aids  hemostasis  and  personally 
I want  all  the  “breaks,”  if  there  are  any, 
to  be  in  my  favor,  for  I can  not  rid  myself 
of  the  idea  that  the  hemorrhage  is  due  to 
the  operation. 
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DISCUSSIONS. 

Dr.  H.  L.  Arnold  (Meridian)  Dr.  Howard  has 
brought  out  the  particular  point  that  hemorrhage 
is  due  to  the  operation,  but  with  a cut  tissue  we 
expect  hemorrhage.  There  would  be  something 
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abnormal  about  tissue  if  it  did  not  have  some 
amount  of  bleeding,  but  if  we  do  undue  trauma 
or  cut  outside  of  the  capsule,  I do  not  think  there 
is  any  doubt  but  we  are  apt  to  have  more  bleed- 
ing than  when  we  do  stick  to  the  capsule  of  the 
tonsil.  In  this  day  when  so  many  are  doing- 
tonsillectomies,  most  every  one,  whether  they 
have  had  much  training  in  tonsil  work  or  not, 
we  see  so  many  throats  with  scar  tissue,  and  we 
find  a great  many  of  them  with  remnants  of 
tonsils. 

Dr.  Dick  of  Chicago  examined  a series  of  cases 
that  had  been  operated  on  and  found  about  75 
per  cent  with  remnants  of  tonsils.  Yet  we  often 
find  that  when  we  take  out  a tonsil,  a whole  tonsil 
and  nothing  but  a tonsil,  we  will  have  bleeding, 
coagulation  time  to  the  contrary,  and  those  are 
the  cases  that  we  don’t  enjoy.  There  are  three 
types  of  tonsillar  hemorrhage.  We  have  the  im- 
mediate hemorrhage,  the  reactionary  hemorrhage, 
and  the  secondary  hemorrhage.  In  the  imme- 
diate hemorrhage,  if  it  is  not  controlled  by  pres- 
sure with  a sponge  in  a few  minutes,  I think  it 
is  always  a good  idea  to  put  a ligature  on  the 
bleeding  point,  if  it  is  in  the  upper  part  of  the 
tonsil,  with  the  ligature  placed  above,  and  if  in 
the  lower  part,  with  the  ligature  below. 

In  the  reactionary  hemorrhage,  the  hemorrhage 
comes  on  a few  hours  after  the  operation  and 
is  due  to  the  relaxation  of  the  patient  under  gen- 
eral anesthesia,  and  I think  is  particularly  apt  to 
occur  after  the  use  of  a local  anesthetic  where 
too  much  adrenalin  has  been  used,  because  if  we 
use  an  excessive  amount,  you  have  a relaxation 
of  your  vessels  after  the  ^primary  effect  passes 
off.  For  that  reason  I make  it  a practice  to  use 
only  a one  to  sixty  thousand  solution  of  adrenalin 
in  the  local  work.  Of  course  with  this  you  get 
a little  more  bleeding  at  the  time  of  the  opera- 
tion, but  if  there  is  going  to  be  bleeding,  I would 
prefer  to  have  it  at  that  time  than  later  on. 

Secondary  hemorrhage  comes  several  days  later, 
from  five  to  ten,  and  is  due  to  sloughing  of  the 
tissue.  This  is  best  prevented,  I think,  by  pre- 
operative attention  to  oral  sepsis  and  by  having 
the  patient  in  the  best  possible  physical  condi- 
tion, by  doing  as  little  trauma  as  possible  dur- 
ing the  operation,  and  by  the  proper  post-opera- 
tive care. 

Now,  as  to  coagulation  time,  I think  it  is  al- 
ways a good  idea  to  take  that,  yet  it  is  by  no 
means  a sure  guide  as  to  the  amount  of  hemor- 
rhage you  will  have  at  the  time  of  operation. 

In  the  use  of  the  serums  I have  not  had  very 
much  experience  because  I very  seldom  have 
found  it  necessary  to  use  them,  but  what  few 
times  I have  used  it  I have  used  the  Coagulin 


Ciba.  I do  not  know  whether  it  is  any  better  than 
the  others  or  not,  but  in  the  few  cases  I have 
used  it  I have  had  very  good  results. 

Dr.  Geo.  E.  Adkins  (Jackson)  As  long  as  I 
raised  this  young  man  and  did  his  tonsillectomy, 

I feel  privileged  to  discuss  this  paper.  We  have 
all  had  more  or  less  experience  with  these  cases. 

I hope  mine  will  be  less  in  the  future  than  it  has 
been  in  the  past,  but  I want  to  agree  with  Dr. 
Howard  on  the  hemophilia  proposition.  I have 
never  seen  one.  I don’t  think  I have  been  guilty 
of  taking  shelter  wholly  under  that  alibi,  however, 

I am  guilty  of  saying  “there  is  a marked  tendency 
towards  bleeding.”  Have  to  get  out  of  it  some 
way.  Then  again,  I notice  that  our  female  cases 
are  just  as  bad  about  bleeding  as  the  males. 
Hemophilia  you  know  is  transmitted  by  the  female 
but  it  is  manifested  by  the  male. 

I have  not  been  very  diligent  about  taking  the 
(coagulation  test.  I think  it  is  a good  thing  as 
long  as  the  laity  seems  to  expect  it,  and  if  any- 
thing does  happen,  it  is  a very  good  thing  to 
have  in  your  record.  Nevertheless,  I don’t  think 
it  helps  you  much  in  your  tonsillectomy. 

As  to  operating  on  a tonsil  that  is  inflamed,  I* 
don’t  do  it.  I would  not  disregard  my  local  field 
infection  that  much  but  it  doesn’t  make  your 
tonsil  bleed  any  worse  but  less,  owing  to  the 
increase  in  the  fibrinous  contents  of  the  blood 
in  acute  inflammations.  I would  not  any  more, 
but  cm  two  occasions  I have  done  a tonsillectomy 
under  such  circumstances.  I might  not  get  by 
any  more  and  there  is  apt  to  be  a second  tonsillec- 
tomy. You  have  to  go  back  to  get  part  of  the 
tonsils  later  and  somebody  else  usually  does  the 
going  back. 

High  blood  pressure  I find  is  no  contra-indica- 
tion because  people  with  high  blood  pressure  have 
a rapid  coagulation  time.  They  will  not  over- 
bleed. It  is  the  changes  in  the  arteries  and  not 
the  high  blood  pressure  that  makes  them  bleed. 

I do  not  take  much  stock  in  the  so-called  oozing. 
I think  blood  oozing  from  a tonsil  fossa  is  from 
a vessel  somewhere.  I have  said  before  this 
association  that  I never  used  to  tie  a vessel.  That 
is  all  different  now.  I never  think  of  opex-ating 
any  more  without  tying  every  one  I can  find, 
even  if  I can  stop  it  with  a sponge,  I do  not  want 
to  so  completely  that  I can  not  find  the  vessel 
and  ligate  it,  and  the  more  ligation  I do  at  oper- 
ation the  less  I do  the  following  night. 

The  post-opei-ative  hemorrhages  are  undoubted- 
ly due  to  infection  of  the  throat  followed  by  the 
sloughing  of  the  tissues.  These  cases  that  I can 
begin  along  about  the  third  or  fourth  day  and 
touch  them  over  with  a little  tincture  of  benzoin, 
if  I can  keep  them  free  of  Vincent’s  infection, 
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etc.,  they  will  not  have  a secondary  bleeding.  It 
has  gotten  so  common  for  me  to  find  Vincent’s 
that  as  soon  as  I find  a secondary  bleeder  I look 
for  Vincent’s,  which  I should  have  done  before. 

Dr.  Virgil  Payne  (Memphis)  This  paper  of 
Doctor  Howard’s  on  post  operative  hemorrhage 
has  been  very  interesting  to  me  because  being  a 
Junior  in  our  Clinic,  I have  had  to  look  after 
quite  a few  of  them,  and  as  they  usually  occur 
between  midnight  and  daylight,  they  cause  quite 
a loss  of  sleep. 

I read  an  article  in  1928  by  Dr.  A.  Lowndes 
Yates  in  the  English  Journal  of  Larynology  and 
Otology  in  Avhich  he  brought  out  that  when  the 
coagulation  and  bleeding  time  were  prolonged 
usually  the  urine  was  strongly  acid.  The  surmise 
being  that  when  acid  products  are  elaborated 
which  have  a greater  affinity  for  calcium  they 
combine  with  the  calcium  of  the  blood  which  is 
no  longer  all  available  for  activating  fibrin  fer- 
ment. In  those  cases  where  the  clotting  time 
persistently  remains  prolonged  after  the  adminis- 
tration of  calcium,  if  you  will  first  alkalinize  your 
patient  then  give  cilcium,  the  clotting  time  will 
return  to  normal. 

What  I mean  by  post  operative  hemorrhage  is 
about  the  fourth  or  fifth  day  when  you  get  a 
general  oozing  and  any  instrumentation  causes 
sloughing  and  more  oozing — these  are  the  cases 
that  are  strongly  acid,  and  as  soon  as  you  render 
the  urine  alkaline  the  bleeding  Will  cease.  I have 
also  seen  this  in  epistaxis.  The  electric  cautery 
is  applied  to  the  bleeding  area,  but  when  the 
crust  comes  away  the  bleeding  starts  again,  this 
is  the  case  if  you  will  keep  alkalinized  no  fur- 
ther bleeding  will  occur. 

I have  seen  several  such  children  in  the  past 
year.  I remember  a case  I did,  a simple  sub- 
mucous on.  The  day  after  operation,  I removed 
the  packing,  but  there  was  profuse  bleeding  along 
the  entire  incision  so  the  nose  was  re-packed,  and 
the  following  day  the  same  thing  occurred  when 
the  packing  was  removed.  The  urine  was  strong- 
ly acid  so  she  was  given  two  drams  of  sodium  bi- 
carbonate every  three  hours,  and  the  next  day 
the  packing  was  again  removed  with  no  bleeding 
at.  all.  Secondary  infection  also  causes  post 
operative  hemorrhage  but  nearly  every  case  is 
infected  to  a certain  extent,  so  to  this  end  we 
are  very  careful  in  requesting  our  patients  to 
come  in  daily,  when  we  irrigate  their  fossae  with 
a warm  antiseptic  solution  followed  by  a pow- 
dered spray  of  orthoform  and  acri-violet. 

I have  not  seen  much  in  the  literature  about 
alkalinity  in  relation  to  liability  of  post  operative 
bleeding,  but  it  has  certainly  proven  useful  to 
us  in  the  past  two  years,  and  I think  if  you  will 
check  your  cases  that  have  a general  oozing  from 


the  fossae  you  will  find  the  urine  highly  acid,  and 
the  administration  of  an  alkali  will  check  it. 

Dr.  L.  S.  Gaudet  (Natchez)  The  reason  I got 
up  is  because  Dr.  Howard  specially  r-equested  if 
any  one  had  had  a case  of  hemophilia  that  he 
would  like  to  know  about  it.  I had  one,  but  the 
patient  did  not  die,  she  lived,  but  she  came  veiy 
near  dying. 

About  five  years  ago  I had  a little  girl  about 
six  years  old  that  was  referred  to  me  by  her 
family  physician  with  the  report  that  she  was  in 
good  shape  and  prepared  for  tonsillectomy.  I did 
my  usual  examination  and  so  on,  but  we  failed 
to  get  the  coagulation  time,  and  we  did  a ton- 
sillectomy on  this  little  child,  and  we  did  it  clean- 
ly, because  it  was  not  a difficult  case.  About 
four  hours  after  the  operation  the  child  began 
to  ooze  from  both  fossae  and  she  oozed  and  oozed 
and  oozed.  We  tried  everything  imaginable.  We 
used  packs  and  the  bleeding  continued  underneath 
the  packs.  We  took  them  out  and  put  them  back, 
and  when  the  child  was  about  exhausted  she 
stopped  bleeding.  This  case  taught  me  a lesson, 
a very  serious  lesson.  Since  then  we  check  up 
on  our  coagulation  time.  The  coagulation  time 
of  that  child  when  we  did  take  it  afterwards  was 
18  minutes.  Looking  back  into  the  family  history 
we  came  to  find  out  that  the  mother  was  a hemo- 
philiac. She  had  been  operated  on  and  had  a 
great  deal  of  difficulty,  and  with  the  same  trou- 
ble. How  we  overlooked  that  I don’t  know,  but 
we  did,  so  that  is  one  case  for  you,  Dr.  Howard, 
that  I know  of. 

Another  thing,  as  far  as  I am  concerned,  I do 
not  have  any  particular  fear  of  tonsillar  hemor- 
rhages. I do  not  know  whether  we  do  our  tonsil 
operations  any  better  or  any  worse  than  anybody 
else,  but  with  coagulation  time  checked,  proper 
preparation,  giving  calcium  and  so  on,  we  seldom 
have  any  trouble  with  hemorrhages.  Of  course, 
occasionally  one  might  creep  up,  but  it  is  a very 
unusual  thing  for  me  to  have  to  get  up  at  night 
for  any  hemorrhages.  I am  trying  to  bring  out 
the  fact  that  if  we  prepare  our  patients  ahead 
of  time,  we  will  have  very  little  trouble.  Most 
of  my  work  is  by  reference  by  the  family  physician, 
about  90  per  cent,  and  these  men  usually  send 
me  the  case  with  the  patient  having  been  gone 
over.  Then  we  take  the  coagulation  time  and 
if  it  is  over  6 minutes  we  usually  do  not  operate, 
but  we  calcify  our  patients  if  we  might  call  it  so. 
I believe  as  times  goes  on  most  of  the  oto-larynol- 
ogists  wiil  fear  hemorrhage  less  and  less.  I do 
not  think  it  is  such  a bug-bear  as  Dr.  Howard 
seems  to  think.  Of  course,  we  do  not  agree  on 
many  things. 

In  so  far  as  controlling  hemorrhages,  I have 
had  the  great  good  fortune,  and  I want  to  say  it 
in  the  gentleman’s  presence,  because  he  is  here 


154 


How ard — T o nsillecto my  Hemorrhages 


today,  of  being  instructed  under  our  good  friend, 
Dr.  Lynch,  who  is  famous  over  this  country  for 
the  thoroughness  with  which  he  does  his  work. 
When  I was  an  interne  at  the  Eye,  Ear  & Throat 
Hospital,  he  always  endeavored  to  instill  into  us 
the  fact  that  we  must  do  things  properly.  Of 
course,  as  young  fellows,  we  didn’t  do  things  as 
we  ought  to,  and  he  jumped  on  us  pretty  heavily, 
and  I want  to  thank  him  for  it  today.  I believe 
in  all  of  our  work,  if  we  will  take  time  and  do 
it  thoroughly  we  will  have  a good  deal  less  trou- 
ble in  our  post-operative  work.  I thank  you. 

Dr.  R.  C.  Lynch  (New  Orleans)  I am  very 
glad  to  be  here  and  certainly  appreciate  the 
courtesy  extended  to  me  in  having  me  come  to 
this,  meeting,  and  also  to  take  part  in  this  discus- 
sion. 

My  first  idea  or  reaction  to  the  paper  is  that 
it  covers  the  field  thoroughly,  and  to  bring  out 
and  discuss  points  so  far  that  have  not  been 
discussed  so  much,  is  that  first  of  all  true  hemo- 
philia I think,  is  exceedingly  rare  in  our  experi- 
ence. Secondly,  when  we  find  a true  hemophiliac 
I think  it  would  be  a good  deal  better  policy  for 
us,  and  for  the  welfare  of  the  patient  probably, 
if  we  did  not  operate  at  all.  As  to  the  instance 
cited  by  Dr.  Gaudet  my  first  reaction  was  that 
this  patient  was  not  a true  hemophiliac,  because 
if  the  patient  were  a hemophiliac  the  mother  had 
no  right  to  be  alive.  My  position  is  that  if  the 
child  was  born  from  the  mother,  that  she  would 
have  died  during  childbirth,  and,  therefore,  the 
chances  are  that  the  child  would  not  be  alive. 

I think  hemophilia  divides  itself  into  classes  and 
the  hemophilia  cases  which  are  of  an  infective 
nature  are  not  true  hemophilia  cases.  These 
patients  will  invariably  have  a reasonably  low 
clotting  time,  probably  half  a reasonably  low 
bleeding  time,  and  a fairly  high  blood  platelet 
count;  if  that  combination  is  present,  a reason- 
ably low  bleeding  time,  a reasonably  low  clot- 
ting time  and  a high  count,  then  I think  one 
can  safely  proceed  without  the  fear  that  one 
is  going  to  have  bleeding  which  is  practica- 
bly impossible  to  stop.  The  usual  true  hemo- 
philiac does  not  live  to  be  more  than  10  or  20 
years  old,  because  most  of  the  time  by  the  period 
of  dental  eruption,  the  casting  off  of  the  first 
teeth,  they  usually  have  some  reason  to  bleed 
from  that  area  if  they  have  not  had  some  reason 
before  that,  and  go  on  so  many  times  to  a fatal 
termination,  so  that  the  hemophilia  cases  are 
extremely  rare  and  the  hemophiliac  should  not  be 
operated  on  unless  the  condition  of  the  patient 
has  been  trained  up  to  the  point  where  an  opera- 
tion seems  reasonably  sure. 


Secondly  that  there  are  groups  or  types  of  cases 
wherein  an  operation  can  be  done  with  safety 
by  training  the  patient  up  to  the  point  of  opera- 
tive procedure.  The  probabilities  are  that  the 
blood  clotting  time,  and  the  bleeding  time,  and 
the  blood  count  can  be  controlled.  If  the  first 
two  can  be  reduced  and  the  second  elevated  to 
the  point  where  it  is  safe  to  operate,  and  this 
preparation  will  continue  sufficiently  long  to  allow 
healing  to  take  place,  and  then  probably  revert 
back  to  the  original  state,  that  is  what  I mean  by 
training  up  for  operation.  Tonsils  which  are 
the  source  of  repeated  inflammatory  reactions 
certainly  manifest  excessive  bleeding  by  an  en- 
largement of  the  blood  vessels,  therefore,  the  case 
that  has  a history  of  long,  protracted  or  repeated 
attacks  of  tonsillitis  can  be  expected  to  have 
blood  vessels  whose  walls  are  very  much  more 
fibrous  and  less  contractile  and  bleed  more  pro- 
fusely. The  bleeding  at  the  time  of  operation 
does  not  indicate  that  the  patient  is  a hemophiliac, 
but  it  indicates  that  the  vessel  does  not  contract 
as  well,  and  of  course,  the  technic  of  the  opera- 
tion and  damage  done  to  surrounding  tissues  in- 
creases this  quantity  of  blood  that  is  lost  at  the 
time  of  operation. 

Following  the  operation  primary  hemorrhage, 
in  my  estimation,  is  an  evidence  of  bad  technic 
at  the  time  of  operation,  that  is  the  patient  leaves 
the  table  and  bleeds  by  the  time  it  gets  down 
to  the  room.  It  is  just  an  evidence  that  care 
has  not  been  taken  in  stopping  the  bleeding  point. 
The  bleeding  that  comes  on  in  from  five  to  ten 
days  is  always,  in  my  estimation,  an  infective 
process  of  one  type  or  other;  sometimes  it  is 
Vincent’s,  sometimes  pneumococcus  and  some- 
times streptococcus.  Probably  the  tissues  which 
lie  close  to  the  tonsil  are  in  a stage  of  low  resist- 
ance and,  therefore,  slough  easily,  and  with  the 
sloughing  the  veins  which  were  not  opened  at 
the  time  of  operation,  or  which  were  closed  by 
suture  will  slough  off  beyond  the  line  of  suture 
and  bleed  from  that  cause,  a situation  which 
you  will  have  no  way  of  telling  before  operation, 
and  a situation  which  has  to  be  controlled  when 
it  occurs. 

In  attempting  to  evaluate  the  usefulness  of  dia- 
thermic coagulation  in  the  removal  of  tonsils  of 
older  people,  or  in  cases  where  they  thought  that 
the  usual  surgical  procedure  was  not  in  order, 
my  experience  has  been  that  it  is  impossible  in 
my  hands  to  completely  remove  all  of  the  tonsil 
by  this  means,  and  consequently  that  bleeding  is 
likely  to  be  more  profuse  because  of  the  slough- 
ing scar  which  results.  I say  this  because  it  has 
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been  called  to  my  attention  many  times  that  the 
man  who  sold  these  instruments  for  coagulation 
has  quoted  me  as  saying  I used  the  instrument 
for  tonsil  removal,  because  my  experience  is  that 
I do  not  remove  all  the  tonsil  and  consequently 
the  bleeding  is  more  pronounced  at  the  period 
of  time  when  surgical  cases  would  have  been 
practically  well.  I do  not  recommend  coagulation. 

In  the  control  of  bleeding  at  the  time  of  oper- 
ation, I have  fought  for  the  ligature  and  fight 
against  pressure.  I think  we  might  digress  just 
a tiny  bit  from  the  subject  of  the  paper  because 
of  the  relation  to  the  formation  of  pulmonary 
abscesses.  I believe  the  greatest  number  of  pul- 
monary abscesses  which  occur  after  tonsillectomy 
are  of  the  infarct  type.  If  one  traumatizes  the 
intima  of  veins  he  lays  the  foundation  for  a clot 
in  that  vein;  if  the  vein  is  clotted  by  the  pres- 
sure of  a sponge  for  the  control  of  hemorrhage 
and  that  vein  is  not  definitely  blocked  off  by  a 
ligature,  then  expectoration,  coughing,  movement 
of  the  throat,  any  process  which  produces  a deep 
inspiration  is  likely  to  dislodge  the  clot  from  this 
vein  and  it  finds  its  way  into  the  lung,  and  if  it 
happens  to  block  a very  small  vessel  the  tempera- 
ture rises,  but  it  is  soon  absorbed;  but  if  a larger 
vessel  is  blocked  more  tissue  is  upset  and  we  are 
likely  to  have  an  abscess  from  that  source.  In 
the  present  time  with  the  care  we  all  use  in  keep- 
ing the  mouth  dry,  I think  the  number  of  secon- 
dary pulmonary  abscesses  from  tonsil  operations 
which  are  due  to  inhalation  of  foreign  material 
into  the  trachea  are  rare,  but  I think  cases  of 
infarct  are  frequent,  and  the  general  surgeon  has 
just  as  many  of  them  from  gall  bladder  and  ap- 
pendices as  we  do  from  tonsils.  So  that  the 
method  of  controlling  bleeding,  in  my  mind,  is  an 
extremely  essential  part  of  the  technique  of  the 
operation,  and  that  is  that  each  vessel  should  be 
ligated  by  a small  piece  of  catgut  around  the 
vessel,  for  two  reasons:  first,  to  stop  the  blood 
which  is  essential  for  the  life  and  welfare  of  the 
patient  after  operation,  and  second,  to  prevent  the 
possibility  of  secondary  pulmonary  abscess. 

Dr.  Gray  (Clarksdale)  : I am  not  a throat  man, 
just  a superfine  family  physician.  I do  not  do  any 
throat  work  at  all.  I just  got  up  to  help  my 
friend  Howard  out.  In  a rather  extensive  practice 
of  40  years,  I have  seen  two  true  hemophilacs, 
both  males.  One  a young  man  now,  I think  about 


28  years  of  age,  has  been  transfused  12  or  15 
times.  He  is  still  alive,  and  doing  very  nicely 
indeed.  The  other  was  a little  boy  about  a year 
old,  a handsome  little  fellow  that  I looked  after 
through  one  attack.  He  died  about  six  months 
or  a year  afterward  from  hemorrhage.  These  are 
the  only  two  that  I have  ever  seen  in  my  forty 
years  of  practice. 

I heard  the  gentlemen  speak  of  administering 
calcium  in  these  cases  of  slow  coagulation  time, 
and  I have  had  to  prepare  a good  many  patients 
for  operation,  and  I have  never  found  calcium  to 
be  of  the  slightest  value  in  reducing  the  incidence 
of  hemorrhage  unless  a parathyroid  extract  was 
given  coincident.  There  is  no  use  in  giving  cal- 
cium unless  you  have  some  means  of  fixing  it  in 
the  blood,  and  unless  you  give  parathyroid  extract 
at  the  some  time,  it  is  a very  long  time  before 
you  get  any  increase  in  the  coagulation  time. 

Dr.  E.  F.  Howard  (closing)  : I was  very 

glad  to  hear  from  Dr.  Gray,  because  Dr.  Lynch 
killed  Dr.  Gaudet’s  case,  as  I expected  he  would. 
I have  been  hunting  for  a hemophiliac  and 
haven’t  been  able  to  find  one.  I want  to  tell 
you  about  the  greatest  disappointment  I ever  had 
in  my  life.  It  was  in  regard  to  a case  that  was 
referred  to  me  for  tonsillectomy  by  a general 
practitioner,  and  I just  want  to  say  right  now  that 
he  was  the  wisest  doctor  I have  ever  met,  and  the 
keenest  dignostician — Dr.  J.  N.  Hall  of  Denver. 
The  man  had  an  endocarditis  and  it  was  progress- 
ing. Hall  was  hunting  for  the  focus  and  said  he 
believed  it  was  in  the  tonsil,  and  certainly  if  it 
wasn’t  found  the  man  was  going  to  die.  The  man 
said  he  would  have  had  his  tonsils  out  seven  times 
before,  but  every  time  he  gave  his  history  to  a 
doctor,  the  doctor  immediately  shoved  him  off.  I 
forget  what  the  coagulation  time  and  the  bleeding 
time  were,  but  they  were  way  up,  and  the  best 
we  could  do  we  could  not  get  them  down,  and 
when  we  operated  on  him,  I think  he  lost  maybe 
four  drams  of  blood,  certainly  not  more,  at  the 
operation,  and  never  bled  a drop  afterwards. 
Everybody  around  the  hospital  was  wondering 
what  was  going  to  happen,  but  the  man  said  he 
was  willing  to  take  the  risk.  I didn’t  exactly  want 
to  take  his  tonsils  out,  but  I had  to  do  it.  I am 
thankful  to  Dr.  Gray,  and  I am  glad  to  see  one 
man  who  has  seen  a hemophiliac.  Next  time  you 
get  one,  doctor,  let  me  know  and  I will  come  up. 
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SURGICAL  DISEASES  OF  THE 
SPLEEN.* 

H.  R.  SHANDS,  M.  D., 

Jackson,  Miss. 

This  subject  has  not  been  presented  be- 
fore this  body  for  a number  of  years.  Those 
of  us  who  live  away  from  large  medical  cen- 
ters and  medical  schools,  have  small  chance 
to  report  creditable  experimental  work,  so 
our  papers  must  necessarily  be  based  on 
clinical  experiences  if  they  are  to  be  at  all 
original  and,  therefore,  worthy  of  consider- 
ation by  such  a section  as  this. 

Five  cases  will  be  briefly  outlined  which 
will  illustrate  five  distinct  types  of  surgical 
diseases  of  the  spleen  in  which  splenectomy 
is  absolutely  indicated. 

Surgical  intervention  short  of  splenec- 
tomy is  hardly  indicated  in  diseases  of  the 
spleen,  due  to  the  fact  that  perfectly  good 
health  is  entirely  compatible  with  the 
absence  of  the  spleen  from  the  body,  and 
it  is  generally  safer  to  remove  the  spleen 
than  to  attempt  any  surgical  repair  of  this 
organ.  In  a very  rare  localized  abscess  of 
the  spleen  drainage  may  be  safely  per- 
formed. Practically  all  other  surgical  con- 
ditions are  best  treated  by  ablation. 

Of  course  a full  discussion  of  surgical 
splenic  diseases  could  not  be  attempted  in 
fifteen  minutes,  so  only  those  diseases  with 
illustrative  clinical  cases  will  be  discussed. 

CASE  REPORTS. 

Haemolytic  icterus;  case  report.  Mrs.  F.  P.  S. 
referred  by  Dr.  Allred  of  Crystal  Springs,  May 
1921.  She  was  a married  lady,  36  years  of  age, 
who  gave  a history  of  having  been  jaundiced  all 
her  life,  and  of  having  a tumor  in  her  upper  left 
abdomen.  Her  general  health  was  fairly  good, 
notwithstanding  at  least  34  years  of  jaundice. 
Her  mother  told  her  that  the  jaundice  had  been 
present  since  she  was  two  years  of  age;  at  times 
it  would  become  more  intense  than  at  others,  but 
was  always  quite  noticeably  present.  She  had 
none  of  the  usual  symptoms;  such  as  itching, 
hemorrhage  or  bradycardia  which  we  expect  in 

*Chaiman’s  Address,  before  the  Section  on 
Surgery  at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  May  13, 
1930. 


long  continued  obstructive  jaundice.  The  stools 
were  of  normal  color  and  the  urine  not  particularly 
bile  stained.  There  was  a moderate  secondary 
anemia  present.  The  spleen  was  greatly  enlarged, 
extending  two  inches  below  the  umbilicus.  This 
clinical  picture  would  compel  the  making  of  a diag- 
nosis of  haemolytic  icterus  to  any  physician  at  all 
conversant  with  this  condition. 

A splenectomy  was  done  and  in  a few  days  the 
jaundice  began  to  clear  and  by  the  time  she  left 
the  hospital  thirteen  days  later,  all  evidence  of 
jaundice  had  disappeared  and  has  not  returned. 
The  patient  is  now  living  in  Jackson  in  good  health. 

The  cause  of  haemolytic  icterus  is  not 
known.  It  is  known  that  the  enlarged 
spleen  is  an  active  agent  in  the  abnor- 
mal destruction  of  red  cells.  In  this 
disease  the  red  cells  themselves  are  more 
fragile  than  normal ; as  shown  by  the  fragil- 
ity test  with  hypotonic  salt  solution.  The 
jaundice  is  due  to  the  abnormal  liberation 
of  pigment  from  the  destroyed  red  cells, 
which  the  liver  is  not  able  to  handle.  Statis- 
tics show  that  60  per  cent  of  these  cases 
have  coincident  pigment  gall  stones. 

Two  types  of  the  disease  occur,  the  con- 
genital or  familial  described  by  Minkowski, 
and  the  acquired  described  by  Hayem  and 
Widal.  The  acquired  presents  a much  more 
rapid  course  and  in  a few  years  ends  in 
death  from  anemia  or  intercurrent  disease 
unless  splenectomy  is  performed.  Often 
in  the  course  of  the  disease  there  will  occur 
an  exacerbation  of  the  symptoms,  as  evi- 
denced by  malaise,  headache,  epigastric 
pain,  enlarged  and  tender  spleen  and 
occasionally  fever.  These  crises  are  more 
common  in  the  acquired  than  in  the  con- 
genital form. 

At  operation  the  spleen  is  usually  found 
non-adherent,  and  can  be  readily  removed 
notwithstanding  its  large  size.  The  best 
incision  for  splenectomy  in  haemolytic 
icterus  is  the  long  midline  one  described  by 
Bevan.  Through  this  incision  the  pigment 
gall  stones,  so  often  present,  can  also  be 
removed.  Probably  cholecystostomy  with 
drainage  will  be  safer  than  cholecystectomy, 
if  both  pathologic  conditions  are  to  be  dealt 
with  at  one  operation.  Many  excellent  sur- 
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geons  defer  the  removal  of  the  gall  stones 
until  a later  date.  The  results  of  splenec- 
tomy in  this  condition  are  uniformly  excel- 
lent. 

Splenic  anemia;  C.  H.,  a white  boy  aged  15 
years,  was  admitted  to  Baptist  Hospital  January 
2,  1925.  Father  and  mother  living.  Family  his- 
tory has  no  bearing  on  the  case.  The  patient  has 
always  been  a frail,  rather  undeveloped  boy.  He 
has  had  tonsilitis  at  times  and  one  attack  of  pneu- 
monia at  12  years  of  age.  He  has  had  four  nega- 
tive examinations  for  parasites.  In  August  1924, 
he  vomited  at  least  a pint  of  blood.  For  three  or 
four  days  after  this  his  stools  looked  tarry.  He 
has  had  a tumor  mass  under  the  edge  of  his  ribs 
on  the  left  side  for  three  years.  Early  in  Novem- 
ber 1924,  he  had  another  and  more  serious  gastro- 
intestinal hemorrhage  and  was  then  carried  to  Dr. 
John  B.  Elliott  in  New  Orleans.  Dr.  Elliott  made 
a diagnosis  of  splenic  anemia  and  referred  him 
for  surgical  treatment. 

Examination  revealed  a pale,  undernourished 
boy  with  marked  anemia,  secondary  type,  anemic 
heart  murmur,  and  large  tumor  mass  in  the  left 
upper  quadrant  of  the  abdomen,  believed  to  be  the 
spleen.  Blood  examination — hemoglobin  30  per  cent, 
3,200,000  erythrocytes,  2,800  leukocytes,  differen- 
tial count  normal  with  exception  of  four  eosino- 
phils. After  preliminary,  blood  transfusions  a 
splenectomy  was  done  on  January  5,  1925.  This 
was  a very  difficult  and  bloody  operation.  The 
spleen  was  densely  adherent  to  the  diaphragm  and 
surrounding  structures.  The  following  mistake  was 
made  during  the  splenectomy  which  you  are  warned 
against.  When  the  dense  adhesions  to  the  diaphragm 
were  discovered,  after  exploration,  it  was  thought 
that  the  bleeding  from  these  adhesions  would  prob- 
ably he  less  if  the  pedicle  of  the  spleen  should  be 
tied  before  the  spleen  was  delivered  from  its  bed. 
Of  course,  the  usual  procedure  is  to  deliver  the 
spleen  and  put  into  the  splenic  bed  a five-yard  abdo- 
minal pack,  wet  with  warm  saline,  before  dealing 
with  the  pedicle.  On  account  of  the  fragility  of  the 
large  blood  vessels  in  the  pedicle  this  proved  to  be 
quite  a formidable  and  bloody  procedure,  certainly  a 
mistake,  for  when  the  spleen  was  separated  from 
the  diaphragm,  etc.,  the  bleeding  was  alarming 
even  though  the  pedicle  had  been  ligated.  This 
procedure,  as  adopted,  caused  an  unnecessary  loss 
of  blood  during  the  preliminary  ligation  of  the 
pedicle  before  delivery  of  the  spleen.  The  hemor- 
rhage was  so  great  that  the  patient’s  life  was  only 
saved  by  a quick  blood  transfusion  on  the  table. 
The  blood  of  the  patient’s  father  had  been  typed 
and  he  was  waiting  in  an  adjoining  room  for  just 
such  an  emergency,  should  it  develop.  It  is  wise 
to  take  this  precaution  when  planning  a splenec- 
tomy for  splenic  anemia.  Splenectomy  in  splenic 
anemia  is  practically  always  a difficult  and  dan- 


gerous operation.  Every  safeguard  should  be 
thrown  around  the  patient.  This  boy  had  a 
stormy  convalescence,  developing  a subphrenic 
abscess  two  weeks  later  which  required  drainage. 
He  remained  in  the  hospital  two  months  after 
which  he  was  discharged  in  very  good  condition. 
He  was  given  six  blood  transfusions  on  account 
of  the  severe  anemia  and  sepsis  from  the  abscess. 
In  the  following  May  he  had  another  gastroin- 
testinal hemorrhage,  not  so  severe  as  the  former 
ones.  Following  this  he  grew  and  developed 
rapidly.  At  19  he  was  a six  foot  boy  in  robust 
health,  able  to  run  a road  scraping  machine.  In 
January,  1929,  he  developed  influenza  and  died. 
During  this  illness  he  had  another  gastro-intestinal 
hemorrhage,  the  first  in  three  and  a half  years. 

The  diagnostic  points  in  splenic  anemia 
are  a marked  anemia  of  the  secondary  type, 
occurring  in  a patient  with  a large  spleen, 
generally  giving  a history  of  recurring 
gastro-intestinal  hemorrhage.  There  seems 
to  be  no  curative  treatment  short  of  splen- 
ectomy, and  even  after  splenectomy,  which 
carries  in  this  condition  an  operative 
mortality  of  from  10  to  25  per  cent,  the 
results  are  by  no  means  100  per  cent 
good.  Not  infrequently  further  hemor- 
rhage occurs  after  the  successful  removal 
of  the  spleen.  As  a rule,  the  hemorrhages 
are  not  nearly  so  frequent  or  large  and 
they  gradually  disappear.  Splenectomy  is 
conceded  to  be  the  wisest  procedure. 

Most  authorities  believe  that  the  success- 
ful removal  of  the  spleen,  fairly  early  in 
splenic  anemia,  will  usually  prevent  the  de- 
velopment of  Banti’s  disease,  which  is  a 
symptom  complex  first  described  by  Banti, 
and  recognized  as  the  late  stage  of  splenic 
anemia.  In  this  advanced  stage  serious 
cirrhosis  of  the  liver  with  ascites  is  added 
to  the  picture  of  splenic  anemia. 

Report  of  a ease  of  Banti’s  disease.  J.  K.  J., 
aged  29  years,  saw  mill  laborer,  admitted  to 
Baptist  Hospital,  February  9,  1929.  His  mother 
died  of  tuberculosis.  About  Christmas  of  1928  he 
was  treated  through  a case  of  pneumonia  by 
Dr.  Anderson  of  Forest.  He  then  developed  an 
abnormal  dullness,  thought  to  be  an  empyema  in 
his  left  chest.  He  was  sent  to  a hospital  in 
Meridian  but  was  not  operated  upon.  On  February 
4 he  vomited  blood  and  passed  blood  in  his  stools. 
He  was  brought  to  Jackson  a few  days  later,  and 
on  admission  he  was  breathing  with  evident  dis* 
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tress  and  could  not  lie  on  his  left  side.  On 
examination  there  was  marked  elevation  of  the 
diaphragm  on  the  left  side  with  crepitant  and 
subcrepitant  rales  over  the  base  of  the  left  lung. 
The  patient  was  exceedingly  pale  and  weak.  The 
spleen  was  felt  at  the  border  of  the  left  costal 
margin.  He  was  very  tender  over  the  spleen  and 
the  abdomen  seemed  abnormally  full.  Blood 
count — hemoglobin  27  per  cent,  erythrocytes  1,820,- 
000,  leukocytes  3,200,  with  marked  variation  in  the 
size,  shape  and  hemoglobin  content  of  the 
erythrocytes;  no  nucleated  red  cells.  He  was  given 
repeated  blood  transfusions  and  general  supportive 
management  including  liver  diet.  On  account  of 
the  pneumonia,  pleurisy,  and  gastro-intestinal 
hemorrhage,  he  could  not  be  gotten  into  shape  for 
operation  until  March  20,  six  weeks  after  admis- 
sion. During  this  time  he  developed  ascites  which 
required  tapping  two  or  three  times.  His  tem- 
perature on  admission  was  102%°  F.  In  a few 
days  this  returned  to  normal  and  remained  so 
until  after  the  operation,  when  he  had  the  usual 
post-operative  rise.  On  February  27  he  had  a 
second  large  gastro  - intestinal  hemorrhage  and 
another  on  March  4.  On  March  20  a splenectomy 
was  done.  The  spleen  was  large  and  markedly 
adherent  but  the  operation  was  completed,  with 
no  undue  hemorrhage  or  shock.  The  abdomen 
contained  several  pints  of  ascitic  fluid.  The  liver 
was  quite  small  and  hard,  a very  advanced  cir- 
rhosis. The  gall  bladder  was  atrophied.  He  had 
a satisfactory  convalescence,  only  marred  by  the 
development  of  a phlebitis  in  the  right  arm,  prob- 
ably caused  by  the  infrequent  blood  transfusions 
and  other  intravenous  treatment.  He  was  dis- 
charged, greatly  improved,  April  12,  1929.  Since 
then  he  has  gained  rapidly  in  health  and  strength, 
and  is  now  supporting  his  family  by  doing  hard, 
manual  labor.  There  has  been  no  further  develop- 
ment of  ascites  and  no  subsequent  hemorrhage. 
This  patient  also  has  epilepsy. 

This  clinical  case  substantiates  the  experimental 
evidence  that  the  liver  has  greater  power  for 
regeneration  than  any  other  vital  organ.  At  oper- 
ation the  liver  appeared  to  be  so  seriously  diseased 
that  a return  to  normal  circulation  and  function 
could  hardly  be  hoped  for. 

Purpura  hemorrhagica.  This  case  was  fully  re- 
ported in  the  May,  1930,  number  of  the  New 
Orleans  Medical  and  Surgical  Journal,  so  only  the 
high  points  will  be  touched.  Mrs.  E.  V.,  referred 
by  Dr.  Parkes  of  Union,  June  17,  1929.  She  was 
26  years  of  age,  mother  of  two  children,  and  six 
months  pregnant.  For  a number  of  years  she  had 
occasionally  had  purpuric  spots  over  her  body. 
On  June  15  she  had  a hard  rigor  followed  by  high 
fever.  On  the  sixteenth  she  began  to  bleed  from 
her  gums  and  developed  marked  subconjunctival 
hemorrhage  with  many  hemorrhagic  spots  over  the 


body.  Following  this  she  vomited  blood  and  her 
urine  appeared  to  be  pure  blood.  For  several  days 
it  was  necessary  to  wash  the  clots  out  of  her 
bladder.  She  also  had  vaginal  bleeding.  During 
the  first  ten  days  she  was  in  the  hospital  she  was 
given  one  gallon  of  blood  by  tranfusion,  citrate 
method,  four  roentgen-ray  treatments  over  her 
spleen  and  five  doses  of  calcium  chloride  in  the 
vein.  Under  this  treatment  the  acute  fulminating 
symptoms  promptly  disappeared  and  by  June  27 
she  wras  ready  for  splenectomy.  The  blood  plate- 
lets on  admission  numbered  only  24,000.  They 
rose  to  90,000  during  the  preparatory  treatment. 
On  June  27  a splenectomy  and  caesarean  section 
were  done  at  the  same  operation;  no  shock,  no 
hemorrhage.  In  eleven  days  she  was  able  to  be 
carried  home  and  is  now  well.  Splenectomy  in 
this  condition  is  quite  easy  as  there  are  no  abnor- 
mal adhesions  and  the  spleen  usually  not  much 
enlarged.  The  platelet  count  increased  with  re- 
markable rapidity  after  the  splenectomy,  in  this 
case  from  90,000  to  220,000,  in  24  hours.  In  pur- 
pura hemorrhagica  when  the  platelet  count  falls 
below  50,000  spontaneous  hemorrhages  are  prone 
to  occur. 

Kaznelson  demonstrated  the  value  of 
splenectomy  as  a treatment  for  purpura 
hemorrhagica  ten  or  twelve  years  ago.  It  is 
now  accepted  as  the  best  treatment.  Fully 
one  hundred  cases  have  been  reported  with 
excellent  results.  Operation  during  the 
acute,  fulminating  phase  of  the  disease  is 
a very  hazardous  procedure  and  every 
effort  should  be  made  to  carry  the  patient 
over  the  acute  stage  before  operating. 

The  characteristic  symptoms  of  pur- 
pura hemorrhagica  are  petechiae  and  ecchy- 
moses ; bleeding  from  mucous  memberanes ; 
prolonged  bleeding  time;  normal  coagula- 
tion time,  non-retactile  clot.  Dr.  Will 
Mayo  states  that  these  cases  are  alternately 
better  and  tvorse ; but  always  show  evidence 
of  the  disease  which  eventally  terminates  in 
death.  Splenectomy  offers  a satisfactory 
treatment. 

Traumatic  rupture  of  the  spleen.  L.  H.,  aged 
17  years,  admitted  to  Baptist  Hospital  June  12, 
1929.  Six  days  previously  he  had  been  thrown 
from  an  automobile  striking  on  his  abdomen.  He 
was  seriously  shocked  and  complained  of  pain  in 
his  abdomen  and  to  his  left  shoulder.  Later  he 
was  able  to  be  carried  home  but  remained  very  weak, 
suffering  with  abdominal  symptoms  and  severe 
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pain  in  the  left  shoulder.  In  fact,  he  was  brought 
to  the  hospital  by  his  father  for  an  roentgen-ray 
picture  of  his  shoulder.  On  admission  he  pre- 
sented unmistakable  evidence  of  an  acute  surgical 
abdomen,  with  moderate  tenderness  and  rigidity 
and  abnormal  fullness.  He  was  markedly  anemic; 
hemoglobin  49  per  cent.  We  found  dullness  and 
diminished  respiratory  sounds  over  left  chest. 
Roentgenograms  showed  elevation  of  diaphragm 
on  the  left  side  with  slight  mottling  of  the  base 
of  the  left  lung.  Kehr’s  sign  of  pain  in  the  left 
shoulder  was  most  characteristic.  This  train  of 
symptoms  led  to  a positive  diagnosis  of  rupture 
of  the  spleen  and  an  immediate  operation  was  done. 
On  opening  the  abdomen  we  found  a large  quan- 
tity of  intra-peritoneal  blood  with  many  clots 
between  the  liver  and  diaphragm  and  in  the  left 
hypochondriac  region.  The  spleen  was  found  torn 
in  three  places  and  removed.  No  other  evidence 
of  intra-abdominal  injury  was  found.  During  the 
operation  he  was  given  1,000  c.c.  of  blood  by 
transfusion  and  also  1,000  c.c.  of  saline  solution 
intravenously.  He  had  a smooth  convalescence  and 
is  now  well. 

The  diagnostic  symptoms  of  traumatic 
rupture  are  a history  of  injury,  evidence  of 
internal  hemorrhage  of  an  acute  surgical 
abdomen,  and  nearly  always  pain  referred 
to  the  left  shoulder.  Treatment  consists  of 
prompt  splenectomy  with  appropriate  sup- 
porting measures.  A number  of  cases  of 
spontaneous  rupture  of  the  spleen  are  to  be 
found  in  the  literature.  The  symptoms  of 
this  condition  are  as  above  outlined  minus 
the  history  of  injury. 

A most  interesting  symptom  complex  is 
that  of  sickle  cell  anemia.  This  is  a con- 
dition occurring  practically  exclusively  in 
the  negro  race.  The  combination  of  a leg 
ulcer,  chronic  in  character  associated  with 
anemia,  slight  jaundice,  recurring  fever, 
joint  pain  and  abdominal  pain  in  a negro 
would  certainly  suggest  a blood  examina- 
tion. The  blood  shows  typical  sickle  cells 
which  are  diagnostic.  Splenectomy  cures 
this  disease. 


FLOCCULATION  TEST  FOR 
SYPHILIS.* 

T.  W.  KEMMERER,  M.  D., 

Jackson,  Miss. 

In  spite  of  the  fact  that  the  Wassermann 
test,  as  the  term  is  generally  used,  is  not  a 
specific  test  for  syphilis,  it  is  remarkable 
how  reliable  it  is.  I am  almost  willing  to 
say  that  when  carried  out  with  a reasonable 
degree  of  precision,  it  gives  no  false  posi- 
tives. Yaws,  leprosy  and  possibly  a few 
other  diseases  normally  give  positive 
Wassermann  reactions,  but  these  cannot 
be  regarded  as  false  positives.,  A specimen 
of  blood  which  is  “hemolized,”  but  not  to 
such  an  extent  as  to  become  anticomple- 
mentary, may  give  a so-called  false  positive. 
This  is  the  fault  of  the  specimen  rather  than 
the  test.  We  are  urging  the  use  of  Keidel 
tubes,  because  when  syringes  and  bottles 
are  used  to  collect  the  blood  quite  a per- 
centage of  the  specimens  are  hemolized.  In 
what  percentage  the  hemolysis  is  not 
far  enough  advanced  to  cause  the  speci- 
men to  become  anticomplementary,  but  is 
sufficiently  advanced  to  cause  so  called 
“false  positives,”  we  cannot  say,  because 
we  do  not  get  repeated  specimens  on  which 
to  check. 

In  passing,  it  might  be  stated  that  the 
hemolysis  itself  is  not  responsible  for 
the  “false  positives;”  but  the  hemolysis 
indicates  that  other  changes  have  taken 
place,  probably  due  to  the  growth  of  con- 
taminating organisms. 

Since,  in  spite  of  the  greatest  care,  there 
is  a possibility  that  errors  may  occur,  either 
before  the  specimen  reaches  the  laboratory 
or  in  the  laboratory,  in  all  cases  in  which 
the  diagnosis  is  based  largely  on  the  labora- 
tory report,  one  test  is  not  sufficient.  The 
test  should  be  repeated  as  a check.  I want 
to  place  particular  stress  upon  this.  It 
applies  also  to  any  other  laboratory  test. 

*Read  before  the  Section  on  Hygiene  and  Public 
Health  at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
May  14,  1930. 
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Although,  excluding  errors  not  inherent  in 
the  test,  a positive  Wassermann  is  of  the 
greatest  significance,  this  is  not  true  of  a 
negative  Wassermann.  The  test  is  nega- 
tive in  the  early  stages  of  the  disease  and 
also  later  when  the  disease  is  less  active. 
Some  syphilologists  say  that  as  high  as 
25  per  cent  of  the  cases  of  syphilis  have  a 
negative  Wassermann.  In  treated  cases, 
the  Wassermann  becomes  negative  long 
before  the  patient  is  cured.  The  ingestion 
of  alcohol  within  24  hours  previous  to  the 
time  the  blood  is  taken  may  cause  a positive 
Wassermann  reaction  to  become  negative. 

Recognizing  that  the  Wassermann  test  is 
not  as  sensitive  as  could  be  desired,  efforts 
have  been  made  to  increase  its  sensitiveness 
or  to  devise  some  other  test  to  take  its 
place.  Most  of  these  modified  Wassermann 
tests  and  these  substitute  tests  have  intro- 
duced technical  factors  which  render  them 
more  liable  to  error  than  the  simpler 
Wassermann  test,  which  can  stand  a sur- 
prising amount  of  abuse. 

Kline  and  Young  have  introduced  a 
microscopic  flocculation  test  for  syphilis 
which  is  much  simpler  than  most  of  the 
flocculation  tests  and  is  therefore  less  liable 
to  technical  errors.  The  claims  made  for 
this  test  are  that  it  is  more  sensitive  than 
the  Wassermann  test  or  than  other  floccu- 
lation tests,  that  it  does  not  give  false 
positives  with  “hemolized”  specimens,  and 
that  it  gives  a very  small  percentage,  if  any, 
of  false  positives  due  to  any  cause.  In 
Kline’s  series  of  9,000  tests,  which  were 
carefully  checked  clinically,  there  were  only 
ten  positives,  when  using  a “very  sensitive” 
antigen,  and  only  one  positive,  with  a 
“sensitive”  antigen,  in  which  syphilis  could 
not  be  demonstrated  clinically.  The  test  is 
not  satisfactory  for  use  on  spinal  fluid. 

I have  personally  run  about  10,000 
flocculation  tests  in  conjunction  with  the 
routine  Wassermann  test.  Unfortunately, 
at  the  State  Hygienic  Laboratory  we  are 
not  able  to  correlate  very  closely  laboratory 
findings  with  clinical  findings  because  of 
neglect  on  the  part  of  physicians  to  fill  out 


data  slips.  However,  our  results  indicate 
that  the  flocculation  test  will  become  posi- 
tive earlier  in  primary  syphilis,  that  it  will 
remain  positive  longer  in  treated  cases,  and 
that  it  will  be  positive  in  some  old  untreated 
cases  when  the  Wassermann  test  is  nega- 
tive. With  the  “sensitive”  antigen  I have 
found  about  10  per  cent  more  positives  than 
in  the  Wassermann  test  and  with  the  “very 
sensitive”  antigen  about  25  per  cent. 

What  we  are  now  particularly  interested 
in  is  to  determine  whether  the  flocculation 
test  gives  any  false  positives  and  if  so,  to 
what  extent. 

To  make  an  evaluation  of  the  flocculation 
test  we  need  more  clinical  data  than  we  are 
getting.  The  information  which  should  be 
included  on  the  data  slip,  in  addition  to 
name  or  identification  number,  age,  sex, 
and  color,  is: 

Symptoms — A very  brief  statement  of 
the  principal  symptoms.  The  duration  of 
the  lesion  if  it  appears  to  be  primary. 

Treatment — Kind,  amount,  and  recency 
of  antisyphilitic  treatment.  If  none,  so 
state. 

Previous  Wassermann — Date  and  results. 

On  the  whole  I am  very  favorably 
impressed  with  this  flocculation  test.  How'- 
ever,  I am  not  yet  ready  to  substitute  it 
for  the  Wassermann  since  all  too  frequently 
the  physician  accepts  a laboratory  report  of 
a positive  Wassermann  as  a diagnosis  of 
syphilis,  and  the  same  would  hold  true  for 
the  flocculation  test.  Nor  am  I yet  con- 
vinced that  it  would  give  enough  additional 
information  to  justify  running  it  as  a rou- 
tine in  conjunction  with  the  Wassermann. 

DISCUSSION. 

Dr.  F.  M.  Smith  (Vicksburg)  : I am  a little  at 

a loss  to  know  what  I am  expected  to  discuss, 
inasmuch  as  I have  not  been  in  a laboratory  as  a 
worker  or  technician  for  a number  of  years.  In 
this  paper  there  is  much  of  interest,  but  to  attempt 
any  discussion  of  its  value  from  the  standpoint  of 
the  pathologist  or  laboratory  man — I know  nothing 
about  it.  I know  nothing  of  the  technic.  But  I 
am  bringing  you  this  little  item  of  information, 
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as  health  officer  of  the  City  of  Vicksburg  and 
Warren  County.  We  have  a lot  of  laboratory 
work  done,  six  months  by  one  laboratory  and  six 
months  by  another;  both  in  charge  of  competent 
men.  We  have  not  done  a great  amount  of  ex- 
aminations of  the  blood  for  syphilis,  but  in  the 
past  eighteen  month  we  have  had  about  300  ex- 
aminations made  on  food  handlers,  on  expectant 
mothers  to  be  tended  by  midwives  and  on  mid- 
wives. One  laboratory  gives  us  a report  on  the 
Khan  test,  the  other  gives  us  Wassermann,  floccu- 
lation and  Kahn.  In  studying  these  reports  I find 
one  significant  thing.  I have  never  seen  a positive 
Wassermann,  even  though  1 + , that  there  was  not 
on  the  same  specimen,  when  a Kline  and  Young 
was  run  at  least  2 + , or  sometimes  3 + . The  same 
is  true  with  the  Kahn.  I have  never  seen  a posi- 
tive Wassermann  that  did  not  give  me  a positive 
flocculation  test.  Our  specimens  have  been  few, 
but  it  would  seem  that  wherever  there  is  reaction 
to  the  Wassermann  we  can  expect  a greater  re- 
action from  the  flocculation  test.  I have  seen 
cases  in  which  the  Wassermann  was  1 + , while 
the  Kline  & Young  ran  3+  and  4 + , and  the  Kahn 
3+  and  4+.  It  seems  to  me  therefore  that  the 
flocculation  test  must  be  very  valuable.  It  is 
always  present  when  the  Wassermann  is  positive, 
sometimes  present  when  you  get  a doubtful  Was- 
sermann test. 

Dr.  Leon  S.  Lippincott  (Vicksburg)  ; I can  only 
agree  with  Dr.  Kemmerer.  I have  not  as  many 
tests  to  report  as  he  has,  but  we  have  been  doing 
for  about  two  years  the  Kline  and  Young  and  the 
Kahn  tests  along  with  the  Wassermann.  We  are 
running  the  Wassermann  test  with  three  antigens, 
the  Kahn  with  three  antigen  dilutions,  and  the 
Kline  and  Young  with  sensitive  and  very  sensitive 
antigens.  We  have  done  more  Wassermann  tests 
than  either  of  the  others.  In  that  time  we  have 
done  something  over  6,000  Wassermann  tests, 
4,500  Kahn  tests,  and  approximately  4,500  Kline 
and  Young  tests.  We  have  found  our  Wassermann 
tests  4-plus  with  all  three  antigens  in  4 per  cent 
of  cases,  Kahn  tests  in  7 per  cent,  and  Kline  and 
Young  tests  in  5 per  cent.  When  we  consider 
those  tests  that  are  not  quite  4-plus  all  the  way, 
we  think  that  a 2-plus  to  4-plus  reaction  means 
syphilis.  In  all  tests  giving  a 2-plus  reaction  or 
stronger,  the  Kahn  test  was  positive  in  17  per  cent 
and  the  Kline  and  Young  test  in  18  per  cent,  against 
11  per  cent  for  the  Wassermann  test.  Then  we  come 
to  those  tests  that  we  call  doubtful— the  1-plus  and 
plus-minus  reactions.  If  for  diagnosis,  we  ask 
for  repeat  tests.  Here  the  Wassermann  runs 
5 per  cent,  the  Kahn  2 per  cent  and  the  Kline  and 
Young  3 per  cent.  Here  is  an  advantage  over  the 
Wassermann.  We  do  not  get  so  many  doubtful 
reactions. 

With  the  Kahn  and  Kline  and  Young  tests  we 
are  not  bothered  by  anticomplementary  sera. 


However,  we  have  little  trouble  from  this  source 
with  the  Wassermann  tests.  To  my  mind,  an 
anticomplementary  serum  means  poor  technic  in 
taking  or  handling  specimens.  If  the  specimens 
are  taken  and  handled  properly,  there  will  be  few 
anticomplementary  sera. 

It  is  unusual  to  find  a definitely  positive  re- 
action with  the  Kahn  and  Kline  and  Young  tests 
with  an  absolutely  negative  Wassermann  test.  I 
have  had  an  advantage  over  Dr.  Kemmerer  in 
that  I have  had  the  opportunity  to  know  the 
clinical  side  of  many  of  the  patients  from  whom 
our  specimens  come.  Our  doctors  are  delighted  with 
the  Kahn  and  Kline  and  Young  tests.  We  get  an 
early  diagnosis  after  infection,  and  we  find  posi- 
tive reactions  in  cases  that  have  been  treated, 
long  after  the  Wassermann  test  is  negative.  Sera 
from  patients  that  say  that  they  have  had  negative 
Wassermann  tests  for  five  or  six  years,  will  show 
a 2-plus,  3-plus,  or  even  a 4-plus  reaction  with  the 
Kahn  and  Kline  and  Young  tests.  When  these 
patients  receive  further  treatment,  they  get  better. 
I believe  we  are  finding  sphilis  with  these 
tests  in  patients  that  would  be  considered  free 
from  syphilis  were  the  Wassermann  test  alone 
used. 

With  spinal  fluid  the  Kahn  and  Kline  and  Young 
tests  are  not  so  good  in  our  hands.  In  the  past 
two  years  we  have  done  the  Kahn  test  on  42  spinal 
fluids,  the  Kline  and  Young  test  on  58  and  the 
Wassermann  test  on  106.  I have  not  seen  a com- 
plete 4-plus  reaction  with  the  Kahn  and  Kline  and 
Young  tests.  We  get  a 2-plus  to  3-plus  when  the 
Wassermann  reaction  is  4-plus.  For  spinal  fluids 
I prefer  the  Wassermann  test. 

I am  not  ready  to  give  up  the  Wassermann 
test  for  blood  specimens,  but  if  I could  only  have 
one  test,  I would  use  the  Kahn  or  the  Kline  and 
Young,  which  is  somewhat  simpler  to  perform 
than  the  Kahn. 

Mr.  C.  A.  Palmerlee  (Jackson)  : I have  not  had 
much  experience  with  the  Kline  and  Young  floccu- 
lation test.  I have  used  the  Kahn  for  seven  years 
in  connection  with  the  Wassermann.  I have  the 
opinion  that  the  Kahn  has  some  advantage  over 
the  Wassermann,  by  checking  in  spinal  fluid  tests. 
The  Wassermann  test  is  merely  a symptom  test 
for  syphilis. 

Dr.  Hardie  R.  Hays,  (Jackson)  : My  reason  for 

bringing  this  paper  to  your  attention  was  that  I 
have  found  this  test  of  help  very  often  when 
chancre  was  present,  and  germicide  and  calomel 
and  other  things  have  destroyed  the  chance  of 
early  diagnosis,  since  one  is  able  to  get  a floccu- 
lation test  away  ahead  of  a Wassermann.  While 
I do  not  endorse  going  ahead  with  treatment  right 
away,  because  I believe  in  building  up  the  resist- 
ance, I can  advise  my  patient  and  prepare  him 
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for  long  continued  treatment  by  getting  an  early 
flocculation  test,  and  I think  even  with  a negative 
Wassermann  or  negative  Kahn  maybe  you  will 
have  a positive  flocculation  test  and  be  on  your 
guard. 

Dr.  T.  W.  Kemmerer  (closing)  : The  specie 

mens  are  sent  in  to  the  laboratory  through  the 
mail  and  may  be  twenty-four  hours  in  transit. 
Where  specimens  are  collected  in  the  hospital  or 
in  the  laboratory  I agree  that  there  will  not  be  so 
much  variation,  and  if  they  can  be  sent  to  the 
laboratory  immediately  they  are  more  satisfactory. 
Dr.  Smith  made  the  statement  that  all  these  posi- 
tive Wassermanns  give  a positive  flocculation  test 
also;  that  is  as  it  should  be.  Occasionally  we  find 
a positive  Wassermann  with  a negative  floccula- 
tion test,  and  we  are  of  the  opinion  that  these  are 
false  positives.  We  send  for  another  specimen, 
and  as  a rule  when  we  get  that  second  specimen 
we  get  a negative  Wassermann  as  well  as  a nega- 
tive flocculation.  The  important  thing  for  us  to 
determine  is  whether  the  Kline  and  Young  floccu- 
lation gives  any  false  positives.  Until  that  time 
we  must  be  careful  in  accepting  it  for  early  diag- 
nosis in  chancre.  I hardly  believe,  however,  that 
it  will  give  a false  positive. 


WHAT  RESULT  MAY  WE  EXPECT  IN 
TREATMENT  OF  ALLERGIC 
DISEASES?* 

NARCISSE  F.  THIBERGE,  M.  D., 

New  Orleans. 

The  most  satisfactory  results  and  by 
far  the  largest  number  of  cures  are 
obtained  in  cases  of  food  allergy.  Next 
come  asthmatic  children,  though  cures  are 
observed  in  a fair  number  of  adults  with 
asthma.  Hay  fever  still  remains  our  great- 
est problem.  Quick  an'd  spectacular  im- 
provements, all  distressing  symptoms 
abruptly  ceasing  under  co-seasonal  treat- 
ment are  often  noticed  in  the  midst  of  the 
season.  In  others  all  symptoms  disappear 
for  several  years  and  a mild  recurrence 
occasionally  appears,  but  these  yield  to  a 
short  course  of  treatment.  In  a question- 
naire to  75  physicians  co-operating  with 
us  and  managing  the  subsequent  treatment 
of  hay  fever  cases,  tested  by  us,  15  per 
cent  of  these  were  reported  cured,  3 per 

*Read  before  the  Orleans  Parish  Medical 
Society,  May  26,  1930. 


cent  not  responding  and  the  balance  im- 
proved, some  to  a marked  degree. 

In  the  analysis  of  about  4000  cases  of 
allergy  the  above  conclusions  have  been 
reached,  uninfluenced  by  the  enthusiasm  of 
the  patients  who  have  been  benefited  or  by 
the  pessimism  of  those  who  apparently 
have  not  responded  to  the  treatment.  A 
large  number  of  hay  fever  cases  reacting 
and  aggravated  by  initial  doss  of  pollen 
extract,  after  a proper  adjustment  of 
doses,  eventually  yield  favorable  results. 
A stormy  beginning  usually  means  a final 
cure.  The  fear  of  acute  reactions,  how- 
ever, serves  as  a good  check  for  the  aller- 
gist’s enthusiasm,  but  must  not  discourage 
him.  A careful  increase  of  dose  and  the 
use  of  the  intradermic  route  will  reduce 
this  danger  to  a negligible  point.  The 
allergist  requires  an  infinite  amount  of 
patience  and  courage  to  persist  in  the  face 
of  apparent  failures.  He  must  possess 
confidence  and  perseverance  himself  to  be 
enabled  to  inspire  his  patient  with  a like 
confidence.  A desentization  course  is  pro- 
longed and  it  certainly  cannot  be  perma- 
nently accomplished  through  only  a dozen 
treatments. 

A patient  with  pains  in  his  lower  right 
quadrant  after  appendectomy  cannot  be 
said  to  have  appendicitis ; nor  does  one 
suffer  a recurrence  of  his  arthritis,  who 
happens  to  have  a pain  from  strain.  The 
leutic  seen  early  and  given  appropriate 
treatment  may  have  pharyngeal  symp- 
toms ; this  does  not  spell  mucous  patches. 
When  discussing  results  one  must  realize 
that  an  asthmatic  or  hay  fever  sufferer 
once  cured,  may  later  develop  an  acute 
coryza,  but  this  does  not  mean  that  all  his 
treatment  has  been  in  vain.  Such  fears 
are  groundless;  on  the  contrary,  he  will 
recover  much  quicker  than  those  of  his 
household  affected,  because  his  previous 
treatment  has  taught  him  to  be  on  the 
alert.  Personal  records  show  that  after 
an  apparent  recurrence,  3 cases  of  hay 
fever  free  from  symptoms  for  5 years, 
only  required  a short  subsequent  treat- 
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ment.  Though  the  susceptibility  to  colds 
may  remain  greater,  one  who  has  passed 
through  the  ordeal  takes  heed  of  the  first 
symptoms  and  fights  it  off  promptly,  pro- 
vided his  morale  is  strengthened.  The 
medical  attendant  here  can  do  much  to 
encourage  the  sufferer  and  by  readjusting 
his  focus,  hasten  his  cure. 

Too  great  a reliance  on  pollen  inocula- 
tions alone  has  done  a great  deal  to  hinder 
the  results.  It  is  the  writer’s  belief  that 
any  one  may  become  allergic  when  his 
resistance  is  lowered  and  the  exciting 
cause  intense.  We  all  inherit  a greater  or 
lesser  sensitivity.  Here  food  plays  a great 
part;  unless  we  ascertain  which  article  or 
articles  of  diet  sensitizes  the  individual  to 
the  point  that  pollen  in  the  air  or  miasma 
of  the  climate  produces  in  him  a reaction, 
we  will  never  adequately  solve  any  hay 
fever  or  asthma  problem.  Chilling  of  the 
body,  mental  worries,  sudden  shocks,  may 
so  alter  the  metabolism  as  to  render  the 
food  a sensitizing  element  in  its  improp- 
erly digested  condition.  We  readily  see 
how  in  these  cases  pollen  desensitization 
alone  will  not  produce  spectacular  results, 
but  only  throw  discredit  on  the  whole 
question  because  improperly  applied. 

Though  it  becomes  at  times  necessary  to 
send  the  patent  temporarily  to  an  atmos- 
phere entirely  free  from  miasma  or  pollen, 
giving  him  an  opportunity  to  rally,  such  a 
step  should  be  considered  temporary. 
When  possible,  it  would  be  better  to  place 
him  so  he  may  be  exposed  to  a gradual 
increase  of  pollen-laden  atmosphere  while 
being  disensitized  by  treatment.  He  is 
thereby  stimulated  to  a greater  resistance 
and  finally  enabled  to  stand  exposure  when 
so  enforced  by  circumstances.  Rather  than 
flee  at  the  first  approach  of  the  “pollen 
season”  (to  which  the  patient  is  sensi- 
tive), it  is  far  more  advisable  for  him  to 
face  the  difficulty;  and,  his  system  which 
slowly  assimilates  this  pollen,  assisted  by 
the  allergist’s  gradually  increasing  doses  of 
the  extract  will,  by  the  immunizing  treat- 
ment recover  far  more  readily  than  if  he 


returned  when  the'  pollen  season  is  at  its 
height. 

The  following  histories  will  be  of  in- 
terest : 

CASE  REPORTS. 

1.  Asthma — Mrs.  M.  C.  H.  suffering  from 
asthma  for  7 years.  When  first  seen  her  appear- 
ance suggested  tuberculosis,  often  confined  home 
by  severe  asthma,  past  the  menopause — sensitive 
to  pollens  and  wool.  Treatment  applied  hoping 
only  for  relief.  After  5 years’  treatment,  spells 
finally  left  and  have  not  recurred  now  for  5 
years,  except  for  a short  recurrence  in  1930. 
Gained  30  pounds. 

2.  Asthma — Mrs.  J.  B.  P.,  W.  F.,  43,  asthma  for 
8 years.  Spells  from  August  to  April.  Strong 
allergy  for  grass  and  ragweed.  Treated  from 
1925  to  1928;  has  been  free  from  spells  for  over 
4 years.  Re-examined  in  May,  1930,  when  she 
reported  that  she  was  still  without  any  suggestion 
of  asthma.  Electrocardiogram  indicates  that 
heart  has  returned  to  normal. 

3.  Asthma— Paul  R.,  asthma  and  bronchitis 
for  5 years,  treated  for  3 years.  Now  15  years 
old.  Completely  well  for  over  2 years. 

4.  Hay  Fever — Mrs.  M.  A.  markedly  allergic 
to  pollen,  hay  fever,  from  September  to  May, 
suffered  for  8 years.  Treated  during  5 years, 
has  now  been  free  since  1925.  Reports  at  regular 
intervals. 

5.  Co-seasonal  Case — Mrs.  H.  D.,  represents 
what  may  be  accomplished  in  a type  of  extremely 
allegeric  patients.  Treated  for  5 years;  free  for 
2 years;  at  recurrence,  symptoms  arrested  in  the 
midst  of  the  pollenating  season  by  700  pollen 
units.  This  case  is  interesting,  as  her  mother 
and  father  are  allergic  and  in  addition  she  has  a 
dermographic  skin. 

Many  cases  were  arrested  with  co-seasonal 
treatment  by  doses  of  200  to  900  units. 

For  the  cases  with  food  allergy  a suit- 
able diet  is  usually  all  that  is  necessary. 
Peptone  hypo  in  small  doses  is  sometimes 
needed.  The  question  is  often  asked : “Can 
an  allergic  patient  return  to  a normal 
diet?”  An  enforcement  of  the  diet  strictly 
for  nine  months  is  advised  after  which 
one  article  at  a time  in  limited  amount 
may  be  tried.  Generally  a fairly  good 
tolerance  is  obtained,  but  the  patient  must 
not  take  to  excess  the  food  towards  which 
he  had  previously  showed  allergy. 
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CONCLUSIONS. 

1.  Results  in  allergic  cases  are  suffi- 
ciently encouraging  to  expect  a definite 
cure  for  the  majority  of  patients. 

2.  So  far  records  show  positive  cures 
of  several  years’  standing  of  apparently 
hopeless  cases  of  asthma  and  hay  fever. 

3.  The  great  majority  of  cases  are 
seasonally  cured. 

4.  Many  cases  are  aborted  with  co- 
seasonal  treatment. 

5.  Food  allergy  can  be  cured  practi- 
cally in  all  cases  by  tolerance  being  slowly 
established. 

DISCUSSIONS. 

Dr.  E.  L.  Leckert  (New  Orleans)  : I must  con- 
fess I have  no  experience  with  the  treatment  of 
hay  fever,  although  we  are  all  probably  inter- 
ested in  this  troublesome  disease  which  affects 
7 per  cent  of  the  population. 

The  important  points  that  Dr.  Thiberge  has 
stressed,  are:  that  pollen,  as  most  sufferers  be- 
lieve, is  not  the  sole  cause  of  hay  fever,  but  that 
diet  and  other  conditions  enumerated,  must  be 
considered. 

Then,  the  length  of  time  it  takes  to  cure  this 
disease.  I have  known  patients  who,  if  they  are 
not  permanently  cucred  after  one  series  of  injec- 
tions, become  indifferent  as  to  taking  further 
treatment.  From  Dr.  Thiberge’s  report  of  cases, 
it  appears  that  treatments  must  be  continued  for 
years,  if  results  are  to  be  obtained. 

I think  Dr.  Thiberge  is  to  be  commended  for 
his  splendid  work,  and  if  the  results,  particularly 
the  percentage  of  cures,  15  per  cent  in  hay  fever, 
asthma,  and  other  allied  conditions,  is  maintained, 
it  will  prove  of  great  benefit  to  our  patients. 

Dr.  Efron  (New  Orleans)  : Dr.  Thiberge  is  one 
of  the  pioneers  in  the  treatment  of  this  interest- 
ing and  important  group  of  cases.  The  treat- 
ment of  hay  fever  and  asthma  has  advanced  to 
where  therapeutic  results  compare  favorably  with 
those  of  other  specialties. 

Among  the  researches  carried  on  by  Dr.  Pen- 
found  and  myself  has  been  a complete  survey  of 
all  the  weeds  of  the  city  of  New  Orleans.  Such  a 
survey  is  absolutely  essential  for  the  intelligent 
treatment  of  hay  fever  and  asthma.  We  have 
found  that  in  this  city  there  are  about  two  weeks 
in  the  whole  year  when  the  air  does  not  contain 
some  pollen. 


We  have  elaborated  a new  test  for  seasonal 
hay  fever,  which  we  believe  to  be  much  better 
than  the  present  skin  tests.  With  this  method, 
we  spray  the  patient’s  nostrils  with  dry  pollen; 
and,  in  positive  cases,  hay  fever  symptoms  of 
varying  severity  follow.  The  tests  are  carried 
out  at  times  other  than  when  the  patient  has 
hay  fever. 

I wish  to  voice  my  protest  against  the  use  of 
treatment  sets  on  the  market.  They  do  not  con- 
tain the  pollens  that  occur  here,  nor  is  there  con- 
centration sufficient  for  satisfactory  immuniza- 
tion. 

Dr.  Thiberge  brought  up  the  important  question 
of  changing  the  individual’s  environment.  We 
have  now,  and  it  has  been  put  on  the  market,  a 
filter  which  helps  to  do  that.  These  machines 
produce  pollen  free  air,  and  we  hope  they  will  aid 
us.  I am  now  trying  five  such  machines. 

I wish  to  say  a few  words  concerning  house 
dust.  House  dust  is  one  of  the  principal  causes 
of  winter  asthma.  Its  exact  nature  has  not  yet 
been  determined.  At  times  its  antigen  property 
is  due  to  feathers,  wool  or  other  inhalent  sub- 
stances. At  other  times  these  substances  do  not 
play  any  role  at  all.  Some  writers  believe  it 
owes  its  antigenic  properties  to  some  mold  or 
molds. 

Dr.  Thiberge  is  to  be  complimented  on  the 
work  he  has  done.  Our  patients  come  to  us  with 
a diagnosis  already  made,  and  ask  for  relief.  Our 
results  are  easily  checked  by  patients  and  physi- 
cians. In  many  cases  we  are  successful  in  reliev- 
ing them;  in  small  percentage  of  cases  we  are 
not.  With  reference  to  preseasonal  treatment,  it 
is  more  successful  than  seasonal  treatment. 

Dr.  N.  F.  Thiberge:  We  take  a great  deal  of 

pride  in  claiming  priority  for  the  New  Orleans 
survey,  perhaps  not  to  the  extent  of  the  complete 
survey  of  the  City  made  recently,  but  we  have 
in  our  Clinic  a map  of  a survey  made  in  1920 
of  the  City  of  New  Orleans  and  alongside  of  it 
another  survey  of  the  City  for  Hay  Fever  weeds 
that  was  made  in  1929.  The  comparison  of  the 
two  maps  shows  the  good  work  done  by  the  City 
authorities  in  controlling  pollenating  areas. 

About  testing  by  means  of  inhalation:  Though 

of  some  value,  we  have  not  found  it  as  reliable 
as  the  cutaneous  route.  In  our  early  researches 
in  1914,  we  took  along  with  us  a man  who  was 
susceptible  to  hay  fever  weeds  and  when  we  want- 
ed to  ascertain  whether  or  not  a weed  was  a 
hay  fever  weed,  we  offered  it  to  him  for  inhala- 
tion. This  volunteer  was  extremely  allergic  and 
a wonderful  help  in  our  researches  when  he  was 
checked  up  alongside  of  immune  controls. 

About  the  change  in  environment:  That  is 
somewhat  mysterious.  We  can  understand  how 
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a patient  in  the  far  South  going  to  Maine  or 
Michigan  can  be  relieved,  because  here  we  have 
a decided  change  of  season  which  influences  the 
pollen  contents  of  the  air,  but  how  can  we  ex- 
plain when  a patient  having  hay  fever  in  New 
Orleans  will  go  to  Covington  and  be  relieved,  and 
a patient  suffering  attacks  in  Covington  coming 
to  the  City  will  have  none?  It  is  quite  possible 
to  understand  how  a patient  can  go  from  an  atmos- 
phere laden  with  pollen  to  one  that  is  not  so  laden 
and  get  relief  of  symptoms,  but  when  you  take 
places  in  the  same  latitude  as  New  Orleans  and 
Covington  and  find  that  there  is  relief,  it  is  not 
so  easy.  The  only  explanation  is  the  increase  of 
their  resistance  by  the  simulating  effect  of  change 
in  diet  or  change  in  living,  or  the  relief  of  having 
to  fight  only  one  element  at  a time. 

In  regard  to  the  machines:  We  experimented 

with  those  put  on  the  market.  We  understand 
that  an  apparatus  recently  offered  on  the  market 
is  being  withdrawn  because  it  did  not  answer  the 
purpose.  I think  the  last  word  in  machines  has 
not  yet  been  said.  We  visited  the  apparatus  at 
the  Saenger  which  is  perfect  but  it  cost  $280,000, 
a sum  we  can  hardly  expect  our  patients  to  afford 
for  comfort  in  their  home. 

I want  to  thank  Doctor  Leckert,  for  his  en- 
couragement; Doctor  Efron  for  the  thorough  man- 
ner in  which  he  presented  his  discussion  and  all  of 
you  for  your  interest. 

THE  EDUCATIONAL  NEEDS  OF 
PRESENT  DAY  NURSING.* 

H.  A.  GAMBLE,  M.  D., 

Greenville,  Miss. 

It  is  indeed  a pleasure  for  me  to  be 
present  today  in  response  to  an  invitation 
from  your  President,  to  be  present  both  as 
an  individual  and  as  the  official  representa- 
tive of  the  Mississippi  State  Medical  Asso- 
ciation. 

Mrs.  Bell  asked  that  my  talk  be  upon  the 
reasons  for  the  Woman’s  Auxiliary  or  some 
allied  subject.  I quote  from  Article  two  of 
your  Constitution  and  By-Laws : 

“The  object  of  this  Auxiliary  shall  be  to 
extend  the  aims  of  the  medical  profession 
through  the  wives  of  the  doctors  to  the 
various  woman’s  organizations  which  look 


*Address  before  the  Woman’s  Auxiliary  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
Miss.,  May  15,  1930. 


to  the  advancement  of  health  and  educa- 
tion ; to  assist  in  entertaining  at  State,  Dis- 
trict and  County  meetings;  to  promote  ac- 
quaintanceship among  doctors’  families, 
that  local  unity  and  harmony  may  be  in- 
creased.” 

Being  actively  engaged  in  the  practice  of 
medicine  it  is  natural  that  we  should  place 
our  profession  and  associated  lines  of  work 
first  and  give  them  probably  more  study 
and  attention  than  is  accorded  non-relatec^ 
subjects. 

The  first  sentence  states  that  “The 
object  of  this  Auxiliary  shall  be  to  extend 
the  aims  of  the  medical  profession  through 
the  wives  of  the  doctors,  to  the  various 
woman’s  organizations  which  look  to  the 
advancement  of  health  and  education.”  I 
feel  that  no  more  laudable  object  as  it 
affects  organized  medicine,  public  health, 
and  all  allied  efforts  could  be  proposed. 

To  come  to  a concrete  example — the 
nurses’  profession  is  most  closely  allied  to 
that  of  the  practice  of  medicine,  in  fact  is 
in  reality  a subsidiary  of  it.  There  are  some 
features,  however,  in  connection  with  nurs- 
ing and  the  preparatory  education  of 
nurses  which  I feel  that  an  organization 
such  as  you  represent  could  do  much  to  im- 
prove. 

First  the  standard  of  education  for 
trained  nurses  is  not  maintained  at  as  high 
a standard  as  is  commensurate  with  the 
character  of  work  which  they  are  called 
upon  to  perform.  It  has  been  claimed  by 
some,  and  they  are  men  eminent  in  the  pro- 
fession, that  nurses  should  not  have  a high 
degree  of  intelligence  or  education,  but 
should  simply  be  able  to  carry  out  instruc- 
tions, and  do  the  menial  work  associated 
with  their  profession.  After  twenty  years  of 
intimate  association  with  nurses  I wish  to 
say  emphatically  that  I regard  a nurse’s 
mission  and  her  work  of  a type  that  de- 
mands the  highest  degree  of  intelligence,  the 
best  education  obtainable,  and  that  she  be 
thorough  y trained,  not  only  in  the  various 
measures  necessary  in  the  practice  of  her 
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profession,  but  that  her  powers  of  observa- 
tion be  co-ordinated,  and  her  mind  formed 
so  that  she  be  capable  of  recognizing  and 
interpreting  changes  which  may  take  place 
in  the  condition  of  the  patient  under  her 
supervision. 

One  of  the  most  unfortunate  things  in 
connection  with  the  obtaining  of  raw  mate- 
rial for  nurses  today  is  that  most  young 
women  graduate  from  high  school  at  too 
early  an  age  to  take  up  the  responsibilities 
of  the  nursing  profession,  and  by  the  time 
they  have  reached  an  age  of  responsibility, 
they  have  usually  entered  some  other  field 
of  endeavor  or  vocation  in  life. 

We  feel  that  measures  could  be  taken 
whereby  these  young  women  of  desirable 
attributes  could  still  be  drafted  into  the 
nursing  profession,  and  at  the  same  time  be 
better  prepared  from  an  educational  stand- 
point to  take  up  its  obligations. 

In  some  sections  of  America  there  are 
affiliations  of  the  various  nursing  school 
with  the  State  schools  by  which  the  State 
institution  has  established  a course  of  study 
embracing  the  fundamentals  of  nursing  as 
well  as  the  literary  studies  needed  for  fin- 
ishing a nurse’s  education,  which  bridges 
over  the  two  years  intervening  between  the 
time  of  graduation  and  the  time  of  entrance 
to  training  as  a nurse.  These  young  women 
are  given  in  accredited  training  schools  for 
nurses  credit  for  one  full  year’s  work, 
necessitating  a nurse  to  spend  two  years  in 
active  clinical  hospital  training,  at  the  end 
of  which  time  she  is  graduated  as  a gradu- 
ate nurse.  Should  she  care  to  go  still  further 
and  prepare  herself  for  higher  executive 
work  in  her  profession,  the  schools  have  a 
more  advanced  course  which  will  fit  her 
for  such  positions.  We  are  of  the  opinion 
that  the  raising  of  the  standards  of  educa- 
tion for  nurses  is  essential  as  an  aid  to  the 
elevation  of  the  standards  of  the  practice  of 
medicine,  and  we  feel  that  measures  some- 
what similar  to  those  employed  at  the  Van- 
couver General  Hospital,  and  just  outlined, 
would  be  of  great  help  to  the  maintenance 
of  these  standards.  Someone  has  to  make  a 


start,  these  movements  do  not  start  spon- 
taneously, and  I have  felt  that  it  would  be 
possible  for  your  organization  to  take  the 
initiative  as  the  Auxiliary  of  the  Mississippi 
State  eMdical  Association  in  bringing  about 
of  such  educational  forces  as  have  been  sug- 
gested. It  would  be  a great  work,  a work 
resulting  in  great  accomplishments,  and 
one  that  would  help  to  raise  our  beloved 
State  higher  and  higher  in  the  type  of  serv- 
ice rendered  the  sick. 

One  other  point  which  I wish  to  take  up 
with  you  along  a similar  line  is  the  under- 
graduate nurse.  To  a certain  extent,  from 
a sociological  standpoint,  our  State  is  essen- 
tially an  agricultural  State.  We  have  no 
large  cities  and  our  nurses  are  recruited 
from  small  towns  and  farms.  Ordinarily 
when  they  come  in  as  students  in  the  train- 
ing schools,  they  are  young  women  of  but 
little  experience,  who  are  actuated  by  the 
highest  of  ideals,  but  who  have  never  been 
brought  into  contact  with  the  various  prob- 
lems of  life. 

The  question  of  the  provision  of  means  of 
entertainment  and  relaxation  for  these 
young  women  is  a very  present  one.  It  is 
wrong  to  ask  that  they  go  into  a hospital 
and  submerge  themselves,  and  remain  away 
from  social  contacts  for  a period  of  three 
years.  The  human  being  is  essentially  a 
social  animal,  and  if  provision  is  not  made 
for  safe,  sane  and  legitimate  entertainment 
and  relaxation,  these  young  women  are 
going  to  of  their  own  accord  find  some 
means  of  expressing  the  social  side  of  their 
lives. 

We  feel  that  your  organization  individu- 
ally and  collectively  can  do  much  toward 
educating  the  communities  in  which  train- 
ing schools  are  located  toward  providing 
some  innocent  form  of  social  diversions  for 
those  who  are  preparing  themselves  for 
their  life  work  in  a most  noble  profession. 

One  might  say  that  it  is  the  business  of 
the  superintendent  of  nurses  in  every  insti- 
tution to  see  that  such  provision  is  made. 
In  a measure  this  is  true,  but  it  is  also  a 
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community  obligation  which  we  cannot 
shirk. 

I know  in  our  institution,  the  superin- 
tendent has  groups  of  nurses  taken  out 
from  time  to  time  for  picnics,  fish  frys,  pro- 
vision is  made  with  the  Y.  M.  C.  A.  for  the 
basket  ball  team,  they  are  accorded  the 
privileges  of  the  swimming  pool,  and  in 
various  other  ways  their  time  when  off 
duty,  when  they  are  not  engaged  in  study, 
is  filled  with  a safe,  sane  and  healthy  type 
of  diversion. 

I trust  that  for  them  may  spring  some 
concerted  action  in  the  community  from 
which  each  of  you  hail ; that  ultimately  we 
may  see  both  the  educational  standards  of 
nurses  raised  as  a result  of  your  efforts, 
and  that  in  a more  personal  way  we  may 
learn  of  the  efforts  that  each  of  you  are 
maintaining  in  your  home  community  in  the 
provision  of  safe,  sane,  health-promoting 
means  of  diversion  for  the  students  of  the 
various  nursing  schools. 

PERIPHERAL  POLYNEURITIS.* 

A.  B.  PAVY,  M.  D., 

Opelousas,  La. 

I am  indeed  sensible  of  the  honor  you 
confer  on  me  in  requesting  me  to  discuss 
a subject  of  apparently  mysterious  etiology, 
namely,  epidemic  peripheral  polyneuritis 
(jake  paralysis).  There  has  been  consid- 
erable speculation  and  little  scientific 
investigation  of  the  true  etiology  of  this 
malady.  I think  there  has  been  exhibited 
considerable  hysteria  and  “much  ado  about 
nothing”  as  regards  this  disease. 

It  appears  that  notables  in  the  medical 
world  have  pronounced  it  incurable  and  in 
view  of  this  it  would  seem  futile  for  just 
general  practitioners  to  challenge  the  ver- 
dict and  enter  upon  further  discussion.  In 
the  meantime  the  unfortunate  victims  must 
live  in  hopeless  despair.  Being  sinners, 
they  must  bear  the  ridicule  of  the  unchari- 

*Read before  the  St.  Landry  Parish  Medical 
Society,  May  28,  1930. 


table  and  their  infirmity  remain  the  prey  of 
commercialism  and  charlatanism. 

The  knowledge  which  we  have  gained  of 
medicine  is  no  peculiar  possession  of  indi- 
viduals in  our  profession.  It  has  been 
purchased  through  the  ages  at  a tremendous 
expense  of  human  suffering  and  loss  of  life. 
Then,  we  owe  all  we  possess  of  medical 
knowledge  to  our  profession  and  humanity 
and  it  is  in  this  spirit  that  I discuss  this 
subject. 

TYPES  OF  PERIPHERAL  NEURITIS. 

In  this  locality  we  encounter  two  common 
types  of  peripheral  neuritis,  namely,  alco- 
holic and  that  due  to  beri-beri. 

1.  Alcoholic  neuritis:  Here  this  condi- 

tion is  encountered  chiefly  in  individuals 
addicted  to  the  use,  either  of  undistilled 
mash  or  green  whiskey.  The  symptoms  cor- 
respond in  most  all  respects  to  any  case  of 
peripheral  neuritis  of  alcoholic  origin.  The 
onset  is  insidious  usually  with  pain  in  the 
calves  of  the  legs,  and  cramps  in  the  legs 
and  arms.  Moderate  swelling  of  the  legs 
will  often  be  observed.  As  the  case  ad- 
vances paralyses  ensue  first  in  the  lower 
limbs,  the  individual  presenting  the  peculiar 
“steppage  gait”  which  is  with  difficulty 
differentiated  from  that  of  locomotor  ataxia. 
Later  the  arms  and  hands  become  paralyzed 
and  the  muscular  structure  atrophies.  The 
sensory  reflexes  are  diminished,  the  deep 
motor  reflexes  eventually  disappear.  The 
gastro-intestinal,  mental  and  skin  symptoms 
are  typically  those  of  pellagra.  This  has 
been  our  common  observation  and  death 
from  pellagra  is  the  rule  in  individuals  who 
persist  in  the  use  of  undistilled  mash  or  raw 
whiskey.  These  observations  should  be  in- 
teresting to  students  of  pellagra.  It  would 
be  of  scientific  interest  to  investigate  the 
bacteriology  of  raw  undistilled  mash  toward 
the  end  of  establishing  the  true  etiology  of 
pellagra.  No  one  who  knows  pellagra  sub- 
scribes to  the  vitamin  deficiency  theory. 
Avitaminosis  is  only  a predisposing  factor 
in  diseases,  the  exciting  causes  are  bacterial 
or  plasmodial. 

2.  Polyneuritis  endemica  (beri-beri). 
Here  the  onset  may  be  acute.  In  this  form 


168 


Pavy — Peripheral  Polyneuritis 


the  onset  though  acute  is  unusually  pre- 
ceded by  minor  prodromal  symptoms  for  a 
few  days  or  weeks  such  as  malaise,  dizzi- 
ness, pain  in  the  legs,  nocturia  and  shortness 
of  breath,  but  some  morning  during  the 
course  of  his  affliction  the  patient  awakes 
and  finds  himself  partly  or  wholly  paralyzed 
in  the  limbs.  On  being  called  to  the  home 
of  such  a patient  he  may  die  of  acute  cardiac 
failure  before  any  aid  can  be  given.  Such 
cases  have  been  encountered  here. 

In  the  typical  forms  of  beri-beri  usually 
encountered  here,  the  presenting  symptom 
is  swelling  of  the  legs  and  cramps  in  the 
calves  of  the  legs.  The  triad  of  symptoms 
are  gastro-intestinal,  cardiac  and  nervous. 

a.  The  gastro-intestinal  symptoms  are, 
loss  of  appetite,  coated  tongue,  constipation 
and  pain  on  pressure  over  the  duodenum  or 
gall-bladder  region. 

b.  The  cardiac  symptoms  are:  palpita- 
tion, dizziness,  faintness,  tachy-cardia  and 
in  the  end  all  the  signs  of  chronic  cardiac 
disease. 

c.  The  nervous  symptoms  are : pain  in 
the  legs,  cramps  with  tingling  and  numb- 
ness. The  arms  and  hands  may  participate 
in  these  symptoms.  Later  there  is  partial 
anesthesia  of  the  lower  extremities,  the 
patellar  reflexes  are  diminished.  As  the 
case  progresses  paralyses  of  the  legs  and 
arms  with  loss  of  the  deep  reflexes  ensue. 
The  patient  then  presents  the  typical  signs 
of  alcoholic  peripheral  neuritis  already  de- 
scribed. In  certain  cases  wasting  and 
atrophy  of  the  muscular  structures  of  the 
legs,  arms  and  hands  are  present.  These 
latter  are  dry  cases  of  beri-beri.  Cases  of 
deafness,  loss  of  speech  and  partial  loss  of 
vision  have  been  observed. 

3.  Neuritis  arising  from  Jamaica  ginger. 
In  the  few  cases  which  we  have  observed 
the  peripheral  neuritis  and  subsequent  final 
paralysis  correspond  in  most  all  respect  to 
that  of  alcoholic  neuritis  and  paralysis. 
They  exhibit  the  peculiar  “high  steppage” 
gait,  which  is  with  difficulty  differentiated 
from  that  of  locomotor  ataxia.  However, 
the  onset  is  more  acute  often  beginning 


with  pain  in  the  stomach,  fainting  and 
weakness,  attended  with  cardiac  palpitation. 
Or,  the  individual  may  retire  apparently 
well  and  find  himself  on  awakening  in  the 
morning  unable  to  raise.  In  this  respect 
they  resemble  beri-beri.  They  do  not  show 
any  symptoms  of  pellagra.  The  urine  is  of 
low  specific  gravity  and  nocturia  and  dizzi- 
ness are  commonly  complained  of;  again 
resembling  beri-beri  in  this  respect.  The 
acuteness  of  onset  in  certain  cases  with  the 
attendant  gastro  - intestinal  and  cardiac 
symptoms  suggest  beri-beri.  The  wasting 
and  atrophy  in  the  latter  stages  are  typical 
of  dry  beri-beri.  In  this  disease  dry  beri- 
beri occasioned  by  the  use  of  decayed  ginger 
root?  It  would  be  interesting  to  investigate 
the  bacteriology  of  these  cases  in  the  light 
of  recent  findings  of  the  Japanese  physi- 
cians of  Chiba,  Japan,  as  reported  in  the 
Journal  of  the  A.  M.  A.  of  April  20,  1929. 

PROGNOSIS 

To  quote  Osier,  “The  course  of  these 
alcoholic  cases  is,  as  a rule,  favorable  and 
after  persisting  for  weeks  or  months, 
improvement  gradually  begins,  the  muscles 
regain  their  power  and  even  in  the  most 
desperate  cases  recovery  may  follow.”  In 
our  own  experience  here  in  St.  Landry  in- 
dividuals with  paralysis  and  pellagra  of  raw 
alcoholic  origin  usually  recover  on  with- 
drawal of  the  mash  and  the  institution  of 
proper  symptomatic  therapeutics  measures. 
The  most  advanced  paralytic  cases  of  beri- 
beri after  months  duration,  with  apparently 
irreparable  cardiac  damage  recover  entirely 
on  withdrawing  the  source  of.  infection  and 
instituting  proper  specific  therapeutic  meas- 
ures for  beri-beri. 

Is  it  not  reasonable  then  to  hope  that 
individuals  paralyzed  from  the  use  of 
Jamaica  ginger  should  likewise  in  time  re- 
cover after  the  cause  of  the  malady  is 
removed  and  proper  symptomatic  therapeu- 
tic measures  employed?  In  view  of  the 
similarity  of  this  malady  to  beri-beri  no 
harm  can  arise  from  employing  the  treat- 
ment of  beri-beri  in  such  cases.  I strongly 
advise  it. 
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ABDOMINAL  PREGNANCY.f 

REPORT  OF  A CASE,  PROBABLY 
TUBAL  IN  ORIGIN.* 

WALTER  C.  JONES,  M.  D., 
and 

THOMAS  J.  PARKS,  M.  D., 

Fairfield,  Ala. 

CASE  REPORTS. 

I.  M.  D.,  married,  colored  female,  aged  25  years, 
was  admitted  to  the  Employees’  Hospital  of  the 
Tennessee  Coal,  Iron  and  Railroad  Company,  Sep- 
tember 5,  1929,  complaining  of  pain  in  the  lower 
part  of  her  back,  abdominal  swelling,  and  sore 
mouth.  She  gave  what  we  thought  to  be  a doubt- 
ful history  of  having  last  menstruated  normally 
in  August,  1928.  She  bled  vaginally  in  October, 
accompanied  with  pain  in  the  lower  abdomen,  and 
twice  monthly  from  October  until  December,  dur- 
ing which  month  she  felt  fetal  movements.  From 
December  until  April  she  felt  life,  but  did  not 
bleed  vaginally.  Beginning  in  April  she  began  to 
bleed  irregularly  from  the  vagina  and  to  have 
pain  in  the  lumbar  region  and  abdomen,  which 
persisted  until  the  time  of  her  death.  No  fetal 
movements  were  felt  after  April. 

Past  History — One  miscarriage  at  four  months; 
no  complications. 

Upon  admission  temperature  was  103.4°  F. ; 
pulse  124;  respirations  24.  Gums,  palate,  and 
edge  of  tongue  were  ulcerated  and  breath  was 
very  foul.  Abdomen  was  enlarged  by  a symmet- 
rical, rounded  mass,  apparently  arising  out  of  the 
pelvis.  Ballotement  was  obtained.  The  fetal 
heart  could  not  be  heard.  Upon  rectal  examina- 
tion the  cervix  was  found  to  be  closed.  The 
presenting  part  was  not  made  out.  A diagnosis 
of  uterine  pregnancy  was  made  with  possibility  of 
a dead  fetus. 

Blood  pressure  on  admission  was  120/80.  The 
urine  showed  a large  amount  of  albumin,  a few 
casts,  and  pus  cells.  A positive  smear  for  Vin- 
cent’s Angina  was  obtained  from  the  gums. 

A roentgenogram  taken  the  day  after  admis- 
sion showed  a well  developed  fetus  with  its  feet 
in  the  pelvis.  The  size  and  bony  development 
appeared  normal  for  a practically  full  term  preg- 
nancy. 

The  same  afternoon  at  1 p.  m.,  1.5  ounces  of 
castor  oil  were  given,  followed  by  10  grains  of 
quinine  sulphate  at  2 p.  m.;  an  enema  at  3 p.  m, 
and  quinine  again  at  4 p.  m. 

About  5 p.  m.  the  same  afternoon  the  patient 
went  into  mild  shock  with  severe  pain  in  her  back, 

*From  the  Department  of  Pathology,  Em- 
ployees’ Hospital  of  the  Tennessee  Coal,  Iron  and 
Railroad  Company. 

fRead  before  the  Jefferson  County  Medical 
Society  at  Birmingham,  Alabama,  November  18, 
1929. 


mostly  in  the  region  over  her  left  kidney.  At 
6:00  p.  m.  she  was  in  severe  shock,  the  body  was 
cold  and  clammy;  she  was  pulseless  and  the  blood 
pressure  was  too  low  to  be  obtained.  There  was 
no  point  of  tenderness  and  the  abdomen  was 
flaccid.  She  was  in  a state  of  semicoma.  Shock 
was  combated  with  heat,  morphin  sulphate,  caf- 
feine sodio-benzoate,  and  fluids  subcutaneously. 
Respiration  ceased  at  8 :22  the  following  morning. 


Fig.  1 — Well  developed  and  well  preserved  fetus  cor- 
responding approximately  to  one  of  a normal  pregnancy 
of  about  30  weeks. 

NECROPSY  REPORT 

Gross — On  opening  the  abdomen,  about  1,200 
cubic  centimeters  of  thick  yellow  fluid  were 
evacuated,  which  had  been  distributed  throughout 
the  entire  abdomino-pelvic  cavity.  Most  of  the 
peritoneum  was  much  reddened  and  in  many 
places  was  covered  with  a thin,  fragile,  grayish 
deposit. 

Filling  the  pelvis  and  a considerable  portion  of 
the  abdominal  cavity,  was  a large  rather  thick- 
walled  sac  (Fig.  3),  which  was  mostly  reddish 
gray  in  color;  the  posterior  surface,  however,  pre- 
sented much  bluish  and  greenish  discoloration. 
Through  the  wall  could  be  palpated  the  parts  of 
a fetus.  Near  the  center  of  the  left  side  of  this 
sac,  in  an  area  which  was  gangrenous,  was  a small 
ragged  opening,  about  1.5  centimeters  in  diameter, 
through  which  was  escaping  a thick  yellow  fluid 
precisely  like  that  encountered  when  the  abdomen 
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was  markedly  degenrated;  superficially,  it  showed 
much  leukocytic  infiltration.  The  microscopic 
appearance  of  the  region  of  the  sac  adjacent  to 
the  left  cornu  of  the  uterus  was  richly  cellular, 
suggesting  somewhat  the  structure  of  ovarian 
stroma.  Nothing  resembling  the  structure  of  the 
uterine  tube  comd  be  found. 

COMMENT. 

The  clinical  and  morbid  anatomical  find- 
ings seem  to  us  to  indicate  that  this  preg- 
nancy most  likely  had  its  origin  in  the 
uterine  tube,  and,  at  the  end  of  the  second 
month  (as  indicated  by  pain  and  vaginal 
bleeding),  ruptured  into  the  peritoneal 
cavity,  with  its  circulation  continuing  to 
be  received  from  its  tubal  attachment.  As 
the  pregnancy  advanced  the  left  tube  and 
ovary  lost  their  identity  by  becoming  a 
part  of  the  expanding  sac.  The  fetus  prob- 
ably died  at  about  the  end  of  the  thirtieth 
week.  The  probable  sequence  of  events 
leading  to  the  patient’s  death  were  puru- 
lent inflammation  of  the  sac  and  its  con- 
tents, rupture  of  the  sac  with  extreme 
shock,  and,  finally,  marked  diffuse  puru- 

Fig.  2 — Inner  view  of  fetal  sac  with  placenta  in  situ.  ]ej}£  peritonitis 


was  first  opened.  The  sac  still  contained  about 
500  cubic  centimeters  of  this  fluid. 

The  placenta  was  somewhat  conical  shaped  and 
measured  from  7 to  9 centimeters  in  its  various 
dimensions  (Fig.  2)  ; it  was  attached  to  the  portion 
of  the  sac  which  lay  against  the  uterus.  The 
membranes  surrounding  the  fetus  were  2 to  3 
millimeters  thick,  and,  posteriorly,  in  the  region 
of  discoloration,  they  were  very  fragile  and  the 
small  parts  of  the  fetus  broke  through  the  wall  in 
this  location  during  the  removal  of  the  genital 
organs.  The  umbilical  cord  was  practically  nor- 
mal in  every  way,  except  that  it  had  lost  its  con- 
nection with  the  placenta.  The  fetus  was  well 
developed  and  had  undergone  considerable  mumi- 
fication. 

Its  weight  was  3 pounds  after  preservation  in 
10  per  cent  formalin  for  three  months;  length,  38 
centimeters.  The  uterus  (Fig.  3)  lay  against  the 
right  wall  of  the  pelvis  and  measured  about  10 
by  5 by  3.5  centimeters.  The  uterine  canal  was 
empty  and  the  inner  surface  was  rather  smooth, 
and  grayish  in  color;  the  length  was  about  6 cen- 
timeter. The  parenchymatous  organs  of  the  abdo- 
men and  pelvis  were  essentially  normal,  save  the 
changes  already  described  in  their  peritoneal  cov- 
erings. 

Microscopic — The  peritoneum  was  very  hypere- 
mic  and  showed  much  leukocytic  infiltration.  The 
placenta  presented  an  unusually  small  proportion 
of  chorionic  villi  in  its  structure.  These,  however, 
were  well  preserved,  while  the  rest  of  the  organ 


Fig.  3 — External  view  of  the  fetal  sac,  with  right  tube 
and  with  uterus  laid  open. 
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A NOTABLE  ANNIVERSARY. 

Seventy  years  ago,  on  the  twelfth  of  this 
September,  there  was  born  in  Bonnet 
Carre,  Louisiana,  a child  who  was  destined 
to  become  one  of  the  best  known  and  most 
famous  surgeons  in  America.  Twenty 
years  later  Rudolph  Matas  began  the  ful- 
fillment of  his  destiny  by  being  graduated 
as  a doctor  of  medicine  from  Tulane  Uni- 
versity. By  dint  of  hard  work,  tenacity  of 
purpose  and  desire  to  accomplish,  coupled 
with  two  of  natures  finest  endowments,  a 
magnificent  brain  and  a splendid  constitu- 


tion; now  fifty  years  later,  this  medical 
neophyte  of  earlier  days  has  become  the 
most  distinguished  medical  man  of  New 
Orleans  and  Louisiana,  the  greatest  sur- 
geon of  the  South,  indeed  one  of  the  most 
renowned  that  American  has  ever  known. 
The  greatness  of  this  New  Orleans  surgeon 
has  been  recognized  in  this  country  and 
Europe.  The  very  real  appreciation  of 
Matas’  contributions  to  surgical  science, 
notably  in  vascular  surgery,  has  been 
shown  by  the  numerous  honors  that  have 
been  conferred  upon  him,  here  and  abroad. 

It  is  peculiarly  fitting  that  the  idea  of 
an  unusual  distinction  to  honor  the  name 
of  Matas  should  emanate  from  the  profes- 
sion of  his  loved  city.  Under  the  auspices 
of  a committee  of  professional  friends  and 
colleagues,  with  Dl\  Isidore  Cohn  as  Chair- 
man, a Matas  Festschrift  Volume  will  soon 
be  published.  A distinguished  list  of  con- 
tributors will  make  this  work  notable : 
Wilkie  of  Edinburgh,  Leriche  of  Stras- 
bourg, Alessandri  of  Rome,  Pujol  of  Barce- 
lona, Moure  of  Paris,  and  Finney,  Crile, 
Mayo,  Reid,  Hoffman  and  Lilienthal  of  this 
country  are  a few  among  the  surgeons  who 
will  contribute  to  the  volume,  a list  of  which 
indicates  positively  the  respect  and  the  ad- 
miration with  which  the  name  of  Matas  is 
greeted  throughout  the  world.  Now  and 
in  the  years  to  come,  may  they  be  many, 
this  Festschrift  Volume  should  prove  an 
unending  and  continuous  source  of  gratifi- 
cation and  pleasure  to  him  to  whom  it  is 
dedicated. 


POST  GRADUATE  INSTRUCTION. 

One  of  the  very  definite  indications  of 
the  need  and  the  desire  for  the  person  en- 
gaged in  the  practice  of  medicine  to  keep 
abreast  with  medical  and  surgical  diseases 
is  exemplified  by  the  very  large  size  of  the 
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Inter-State  Postgraduate  Medical  Associa- 
tion. This  organization  yearly  assembles 
■an  audience  of  thousands  of  medical  men 
coming  from  all  over  the  United  States. 
The  programs  are  extremely  full  and  com- 
plete, starting  early  in  the  morning  and 
lasting  until  late  in  the  evening.  Well 
known  clinicians  present  diagnostic  clinics 
and  give  addresses  on  an  extremely  varied 
number  of  subjects.  This  year  the  assem- 
bly will  be  held  in  Minneapolis  the  latter 
part  of  October,  and  the  program  will  be 
prepared  by  Dr.  Geo.  W.  Crile.  A few  of 
the  large  number  of  guest  speakers  include 
such  men  as  Lewellys  F.  Barker,  L.  A.  Abt, 
A.  D.  Bevan,  Harlow  H.  Brooks,  J.  B. 
DeLee,  J.  B.  Deaver,  Edmund  Grost  of  the 
American  Hospital  in  Paris,  Emile  de 
Grosz,  Professor  of  Opthalmology,  Univer- 
sity of  Budapest;  E.  Starr  Judd,  Dean 
Lewis,  Chas.  and  Wm.  Mayo,  W.  C.  Quinby, 
Leonard  G.  Rowntree  and  A.  H.  M.  J.  Van 
Rooy,  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Amsterdam. 

A list  of  men  of  this  calibre  certainly 
will  insure  a program  and  presentation  of 
scientific  facts  from  which  any  practitioner 
may  reap  a great  store  of  knowledge. 


MEDICAL  FACILITIES  OF  SHELBY 
COUNTY,  INDIANA. 

A county  which  was  considered  to  be  a 
typical  community  of  the  middle  west 
United  States,  namely,  Shelby  County, 
Indiana,  was  selected  by  the  Committee  on 
the  Costs  of  Medical  Care  to  study  the 
facilities  for  the  people  of  this  district  by 
which  they  might  obtain  medical  treatment 
as  well  as  to  learn  how  adequate  was  such 
treatment  and  how  the  costs  were  propor- 
tioned among  those  who  come  in  contact 
with  a sick  individual.  The  study  is  most 
enlightening. 

This  may  be  said  concerning  the  expen- 
ditures of  the  people  of  Shelby  County : 


The  per  capita  cost  of  service  of  physi- 
cians was  $7.18,  approximately  one-third 
of  the  total.  These  figures  include  drugs 
and  medicines.  The  cost  of  drugs  and 
medicines  not  dispensed  by  physicians 
totaled  $6.34,  or  roughly  30  per  cent  of  the 
total  expenditures.  Hospital  care  amounted 
to  15  per  cent  while  the  service  of  dentists 
totaled  10  per  cent.  The  cultists  received 
7 per  cent  whereas  the  nurse  was  paid  58 
cents  per  individual,  the  service  that  she 
rendered  approximating  2.7  per  cent  of  the 
total  cost.  For  public  health  the  expendi- 
tures were  very  small  approximating  1.3 
per  cent  of  the  total  amount  expended. 
These  figures  indicate  very  definitely  that 
in  rural  communities  at  least  the  doctor 
receives  rather  a small  percentage  of  the 
monies  expended  for  medical  care.  As  a 
matter  of  fact  the  drug  bill  of  this  com- 
munity, if  the  cost  of  drugs  dispensed  by 
physicians  are  included,  surpasses  by  con- 
siderable amount  the  income  of  all  the  doc- 
tors in  the  community. 

The  Committee  on  the  Costs  of  Medical 
Care  appreciate  and  realize  that  the  doctor 
is  not  primarily  responsible  for  the  ex- 
pense of  illness.  His  charges  represent  a 
comparatively  small  proportion  of  the  ex- 
penses arising  from  being  sick,  which,  of 
course,  include  not  only  various  medical 
services  but  also  the  economic  effects  of 
illness  on  the  profession,  business  or 
labors  of  the  sick  individual. 

There  are  many  and  diverse  features 
concerning  the  cost  of  sickness  which 
must  be  thrashed  out.  The  one  im- 
portant concern  which  should  interest 
physician  and  laity  is  how  to  insure  ade- 
quate treatment  without  throwing  too 
great  a financial  burden  on  the  sick  man 
and  his  dependents,  or  on  him  who  must 
finance  illness  in  his  family. 
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VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING. 

Staff  Meeting,  August  9,  1930. 

Abstract — Ovarian  pregnancy.  Demonstration 
of  specimen.  Dr.  G.  M.  Street. 

White  female  patient,  aged  26  years,  admitted 
to  hospital  July  14,  1930. 

Present  Illness — History  of  present  illness  began 
five  or  six  weeks  ago  with  sudden  severe  attack  of 
low  abdominal  pain,  not  localized,  involving  whole 
lower  part  of  abdomen  and  pelvis.  Some  nausea 
and  vomiting  and  fever  for  several  days  and  in- 
tense soreness.  Morphin  required  once  or  twice 
daily  for  several  days  for  relief.  Gradually  re- 
covered from  first  attack  and  was  fairly  well  over 
a period  of  two  weeks  when  a second  more  severe 
attack  occurred.  The  second  attack  was  similar 
to  the  first,  but  was  more  severe  and  lasted  longer. 
The  home  physician  was  undecided  as  to  the  cause 
but  thought  the  attack  might  be  appendicitis. 
During  last  attack,  menstruation  began  and  was 
rather  profuse  for  eight  or  ten  days.  Had  not 
previously  menstruated  for  over  six  weeks  but 
nothing  was  thought  of  this  as  patient  usually 
menstruated  only  every  six  weeks  or  two  months. 
Never  had  had  any  attacks  simulating  these 
before.  Family  and  past  history  was  not  remark- 
able. Once  induced  abortion  about  two  years  ago. 
Physical  examination:  Slight  muscular  rigidity 

and  slight  tenderness  in  both  lower  abdominal 
quadrants,  legs  in  midline.  Bimanual  examination 
not  satisfactory  because  of  tenderness  and  inability 
to  obtain  relaxation  of  abdominal  muscles.  How- 
ever, an  indefinite  mass  was  present  on  the  left 
and  a smaller  mass  on  the  right.  Pelvic  organs 
moderately  fixed;  abnormal  fullness  in  cul-de-sac. 

Temperature,  98.2°  F.;  pulse,  80.  Blood:  Leu- 

kocytes, 8,200;  small  lymphocytes,  19  per  cent; 
large  lymphocytes,  3 per  cent;  polymorphonuclear 
neutrophils,  76  per  cent  (12  immature  forms)  ; 
polymorphonuclear  eosinophils,  2 per  cent;  no 
malaria  found;  Wassermann  and  Kahn  tests 
negative;  catheter  specimen  of  urine  negative. 
Operation — On  July  15,  low  median  incision  under 
spinal  anesthesia.  Much  free  bloody  fluid  in  peri- 
toneum and  pelvis  filled  with  old  blood  clot.  Left 
ovary  size  of  large  orange  apparently  filled  with 
blood,  dark,  and  same  color  as  old  blood  clot.  Both 
tubes  swollen  and  edematous  and  dark  in  color. 
Uterus  normal  in  size.  Appendix  showed  chronic 
inflammation.  Blood  clots  and  fluid  removed  from 
pelvis;  left  ovary,  both  tubes  and  appendix  removed 
and  wound  closed  with  one  small  drain  through 
lower  angle  of  incision  from  bottom  of  pelvic 
ca"'tv.  Pathological  report:  Chronic  inflamma- 


tion of  appendix,  right  and  left  tubes.  Left  ovary: 
Mass,  2V2  x 2%  x 1 3A  inches,  irregular  ovoid 
shaped,  considerable  blood  clot  adherent  one  side. 
On  section,  at  % inch  from  surface  opposite  fim- 
briae of  tube  is  ovoid  space,  % x % x 1/3  inch, 
containing  embryo  3/16  inch  in  length.  Space 
ruptured  at  one  end  with  much  blood  throughout 
ovary.  Microscopic  examination  showed  preg- 
nancy; much  blood  clot.  Patient  has  made  an 
uneventful  recovery. 

Abstract — Carcinoma  of  the  upper  extremity  of 
the  femur,  metastatic  with  pathological  fracture 
as  the  first  symptom.  Dr.  A.  Street. 

White  female  patient,  aged  56  years,  widow,  no 
children.  Chief  complaint:  Severe  pain  in  region 

of  right  hip  following  a fall  shortly  before  admis- 
sion. Any  motion  of  the  thigh  causes  intolerable 
pain.  The  right  hip  region  has  been  painful  for 
three  weeks  prior  to  this  accident.  Had  had  a' 
slight  fall  three  weeks  ago  but  considered  it  in- 
significant. Has  noticed  a mass  in  the  right  breast 
for  one  year.  Examination:  External  rotation  of 

right  thigh;  % inch  shortening ; motion  of  thigh 
was  very  painful.  Roentgenogram  showed  frac- 
ture of  the  neck  of  the  femur,  close  to  the  head. 
The  margins  of  bone  at  the  line  of  fracture  showed 
rarefaction  and  gave  more  the  impression  of  an 
old  fracture  than  of  a fresh  one.  The  head  of  the 
femur  also  showed  rarefaction.  The  shape  of  the 
bone  was  normal  except  at  the  site  of  the  fracture. 
Right  breast  showed  an  indurated  mass  about  IV2 
inches  in  diameter  in  the  upper  lateral  quadrant. 
This  mass  was  attached  to  the  overlying  skin  and 
caused  some  dimpling.  Lesion  was  undoubtedly 
carcinoma.  No  palpable  axillary  glands.  There 
was  doubt  as  to  whether  fi-acture  was  a path- 
ological one,  developing  in  a bone  metastasis  from 
the  breast  lesion  or  a somewhat  old  fracture,  re- 
sulting from  a slight  fall  three  weeks  before 
admission.  Plaster  was  applied  with  the  thigh 
abducted  and  patient  allowed  to  go  home  with 
instructions  to  return  in  five  weeks.  On  re- 
turning after  five  weeks,  roentgenogram  showed 
extensive  changes  in  the  entire  upper  extremity 
of  the  femur  and  extending  down  into  the  shaft. 
These  changes  were  compatible  with  those  seen  in 
bone  metastasis  of  carcinoma.  Bad  prognosis  was 
given.  Removal  of  tissue  from  the  femur  for  con- 
firmation of  diagnosis  was  recommended.  In  view 
of  the  bad  prognosis,  the  patient  decided  against 
biopsy. 

Abstract — Chronic  pyelitis  with  acute  exacerba- 
tions; uroselectan  as  an  aid  in  diagnosis.  Dr.  G.  C. 
Jarratt. 

White  female  child,  aged  7 years,  seen  on 
June  20,  1930.  Chief  complaint:  Fever,  nausea 
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and  vomiting.  Present  illness:  Mother  stated 

child  was  suddenly  taken  ill  yesterday  with  fever 
106°  F.,  nausea  and  vomiting.  Fever  continued 
until  about  midnight,  then  became  normal,  nausea 
and  vomiting  off  and  on  until  midnight.  Had  been 
feeling  fine  day  seen.  Past  history:  Measles  four 

years  ago;  pneumonia  in  infancy.  Tonsillectomy 
and  adenoidectomy  four  years  ago  following 
measles.  Following  measles  four  years  ago,  child 
developed  high  fever  with  nausea  and  vomiting. 
In  hospital  diagnosis  of  pyelitis  was  made.  Re- 
mained in  hospital  ten  days.  One  month  later  had 
another  attack  with  high  fever,  nausea  and  vomit- 
ing and  was  told  that  condition  was  due  to  pyelitis. 
It  was  after  this  attack  that  tonsils  and  adenoids- 
were  removed  as  possible  causative  foci  of  pyelitis. 
Since  that  time,  patient  has  had  spells  of  illness 
off  and  on  every  months  or  two,  illness  lasting 
seven  to  ten  days  with  high  afternoon  fever,  nausea 
and  vomiting.  Child  came  under  observation  in 
this  clinic  in  May,  1929,  two  years  after  onset. 
At  that  time  a diagnosis  of  sinusitis  involving  both 
antrums  and  ethmoid  sinuses  was  made.  Urine 
contained  pus,  leukocyte  count  was  increased  and 
differential  leukocyte  count  showed  increased  per 
cent  of  neuti'ophils.  Sinuses  were  treated  by  oto- 
laryngologist and  alakaline  and  alternating  urotro- 
pin  and  sodium-acid-phosphate  therapy  instituted. 
Child  recovered  from  illness  in  seven  days,  but 
continued  to  show  pus  in  the  urine  varying  from 
many  pus  cells  to  rare  pus  cells.  In  February, 
1930,  child  returned  with  temperature  of  103°  F., 
nausea  and  vomiting.  The  physical  examination 
at  this  time  was  essentially  negative;  urine  showed 
numerous  pus  cells  with  large  trace  of  albumin. 
Admitted  to  hospital  for  stay  of  four  days  when 
temperature  became  normal.  During  stay  in  hos- 
pital was  given  urotropin,  sodium-acid-phasphate, 
and  mercurochrome  intravenously.  After  leaving 
hospital  mercurochrome  treatments  were  continued 
at  weekly  intervals.  The  urine  continued  to  show 
varying  amounts  of  pus  but  child  has  had  no 
acute  illness  up  to  observation  one  June  20,  1930. 
At  this  time  there  had  been  no  internal  treatments 
for  a period  of  three  months.  Family  history: 
Mother  living  and  well ; father  living  and  well ; 
only  child.  No  tuberculosis  in  family.  No  mis- 
carriages. Physical  examination:  General  ap- 

pearance was  that  of  a well  developed  but  under- 
nourished white  female  child,  acutely  ill  and 
anemic  in  appearance.  General  physical  examin- 


ation apparently  not  remarkable.  Urine  showed 
slight  trace  of  albumin;  few  pus  cells.  Leukocyte 
count,  12,600;  lymphocytes,  14  per  cent;  neutro- 
phils, 85  per  cent;  eosinophils,  1 per  cent;  no 
malaria.  Widal  test  negative.  Urine  continued  to 
show  pus  cells  and  leukocyte  count  remained 
elevated.  On  July  4,  cystoscopic  examination  was 
made.  Specimen  from  left  kidney  showed  some  pus 
cells,  no  B.  tuberculosis,  no  other  organisms  by 
smears  or  culture.  Specimen  from  right  kidney 
showed  some  pus  cells,  no  B.  tuberculosis,  no  other 
organisms  by  smear  or  culture. 

On  July  2,  40  cc.  of  a 40  per  cent  solution  of 
uroselectan  was  given  intravenously  and  a series  of 
roentgenograms  of  genito-urinary  tract  made,  the 
first  in  15  minutes,  second  in  20  minutes,  and  the 
last  one  hour  after  injection.  Slight  hydrone- 
phrosis of  the  left  kidney  with  hydroureter  was 
demonstrated.  Right  kidney  not  plainly  shown  but 
ureter  normal.  No  stones  or  anatomical  abnor- 
mality of  genito-urinary  tract  seen.  Course  and 
treatment:  For  seven  days  following  onset  of 

illness  on  June  20,  child  remained  acutely  ill,  with 
high  fever  in  afternoon  and  occasional  nausea  and 
vomiting.  During  this  time  received  large  doses 
of  alkali,  with  symptomatic  treatment  for  tem- 
perature, nausea  and  vomiting.  After  subsidence 
of  temperature,  one  injection  of  three  cc.  of  one 
per  cent  mercurochrome  was  given  intravenously. 
At  cystoscopic  examination  on  July  4,  there  was 
found  slight  congestion  about  the  trigone  of  blad- 
der; catheters  slipped  easily  into  pelves  of  kidneys. 
Lipiodol  was  injected  into  pelvis  of  right  kidney 
to  obtain  radiogram  as  uroselectan  did  not  show 
conditions  satisfactorily;  a slightly  dilated  pelvis 
was  found.  Pelvis  of  left  kidney  was  injected 
with  three  cc.  of  a two  per  cent  silver  nitrate 
solution.  One  week  later  another  cystoscopic  ex- 
amination was  made  and  three  cc.  of  two  per  cent 
silver  nitrate  solution  were  injected  into  the  pelvis 
of  each  the  kidneys.  In  additon  to  above,  child 
was  given  large  doses  of  sodium  acid  phosphate 
and  urotropin.  Since  July  11,  there  has  been 
no  pus  in  urine  and  no  illness.  Patient  has  gained 
eight  pounds  in  weight,  color  is  much  improved 
and  general  physical  condition  is  better.  It  is 
expected  to  keep  the  child  on  large  doses  of  alkali 
for  a period  of  three  weeks,  alternating  with 
urotropin  for  the  same  period.  It  is  believed 
that  this  treatment  will  result  in  a permanent 
cure. 
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ANNUAL  REPORTS  OF  OFFICERS 
ADDRESS  OF  RETIRING  PRESIDENT 
Dr.  E.  D.  Fenner. 

Fellow  Members  of  the  Orleans  Parish  Medical 

Society;  and  Ladies  and  Gentlemen: 

It  might  reasonably  be  expected  that  I should 
make  my  swan  song  as  President  of  this  Society 
in  the  form  of  an  address  dealing  with  some  of 
the  problems  in  which  the  Public  is  as  deeply 
concerned  as  our  own  profession.  The  educa- 
tional campaign  to  teach  the  people  how  they 
may  protect  themselves  from  disease,  whereby 
the  ravages  of  smallpox,  typhoid,  hookworm 
disease,  and  many  others,  have  been  so  wonder- 
fully reduced;  the  ever  widening  circle  of  medical 
and  surgical  knowledge,  whose  volume  has  be- 
come too  great  for  any  man  to  grasp  entire,  and 
has  inevitably  resulted  in  the  development  of 
the  specialist;  the  disturbing  costs  of  hospital 
care;  the  abuse  of  charity  by  the  well  to  do 
whereby  the  funds  devoted  by  a generous  public 
to  the  relief  of  the  miseries  of  the  poor  are 
squandered  upon  the  undeserving;  any  one  of 
these  might  be  the  theme  for  an  address  since 
they  are  matters  in  which  you  are  every  one  of 
you  vitally  concerned.  I have,  however,  decided 
to  refrain  from  making  an  oration  and  to  con- 
fine myself  to  a very  brief  comment  upon 
my  experience  as  the  executive  officer  of  this 
society. 

The  past  year  has  been  marked  by  no  revolu- 
tionary activities,  but  has  been  rather  a quiet 
and  peaceful  progress  along  well  established  lines, 
in  the  development  and  execution  of  policies  ap- 
proved by  the  membership.  Upon  assuming  the 
office  of  President  I very  definitely  decided  that 
I was  not  born  to  be  a Boss  or  a Dictator.  My 
experience  in  the  details  of  the  Society’s  business 
was  extremely  limited  as  I had  never  held  office 
before.  I needed  advice  on  many  occasions,  and 
freely  sought  it  of  men  familiar  with  the  subject. 
In  the  appointment  of  the  numerous  committees 
made  necessary  by  the  varied  activities  of  the 
society  I tried  to  select  men  upon  whose  activity 
I could  depend  to  act  as  Chairmen,  and  to  place  on 
the  lists  representatives  of  every  shade  of  opinion 
amongst  the  membership.  If  any  one  has  felt 
that  his  length  of  membership,  or  his  interest  in 
the  Society,  was  not  recognized,  through  failure 
to  be  appointed  upon  one  of  the  Committees,  I 
can  assure  him  that  the  omission  was  not  delib- 
erate or  intentional. 

I cannot  step  down  from  office  without  express- 
ing my  deep  appreciation  and  gratitude  to  my 
colleagues  on  the  Board  of  Directors  for  their 
constant  support,  and  to  the  Chairmen  of  the 


various  Committees  for  the  efficiency  with  which 
they  have  discharged  their  duties.  In  particular 
I wish  to  express  to  Dr.  I.  M Gage,  the  Chairman 
of  the  Committee  on  Scientific  Essays,  my  grati- 
tude for  the  quality  and  variety  of  the  programs 
presented  to  us,  for  which  his  devotion  is  re- 
sponsible. 

Finally,  I desire  to  extend  to  my  successor,  and 
to  the  new  Board  of  Directors  my  heartiest  good 
wishes.  Their  election  without  opposition  of  any 
sort  is  an  indication  of  harmony  of  spirit  which 
permeates  our  membership.  Free  from  factional 
division,  our  energies  are  devoted  to  the  advance- 
ment of  Orleans  Parish  Medical  Society,  and  not 
wasted  upon  the  gratification  of  grudges,  or  pure- 
ly personal  ambitions. 


INAUGURAL  ADDRESS* 

Dr.  C.  Grenes  Cole 

Mr.  President,  Fellow  Members  of  the  Orleans 

Parish  Medical  Society,  Ladies  and  Gentlemen: 

The  affairs  of  the  Society  during  the  year  of 
1929  have  been  so  ably  conducted  by  our  retiring 
President,  Dr.  Fenner  and  his  ardent  co-workers, 
the  members  of  his  board,  that  little  is  left  for 
the  incoming  administration  to  do. 

I feel  that  if  the  incoming  executive  body  holds 
aloft  the  banner  of  high  achievements  already  at- 
tained and  keeps  in  motion  the  great  wheels  of 
progress  which  the  past  administration  has  set 
moving  we  will  have,  at  least,  accomplished  a 
great  work. 

There  are  many  things,  however,  begun  by  our 
predecessors  that  have  not,  as  yet,  been  completed 
and  it  will  be  the  duty  and  pleasure  of  the  incom- 
ing administration  to  forward  the  advancement 
of  these  measures  to  full  completion  when  pos- 
sible. 

Most  important  among  these  is  Hospital  Abuse. 
This  administration  pledges  itself  to  keep  alive 
this  great  issue  and  an  active  committee  will  be 
appointed  for  this  purpose. 

I believe,  through  the  activity  of  this  organiza- 
tion, that  much  has  already  been  done  on  this 
subject,  but  there  are  greater  things  to  be  accom- 
plished in  the  future  and  we  should  lend  our  every 
energy  and  support  to  this  meritorious  undertak- 
ing. While  our  dear  Charity  Hospital  is  guilty 
in  some  measure  there  are  other  institutions,  in 


*Read  before  Orleans  Parish  Medical  Society 
January  13,  1930. 
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my  opinion,  comparatively  more  guilty  and  have 
less  excuse  for  this  abuse.  You  cannot  unfor- 
tunately legislate  against  these  offenders  as  was 
done  against  the  Charity  Hospital,  and  this  makes 
it  more  difficult  to  correct. 

I believe,  at  present,  the  Superintendent  and 
Board  of  Administrators  of  the  Charity  Hospital 
as  at  no  other  time  are  more  in  sympathy  and 
accord  with  our  fight  against  hospital  abuse,  and 
it  is  hopeful  that  our  efforts  to  correct  this  evil 
will  soon  bear  fruit  and  eventually  be  crowned 
with  success.  This  will  not  come  or  cannot  be 
expected  to  come  in  a day  or  a year  or  years, 
but  let  us  ever  be  alive  to  the  issue  and  some 
day  we  will  come  to  a realization  of  our  dreams. 

Another  important  subject  which  stands  out  in 
grand  review  is  the  work  to  be  done  by  our 
Publicity  Committee.  This  committee  can  accom- 
plish much  for  the  good  of  our  organization  and 
the  public,  and  establish  confidence  which  will 
be  mutually  beneficial  to  all.  The  public  is  crying 
for  real  and  true  facts  regarding  many  subjects 
of  daily  interest  for  the  welfare  and  betterment 
of  suffering  humanity,  and  this  information  can 
only  be  given  intelligently  by  the  members  of  our 
profession  and  this  organization  should  be  the 
fountain  head  from  which  this  information  and 
advice  should  spring. 

I am  informed  that  the  daily  press  has  ex- 
pressed a desire  to  cooperate  with  us  in  educating 
the  public  health  matters  and  to  help  establish  a 
closer  relationship  between  the  medical  profession 
and  the  public,  and  it  is  sincerely  hoped  that 
our  publicity  committee  will  function  in  a man- 
ner to  establish  a more  cordial  feeling  between 
our  organizations  and  the  press  which  will  assure 
us  of  their  support  in  this  purely  educational 
campaign. 

Your  Legislation  Committee  will  probably  again 
be  called  to  the  colors  to  defend  organized  medi- 
cine against  charlatans  and  quacks  in  their  at- 
tempts to  destroy  or  lower  the  high  standards  or 
requirements  now  demanded  by  our  Board  of 
Medical  Examiners  as  embodied  in  our  Medical 
Practice  Act. 

Our  present  Board  of  Medical  Examiners  are 
always  alert  and  eagerly  watching  any  planned 
assault  on  the  organized  and  legitimate  practice 
of  medicine.  We  wish  to  assure  this  Board  of 
our  hearty  support  and  cooperation  at  all  times. 

Within  the  ranks  of  this  Society  this  adminis- 
tration shall  recognize  no  politics  and  its  affairs 
shall  be  conducted  for  the  benefit  of  organized 
medicine  and  it  is  sincerely  hoped  that  the  entire 
membership  will  feel  that  this  is  their  organiza- 


tion and  without  their  loyal  and  united  support 
the  Executive  Body  can  accomplish  but  little. 

Our  scientific  programs  should  be  made  as  at- 
tractive as  possible,  and  I earnestly  appeal  to  you 
individually  and  collectively  to  attend  these  meet- 
ings and  encourage  the  committee  and  essayists 
in  their  efforts  for  your  betterment  and  enter- 
tainment. 

There  are  many  other  issues  of  importance  that 
will  come  up  for  action  which  I shall  not  mention 
tonight,  and  the  Executive  Body  shall  always  give 
them  the  attention  they  deserve  and  ask  for 
your  indulgence  and  help  in  our  efforts  for  their 
solution. 

The  applauding  public  which  witnessed  the 
masterly  presentation  of  the  “Sea  Beast,”  as  por- 
trayed by  John  Barrymore,  whose  art  is  worthy 
the  talented  American  forebearers  from  whom  he 
springs,  thought  exaggerated  the  pictured  torture 
he  suffered  in  having  his  amputated  leg  immersed 
into  a pot  of  hot  tar;  yet  less  than  one  hundred 
years  ago  this  was  scientific  surgery. 

It  was  only  in  1800  that  surgery  was  divorced 
from  butchery  and  placed  among  the  sciences 
when  the  English  Parliament,  after  repeated  re- 
fusals, granted  a charter  to  the  Royal  College  of 
Surgeons,  and  after  Lord  Thurlow  had  publicly 
proclaimed  that  there  was  no  more  science  in 
surgery  than  in  butchering. 

Prior  to  1800  surgery  had  no  place  among  the 
sciences,  although  medicine  had  a well  established 
and  honorable  status. 

From  Hippocrates,  460  years  before  Christ,  to 
1800  Anno  Domini,  surgery  made  little  advance. 
Two  great  discoveries  before  1800  influenced  the 
progress  of  surgery;  Harvey’s  in  1628  establish- 
ing the  circulation  of  the  blood,  augmented  by 
Nalpighi’s  discovery  of  the  capillary  system  in 
1661. 

Prior  to  these  discoveries,  hemorrhage  was 
mysterious,  and  presumed  to  be  in  obedience  to 
the  command  of  God;  and  only  operations  of  dire 
necessity  were  ever  attempted. 

The  second  fundamental  discovery,  was  John 
Hunter’s  (who  was  born  in  1728)  and  refers  to 
inflammation,  the  healing  of  wounds  by  blood 
clot  and  the  ligation  of  the  vessels  in  their  con- 
tinuity. 

These  two  great  discoveries  prior  to  1800,  and 
the  two  great  discoveries  after  1800,  viz,  Anes- 
thesia and  Antiseptics  raised  surgery  from  butch- 
ery, and,  in  less  than  100  years,  had  placed  it 
at  the  apex  of  the  loftiest  science  of  all  times  for 
the  betterment  of  the  human  race. 
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From  the  days  when  barbers  were  chief  sur- 
geons, to  the  days  when  the  brilliant  mind  and 
matchless  executions  of  our  own  Matas,  com- 
mand the  admiration  of  the  world,  is  a short 
time;  paralleled,  possibly,  for  the  rapidity  of  its 
evolution,  only  by  the  astounding  discoveries  and 
development  of  aviation  and  radiation;  and  great 
though  these  latter  be,  they  must,  as  regards  the 
general  welfare  of  humanity,  take  rank  subordi- 
nate to  surgery. 

The  most  fascinating  subject  of  contemplation, 
is  the  evolution  of  surgery,  the  discovery  and  em- 
ployment of  anesthetics;  the  discovery  and  prac- 
tice of  antiseptics;  the  discovery  and  application 
of  modern  therapeutics  and  diagnostic  aids,  and 
the  improvement  of  old,  and  the  discovery  of  new 
operations,  constitute  the  world’s  greatest  achieve- 
ments in  an  age  of  the  world’s  greatest  develop- 
ment; and  of  these,  anesthesia,  outranks  them  all; 
and  for  this  wonderful  boom  to  suffering  human- 
ity, although  gratefully  used  throughout  the  civil- 
ized world,  the  world  is  confessedly  indebted  to 
America. 

But,  my  friends,  I do  not  intend  to  bring  coal 
to  Newcastle  upon  this  occasion;  nor  to  make  the 
American  Eagle  squeal;  nor  to  delay  you  by  ref- 
erences to  the  great  accomplishments  of  our  noble 
profession,  which  to  all  of  you  are  trite,  but  per- 
mit me  to  express  my  keen  appreciation  for  the 
honor  you  have  conferred  upon  me  in  calling  me 
to  the  presidency  of  this  Association.  Certainly 
it  is  the  most  prized  distinction  which  has  come 
to  my  professional  life,  and,  probably  will  be  sur- 
passed by  no  other. 

The  progress  and  development  of  medical 
science  during  the  past  half  century,  has  exceeded 
its  combined  accomplishments  of  all  prior  ages; 
and  to  be  found  fit,  by  this  august  body,  far  the 
exalted  office  to  which  you  have  elected  me  unop- 
posed is  a compliment  for  which  I am  sure  I am 
more  indebted  to  your  kind  and  considerate  friend- 
ship, than  to  any  professional  merit  of  my  own. 

Occupied  as  you  know  I am,  by  the  daily  de- 
mands of  an  active  practice,  you  cannot  expect 
me  upon  this  occasion  to  present  to  you  a beau- 
tiful boquet  of  roses,  culled  from  the  flowery 
fields  of  literature,  posing  in  a vase  of  precious 
ore,  plucked  from  the  hidden  caves  of  the  classics; 
but  you  will  pardon  me  if  I take  advantage  of 
this  opportunity  to  express  myself,  radical  though 
it  be,  upon  a subject  very  dear  to  my  heart. 

Excepting  only  Religion,  our  glorious  science 
is  the  most  important  field  of  human  endeavor; 
and  because  of  the  opportunity  it  offers  for  ma- 
terial aggrandizement,  the  temptation  is  strong 
to  subordinate  to  the  petty  benefits  of  individual 


profits,  its  grander  opportunities  for  human  wel- 
fare. 

To  withstand  these  temptations  is  obedience  to 
professional  ethics.  So  important  is  it,  I am 
l-adical  enough  to  predict  a time  when  the  practice 
of  our  profession  for  personal  profit  will  be  pro- 
hibited, and  its  licensed  members,  limited  to  scien- 
tists, paid  by  governmental  bounties,  and  secured 
against  infirmaties  and  age,  by  governmental  pen- 
sions. 

Physicians  and  surgeons  are  public  benefactors; 
and  their  researches  and  discoveries,  ultimately, 
will  be  protected  by  government  against  the  har- 
rassments  and  distractions  incident  to  personal 
concerns  and  family  affairs. 

No  practitioner  will  be  admitted  to  the  pro- 
fession whose  object  is  financial  gain  or  individual 
profit. 

Our  aim  should  be,  exclusively,  the  expansion 
of  medical  and  surgical  knowledge,  the  allevia- 
tion of  human  suffering  and  the  promotion  of 
human  health,  utterly  regardless  of  personal  gain. 

The  endowment  of  hospitals,  even  though  at 
the  expense  of  the  endowment  of  academic  insti- 
tutions, will  advance  the  betterment  of  mankind. 
The  Rockefeller  foundation  of  medical  research, 
far  more  than  the  University  of  Chicago,  much 
more  greatly  endowed,  contributes  to  the  greater 
welfare  of  humanity,  unrestricted  by  racial  or 
national  distinctions. 

The  value  to  science  of  the  discovery  of  radium 
by  Mrs.  Curie  and  her  husband,  who  donated  it 
to  humanity  without  pay,  dwarfts  the  greatest 
material  achievements  of  Ford  and  Morgan. 

That  medicine  and  surgery  should  exploit  hu- 
manity for  material  gain  or  individual  profit,  is 
shocking  to  the  votaries  who  worship  at  the 
shrine  of  our  idolatry. 

Government  hospitals  and  universities  for  med- 
ical and  surgical  research,  expending  annually 
billions  of  dollars,  under  the  direction  and  con- 
trol of  altruistic  scientists,  would  be  an  economy, 
paying  profits  in  hundred  percents,  because  of 
the  betterment  of  men,  women  and  children,  and 
the  promotion  of  the  general  health. 

Dreamer  though  I be,  remember  our  profes- 
sions produced  Pasteur,  the  greatest  human  bene- 
ficiary of  all  times,  whose  life  is  an  example  of 
spiritualized  humanity.  Individual  practitioners, 
worthy  the  noble  profession  he  immortalized, 
have  it  within  their  humble  power  to  follow  his 
example  of  self  abnegation  and  absorbing  devo- 
tion to  our  great  cause. 
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When  the  Lone  Eagle  thrilled  the  watching 
world  by  his  flight  from  Roosevelt  field  to  Paris, 
the  world  went  wild;  but  when  our  young  doctors 
sacrificed  themselves  upon  the  altar  of  medical 
experiment  and  submitted  to  inoculation  from 
typhoid  and  other  diseases,  they  were  greater 
heroes. 

Within  the  keeping  of  this  parochial  Associa- 
tion, to  the  presidency  of  which  you  have  honored 
me,  is  this  ethical  standard  of  individual  sacri- 
fice and  professional  excellence.  Let  it  be  the 
purpose  of  this  administration  to  hold  aloft  the 
sacred  torch,  until  the  holy  flame  shall  spread 
abroad  the  glorious  conflagration,  bringing  the 
whole  world  of  medicine  and  surgery  within  the 
widening  circle  of  its  effulgent  radiance. 

ANNUAL  REPORT  OF  THE  SECRETARY 
ORLEANS  PARISH  MEDICAL  SOCIETY 

Dr.  H.  Theodore  Simon 

The  Secretary  begs  your  indulgence  in  submit- 
ting the  following  report  of  happenings,  some  of 
which  will  of  necessity  be  repeated  by  other  Offi- 
cers and  Chairmen  of  Committees. 

The  year  1929  has  again  seen  the  Society  go 
through  one  of  its  most  active  years  in  History. 
The  year  ended  with  a total  membership  of  515 
which  is  exactly  the  membership  of  last  year. 
Of  this  number  486  are  Active  Members,  23  Asso- 
ciate Members,  3 Interne  Members  and  3 Honor- 
ary Members. 

Losses  during  the  year  number  20.  Of  these 
there  were  deaths,  5;  removals,  6;  resignations 
on  account  of  removals,  5 ; dropped  for  non-pay- 
ment of  dues,  4.  There  was  a fair  gain,  but  with 
the  losses  deducted  the  net  increase  was  zero. 

Your  Board  of  Directors  has  on  several  occa- 
sions gone  over  the  list  of  about  fifty  eligible 
doctors  and  personally  seen  some  of  these  men 
endeavoring  to  obtain  their  applications  for  mem- 
bership. Your  Secretary  feels  that  everything 
possible  has  been  done  to  bring  in  all  reputable 
physicians  in  the  Parish  of  Orleans. 

MEETINGS 

The  Board  of  Directors  has  held  ten  meetings. 
Many  matters  were  brought  to  them  for  consid- 
eration and  each  and  every  member  cooperated 
in  an  endeavor  to  dispense  with  these  various 
matters. 

The  Society  has  held  16  meetings  which  includ- 
ed joint  meetings  during  this  year.  Of  this  num- 
ber there  was  the  Installation  Meeting,  3 Quarter- 
ly Executive  Meetings,  3 Joint  Clinical  Meetings 
with  the  Charity  Hospital  Staff,  one  meeting  as 
the  guest  of  the  United  States  Marine  Hospital 


Staff,  one  joint  meeting  with  the  New  Orleans 
Gynecological  and  Obstetrical  Society  and  the 
Stanford  E.  Chaille  Oration. 

The  Chairman  of  the  Scientific  Essays  Commit- 
tee, Dr.  I.  M.  Gage,  is  to  be  congratulated  on  the 
interesting  programs  presented  during  the  year. 
One  of  the  outstanding  meetings  was  held  during 
the  State  Society  meeting  when  the  Canti  Cancer 
films  Were  shown. 

The  Society  had  the  pleasure  of  having  four 
guests  present  to  read  paper’s,  namely : 

Dr.  Carl  Henry  Davis,  Milwaukee. 

Dr.  W.  C.  Rucker,  U.  S.  Marine  Hospital,  New 
Orleans. 

Dr.  J.  H.  Watkins,  New  Orleans. 

Dr.  Earl  Garside,  New  Orleans. 

CHAILLE  MEMORIAL  ORATION. 

The  fourth  oration  commemorating  the  mem- 
ory of  Dr.  Stanford  E.  Chaille  was  held  Decem- 
ber 6.  Dr.  Willard  E.  Rappleye,  Director  of 
Study,  Commission  on  Medical  Education,  New 
Haven,  Connecticut,  was  the  orator.  There  was 
a splendid  attendance  at  this  meeting. 

BY-LAWS. 

The  section  of  the  By-Laws  pertaining  to  Mem- 
bership was  amended  to  allow  doctors  residing  in 
the  1st  and  2nd  Congressional  Districts  to  become 
members  of  this  Society. 

One  of  the  outstanding  happenings  during  this 
past  year  was  the  organizing  of  the  Women’s 
Auxiliary  in  Orleans  Parish. 

A new  contract  was  signed  with  the  New  Or- 
leans Medical  and  Surgical  Journal  to  publish  the 
proceedings  of  your  Society,  whereby  it  shall  run 
for  an  indefinite  period  with  privilege  to  cancel- 
lation by  either  party  with  three  months  notice. 

HISTORY. 

The  History  of  the  Orleans  Parish  Medical 
Society  being  written  by  Dr.  A.  E.  Fossier  is  not 
quite  completed.  The  members  are  still  sending 
in  their  photographs  for  this  History,  and  those 
who  have  not  already  done  so  are  requested  to 
send  their  pictures  in  at  once  as  this  publication 
will  be  ready  in  the  early  spring. 

The  Society  turned  over  to  the  State  Society 
a check  to  cover  the  subscriptions  sent  in  by  the 
members  for  the  Matas  History. 

The  Senators  and  Representatives  from  Louisi- 
ana have  been  solicited  to  use  their  influence  for 
the  establishment  of  a Diagnostic  Center  in  New 
Orleans  in  view  of  the  fact  that  the  Veterans 
Hospital  at  Algiers  was  moved  to  Alexandria. 
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The  plans  for  office  space  in  the  new  Tulane 
Medical  School  were  accepted  by  the  Board  of 
Directors,  and  it  is  hoped  that  the  first  meeting 
following  our  summer  vacation  will  be  held  there. 

The  annual  dinner  held  December  14  at  the 
Chess  Club  was  a testimonial  dinner  in  honor  of 
Dr.  John  H.  Musser,  President  of  the  American 
College  of  Physicians  and  Dr.  C.  Jeff  Miller, 
President-elect  of  the  American  College  of  Sur- 
geons. It  was  well  attended. 

A doctors’  golf  tournament  was  held  at  the 
Metairie  Golf  Club  during  the  year. 

GROUP  INSURANCE. 

The  rate  of  premium  on  group  insurance  was 
slightly  increased.  216  members  are  now  carry- 
ing this  insurance.  Three  premiums  were  paid 
to  beneficiaries  during  1929. 

The  following  Delegates  and  Alternates  to  the 
Louisiana  State  Medical  Society  were  elected  for 
a term  of  two  years. 

Delegates:  Drs.  F.  M.  Johns,  John  A.  Lanford, 

W.  H.  Seemann,  E.  D.  Fenner,  Henry  Daspit,  M. 
T.  Van  Studdiford,  Chaille  Jamison,  D.  N.  Sil- 
verman, E.  L.  King,  Isidore  Cohn. 

Alternates:  Drs.  Randolph  Lyons,  E.  L.  Leck- 

ert,  Jerome  E.  Landry,  J.  Birney  Guthrie,  W.  D. 
Phillips,  E.  H.  Lawson,  Paul  J.  Gelpi,  Jules  E. 
Dupuy,  Maurice  J.  Gelpi,  John  Signorelli. 

OFFICE  ORGANIZATION. 

The  work  in  the  office  is  steadily  on  the  in- 
crease, owing  to  the  detail  work  of  collecting  and 
paying  premiums  on  the  group  insurance  and  also 
on  account  of  the  many  circular  letters  sent  to 
the  membership  notifying  them  of  routine  busi- 
ness. 

I wish  to  sincerely  thank  Miss  Lucille  Maier, 
our  Assistant  Secretary-Treasurer  for  her  faith- 
fulness and  promptness  in  her  endeavors  to  co- 
operate. 

I wish  to  thank  the  President  and  each  mem- 
ber of  the  Board  of  Directors  for  their  hearty 
cooperation,  and  in  conclusion  I wish  to  express 
my  gratitude  to  the  General  Membership  for  the 
opportunity  they  have  given  me  to  serve  the 
Society. 

Respectfully  submitted, 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


ANNAL  REPORT  OF  LIBRARIAN. 

Dr.  Daniel  N.  Silverman. 

Number  of  volumes  added  to  Library  during 
last  five  years:  1925,  418;  1926,  668;  1927,  870; 
1928,  682,  and  1929,  1467. 

Of  the  1467  volumes  added  during  1929,  177 
were  received  from  the  New  Orleans  Medical 
and  Surgical  Journal,  783  by  gift,  400  by  bind- 
ing, 46  by  regular  subscription  and  61  by  pur- 
chase. Lists  of  new  titles  of  recent  date  have 
Seen  published  month  by  month  in  the  Journal 
as  have  also  lists  of  donors.  Suffice  it  to  say  at 
this  time  that  we  have  received  gifts  of  books 
and  journals  from  67  agencies  and  individuals. 
The  total  number  of  bound  volumes  in  the  Library 
on  December  31,  1929  is  15,257. 

Twenty-three  bibliographies  have  been  added  to 
our  files  on  subjects  as  listed  currently.  Material 
for  many  others  has  been  compiled,  but  lack  of 
time  has  prevented  their  formal  incorporation  in 
our  records. 

Miss  Marshall  represented  our  Library  and  that 
of  Tulane  Medical  College  at  the  Medical  Library 
Association  in  Cleveland  and  was  elected  national 
Treasurer  of  that  body. 

The  Library  helped  with  Longer  Life  Week, 
by  furnishing  material  for  the  talks  to  clubs  and 
schools, — statistics  on  the  economic  cost  of  ill- 
ness, mortality  from  preventable  diseases,  etc. 

On  a basis  of  permanent  loan  225  volumes 
from  our  duplicate  collection  have  been  sent  to 
the  Hotel  Dieu  to  aid  in  the  starting  of  a medi- 
cal library  at  that  p’ace. 

Four  meetings  of  the  Library  Committee  were 
held  during  the  year,  full  attendance  and  enthusi- 
asm evidencing  the  interest  of  the  members  of 
the  Committee. 

Complete  financial  statement  of  Library  re- 
ceipts and  expenditures  is  herewith  presented. 

The  Library  needs  additional  funds  very  badly, 
in  order  to  fill  the  many  gaps  in  our  Journal  files 
and  bind  the  hundreds  of  volumes  on  our  shelves 
which  need  it  so  badly. 


ANNUAL  REPORT  OF  FINANCE  COMMITTEE 
Dr.  John  A.  Lanford 
To  the  Officers  and  Members, 

Orleans  Parish  Medical  Society. 

Gentlemen : 

During  the  year  we  have  increased  the  hold- 
ings of  the  Domicile  Fund  by  the  purchase  of 
two  $1,000.00  bonds.  There  was  uninvested  at 
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the  end  of  the  year  $1,670.48  of  accumulated  in- 
terest. Taking  away  the  anticipated  interest  col- 
lected for  1930  will  enable  us  to  show  $38,000.00 
par  value  holdings  of  bonds  in  the  Domicile 
Fund  at  the  end  of  the  year. 

A consideration  of  our  bank  balance  as  of 
December  31st,  1929,  shows  in  the  general  ac- 
count $1,737.49  against  which  must  be  charged 
the  History  Fund  and  insurance  collected  in  ad- 
vance amounting  to  $2,576.75  which  indicates 
that  the  general  expense  of  the  organization  util- 
ized the  entire  year’s  income.  It  has  been  the 
policy  of  the  Board  for  several  years  to  set  aside 
any  surplus  that  might  be  present  at  the  end  of 
the  year  to  purchase  securities  for  the  Library 
Endowment  Fund,  but  this  fund  has  not  been  in- 
creased since  February,  1927,  at  which  time  we 
had  $10,000  par  value  bonds. 

We  are  having  more  and  more  difficulty  in 
meeting  the  routine  expenses  of  the  organization 


from  year  to  year,  and  as  there  is  no  surplus 
on  hand  your  Board  of  Directors,  through  its 
Budget  Committee,  will  have  to  guard  every  out- 
lay very  carefully. 

During  the  year  the  accounting  division  has 
changed  its  bookkeeping  methods,  adopting  a plan 
that  makes  the  receipts  and  expenditures  more 
readily  accessible  to  any  interested  members  of 
the  organization,  and  also  rendering  easier  the 
duties  of  the  Auditing  Committee. 

Altogether  the  financial  condition  is  healthy. 
We  believe  that  we  will  be  able,  by  careful  con- 
sideration of  all  indicated  expenditures,  to  main- 
tain our  present  investments  without  the  neces- 
sity of  encroaching  upon  any  of  the  present  in- 
vested funds. 

JOHN  A.  LANFORD,  M.  D. 

Chairman,  Finance  Committee. 


New  Orleans,  July  7th,  1930 

Orleans  Parish  Medical  Society, 

New  Orleans,  La. 

Gentlemen : 

At  the  request  of  your  treasurer,  Dr.  J.  A.  Lanford,  I audited  the  books  of  the 
Society  for  the  year  ending  December  31st,  1929  and  submit  herewith  attached  my 


report  covering  same. 

FINANCIAL  CONDITION 

Domicile  Fund 

Gold  Bonds  34,395.84 

Cash  in  Savings’  Account 1,670.48 

$36,066.32 

General  Fund 

Cash  in  Bank 1,737.49 

Petty  Cash  in  office 25.00 

Office  Fixtures  799.55 

Prepaid  Insurance  Premium 44.35 


2,606.39 

Less  due  the  American  National  Life  Insurance  Co.,  col- 
lected in  advance  from  the  various  doctors  and  not 
yet  due  1,924.25 


Library  Fund 

Gold  Bonds  

Cash  in  Bank  

Petty  Cash  in  office.... 
Inventory  of  Fixtures. 
Inventory  of  books — 


682.14 


9,920.47 

545.92 

8.04 

3,317.08 

33,226.25 


Medical  Relief  Fund 


47,017.76 

122.53 


Net  Worth 


$83,888.75 


The  following  bonds  were  purchased  during  the  year  for  account  of  the  Domicile 
Fund. 


N.  O.  Cold  Storage  & Warehouse  Co, 

Yaarab  Temple  Bldg.  Co 

Dallas,  Texas  Levee  District 

N.  O.  Female  Dominican  Academy 


Rate 

Par  Value 

Cost  & Interest 

6 

1,000.00 

1,006.33 

614 

1,000.00 

1,014.79 

5V2 

1,000.00 

970.96 

5 % 

l,000.0f> 

1,005.96 

998.04 
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The  funds  for  the  purchase  of  these  bonds  were  derived  as  follows: 

Credit  Domicile  Fund’s  Saving  Acct.  Jan.  1st 1,585.91 

Grover  Stewart  Bond  called 2,040.00 

Interest  Coupons  on  the  Domicile  Fund  Bonds 2,016.36 

Interest  on  the  Domicile  Fund  Savings  Acct 26.25  $5,668.52 


Less  cost  of  above  purchases 3,998.04 


Credit  balance  to  the  Domicile  Fund  Savinggs  Ac- 
count Dec.  31st,  1929 $1,670.48 

The  cash  transactions  were  fully  verified  and  properly  recorded.  The  bonds  are 
held  by  the  Canal  Bank  & Trust  Co.  The  receipts  for  these  bonds  are  kept  in  the 
Society’s  bank  box  in  the  Canal  Bank  & Trust  Co.  The  receipts  were  checked  and 
found  correct  and  in  accord  with  the  records  in  the  office. 


Respectfully  submitted, 

L.  L.  JARREAU,  Auditor. 


ASSETS 

Domicile  Fund 

Gold  Bonds  34,395.84 

Cash  in  Savings  Account 1,670.48 

$36,066.32 

General  Fund 

Cash  in  bank 1,737.49 

Petty  Cash  in  office 25.00 

Office  Fixtures  799.55 

Prepaid  Insurance  Premium 44.35 


2,606.39 

Less  Insurance  premium  collected  for  account  of  the  Amer- 
ican National  Life  Insurance  Co.,  and  not  yet  due....  1,924.25 


682.14 

Library  Fund 

Gold  Bonds  9,920.47 

Cash  in  bank 545.92 

Petty  Cash  in  Office 8.04 

Inventory  of  Fixtures 3,317.08 

Inventory  of  book 33,226.25 


47,017.76 

Medical  Relief  Fund 122.53 


Net  worth  

BONDS 

$83,888.75 

Domicile  Fund 

Name  of 

Receipt 

Par 

Cost  with 

Securities 

Number 

Rate 

Value 

Interest 

Fort  Worth  Properties 

3056 

6 y2  % 

5,000.00 

5,087.37 

Hotel  Markham  

3054 

6 

3,000.00 

3,018.50 

Marine  Mortgage  Co 

3053 

6 

5,000.00 

5,005.83 

Hibernia  Securities  

3510 

6 

3,000.00 

3,045.90 

Pontchartrain  Apartments  

3057 

6y2 

4,000.00 

4,115.20 

Gillican  Chipley  

3510 

6 

1,000.00 

1,005.67 

Brown  Paper  Co 

3057 

6 

3,000.00 

3,033.50 

Foster  Creek  Lumber  Co 

3245 

6 

1,000.00 

994.00 

Cloverland  Dairy  Products 

3577 

6y2 

2,000.00 

2,028.67 

B.  G.  Carbajal,  Inc 

3577 

5% 

1,000.00 

1,022.16 

Interstate  Hotel  Co 

3577 

6 

1,000.00 

1,021.67 

Clover  Valley  Lumber  Co 

3641 

6 

1,000.00 

30,000.00 

1,019.33 

30,397.80 

Acquired  in  1929 

N.  O.  Cold  Storage  & Warehouse  Co. 

1638 

6 

1,000.00 

1,006.33 

Yaarab  Temple  Bldg.  Co.  of  Atlanta 

1901 

6!4 

1,000.00 

1,014.79 

Dallas  Levee  Dist 

1637 

5.80 

1,000.00 

970.96 

N.  O.  Female  Academy 

Total  holdings  Dec.  31st,  1929 

..  1639 

5.50 

1,000.0 

4,000.00 

$34,000.00 

1,005.96 

3,998.04 

$34,395.84 
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The  funds  available  for  the  purchase  of  the  above  four  bonds  were  derived 
as  follows: 


Credit  balance  Domicile  Savings  Account  Jan.  1st,  1929 1,585.91 

Grover  Stewart  Bonds,  called 2,040.00 

Interest  coupons  on  the  bonds 2,016.36 

Interest  on  savings 26.25 


4,082.61 

5,668.52 

Purchases  of  bonds  in  1929 3,998.04 


Credit  balance  to  the  Domicile  Savings  account  Jan.  1st,  1930 $1,670.48 


INTEREST  COUPONS  COLLECTED  IN  1929 
For  Account  of  the  Domicile  Fund 

Foster  Creek  Lumber  Co 

Cloverland  Dairy  Products  Co 

Hibernia  Securities  

Gillican  Chipley  

Marine  Mortgage  Co 

B.  G.  Carbajal,  Inc 

Hotel  Markham  Co 

Pontchartrain  Apartments 

Grover  Stewart  

Clover  Valley  Lumber  Co 

Interstate  Hotel  Co 

Fort  Worth  Properties 

Brown  Paper  Mills  Co 

Yaarab  Temple  Bldg.  Co.  of  Atlanta,  Ga 

N.  O.  Cold  Storage  & Warehouse  Co 

N.  O.  Female  Dominican  Academy 

Dallas  Levee  District 


58.80 

127.40 

176.40 
58.80 

294.00 

53.90 

176.40 

254.80 

58.80 

58.80 

58.80 

318.50 

176.40 

61.26 

29.40 

26.95 

26.95 


$2,016.36 


BONDS 


Library  Fund 
Name  of 

Receipt 

Par 

Cost  with 

Securities 

Number 

Rate 

Value 

Interest 

Sinclair  Oil  Corporation 

3249 

6% 

1,000.00 

1,015.19 

Holland  American  Line 

Ex.  Convention  of  the  Baptist 

3051 

6 

1,000.00 

933.00 

Church  of  Ga 

2174 

6 

1,000.00 

1,019.50 

St.  Charles  Ave.  Baptist  Church 

2174 

6 

1,000.00 

1,024.50 

Gillican  Chipley  

2694 

6 

1,000.00 

1,151.23 

Gillican  Chipley  

2841 

6 

1,000.00 

986.33 

Gillican  Chipley  

3058 

6 

1,000.00 

1,005.67 

Sea-Board  Air  Line 

3257 

6 

1,000.00 

743.56 

Clover  Valley  Lumber  Co 

3630 

6 

1,000.00 

1,019.33 

B.  G.  Carbajal,  Inc 

3647 

5 y2  % 

1,000.00 

1,022.16 

$10,000.00 

$9,920.47 

RECEIPTS 

Library  Fund 


Interest  Coupons  from  the  following  bonds: 

Gillican  Chipley  Co 

B.  G.  Carbajal,  Inc 

Sinclair  Consolidated  Oil 

Seaboard  Air  Line 

Clover  Valley  Lumber  Co 

St.  Charles  Ave.  Baptist  Church 

Holland  American  S/S  Line 

Executive  Committee  of  the  Baptist  Convention  of  the  State 
of  Georgia  


176.40 

53.90 

68.60 

39.20 

58.80 

58.80 

58.97 

58.80 


573.47 

General  fund  advances 1,200.00 

General  fund  refund 2.36 


Total  receipts  $1,775.83 
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CASH 

General  Fund 

Cash  on  hand  Jan.  1st,  1929 $ 1,239.94 

Receipts 

Insurance  premiums  $10,423.24 

Other  receipts 13,046.64  23,469.88 


24,709.82 

Less  disbursements  22,972.33  1,737.49 


Library  Fund 

Cash  on  hand  January  1st,  1929 485.14 

Receipts 

Interest,  coupons  on  bonds.. 573.47 

Appropriation  General  Fund 1,200.00 

Refund  from  Gen.  Fund 2.36 


1,775.83 


2,260.97 

Disbursements  1,715.05 

545.92 

Domicile  Savings  Account 1,670.48 

Medical  Relief  Fund 122.53 


$4,076.42 

RECEIPTS 

General  Fund 

Membership  Dues  $ 7,821.00 

La.  State  Medical  Soc.  dues 1,834.00 

La.  State  Medical  Soc.  Rent 240.00 

La.  State  Medical  Soc.  telephone.. 44.72 

Insurance  Premium  collected  for  account  of  the  American 

National  Insurance  Co 10,423.24 

History  Fund  287.50 

Legislative  Fee  73.00 

La.  State  Medical  Soc.  refund 3.84 

Certificates  of  deposits  cashed 2,500.00 

Interest  on  Certificates  of  deposit 37.22 

Dinner  Fund  132.00 

Miscellaneous  73.36 


Total  receipts 


$23,469.88 


DISBURSEMENTS 
General  Fund 

N.  O.  Medical  & Surgical  Journal, 

Subscription  

Petty  cash,  Miscellaneous  expenditures 

E.  E.  Weidig,  stove  repairs 

Telephone  and  Telegraph.. 

J.  B.  Ilg,  ice 

Printing  and  stationery 

Heat  and  light 

Meeting  notices  

Dr.  Simon,  Honorarium 

R.  J.  Brou,  locksmith 

Office  Supplies  

Clem  Hearsay  (publicity  man) 

The  Rosery,  floral  offerings 

J.  Mann,  electrician 

H.  C.  Parker,  filing  case 

Dr.  Gelpi,  dinner,  fund 

Ass’n  of  Commerce,  yearly  dues 

U.  S.  Fidelity  Guarantee  Inc.  Co 

Sam  George,  insurance 

Emile  Jastram,  Long  Life  Week  sign.. 

Commissioners  of  election 

J.  B.  Crasto,  window  panes 

Canal  Bank,  bank  box 


300.00 
288.94 

15.68 

282.04 

282.04 

334.90 

157.30 

26.01 

122.00 

6.50 
26.32 

120.00 

33.27 
10.71 
11.00 

123.00 

25.00 

7.50 
96.34 

35.28 

15.00 
¥.80 
5.00 


Library  Account,  advances 

Whitney  Bank,  certificates  of  deposit.. 

Vaughan  Transfer  

T.  Semmes  Walmsley,  legal  fee 

Dr.  T.  J.  Henderson,  refund  on  insur- 
ance overpaid  

Harcol  Film  Co. 

Dr.  Clay  Thomas,  dues  refund 

Dr.  Wallace  Rappleye,  Chaille  Oration 

American  National  Ins.  Co 

La.  State  Medical  Society  

Expenses  incidental  to  installation 


meeting: 

Dr.  Gelpi,  Paul. 20.00 

Philip  Werlein  9.80 

Leon  Hirsch  9.80 

Consumers  Bottling  Works 90 

N.  O.  Ice  Cream  Co 7.64 

Happiness  Candy  Store 12.00 

Zahn  Bros 10.00 


Miscellaneous  expenses  

Colo  VI  po 

Marshall,  M.  L 1,200.00 

Billon,  M 1,200.00 

Maier,  L 1,380.00 

Jas.  Dobard,  Tulane  porter  60.00 
Tim  Grayson,  Tul’e  porter  60.00 


1,200.00 

2.500.00 
5.68 

50.00 

9.93 

56.02 

9.00 

250.00 

9,341.17 

2.685.00 


70.14 

54.50 
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600.00 

16.00 

20.00 

50.00 

50.00 

4,636.00 

Return  items  18.86 


Total  disbursements  $22,972.33 


DISBURSEMENTS 
Library  Fund 

Books 


J.  A.  Majors  & Co 365.04 

F.  A.  Cooksley 2.96 

A.  M.  A 12.00 

B.  Logan  & Co 17.17 

Oxford  University  Press 8.10 

Interpreter  Publishing  Co... 18.00 

Heidelbeck  Jackelheimer  73.35 

C.  D.  Rainey 11.00 

General  Medical  Book  Co 7.00 

M.  Marshall  21.41 

Geo.  W.  Rueff,  Inc 5.00 


D.  Appleton  & Co 7.50 

Walter  Exkert  48.95 

Remington  Rand  Co 15.90 

Vaughan  Transfer  Co 33.10 

Abstract  and  Research 

Oxford  University  Press 10.78 

W.  F.  Prior  & Co 15.00 

A.  M.  A .50 

Thomas  Nelson  15.00 

Binding 

Am.  Medical  Assn none 

New  Method  Bd.  Co 533.45 

M.  Marshall  10.55 

Vaughan  Transfer  33.96 

Journal  Subscriptions 

H.  W.  Wilson  & Co... 10.00 

Medical  Review  of  Rev 4.00 

Book  Seller  & Printing  Co 3.50 

J.  A.  Majors  & Co 232.47 

Petty  Cash  70.51 

Miss  M.  Marshall,  trip  to  Cleveland 75.00 

Office  Supplies  28.17 

Medical  Library  Assn *10.00 

Wetzel  Printing  Co 15.68 


Total  disbursements  $1,715.05 


Carl  Coleman,  regular 

porter  

Miss  Grace  Lewis 

Miss  Margaret  Marx 

Miss  Helen  Latrop 

Jarreau,  L.  L 


INVENTORY  OF  BOOKS 
Library  Fund 

Inventory  of  books  on  hand  January  1st,  1929 $29,350.81 

Purchased  in  1929: 

Books  646.48 

Binding  577.96  1,224.44 

Books  acquired  through  other  sources: 

* Gifts  783  @ 2.00  1,566.00 

*N.  O.  Medical  & Surgical  Journal. ...177  @ 5.00  1,085.00 

3,875.44 


Total  $33,226.25 

^Estimated  by  Miss  Marshall,  assistant  librarian. 


MEMBERS  ADMITTED  DURING  THE  YEAR 
Active  members  and  dates  elected: 

Jos.  N.  Ane,  April  1,  1929;  J.  J.  Baron,  July  1, 
1929;  Henry  Bayon,  Jr.,  March  4,  1929;  *A.  F. 
Brock,  July  1,  1929;  C.  J.  Brown,  July  1,  1929; 

E.  Z.  Browne,  June  3,  1929;  Edgar  Burns,  Oc- 
tober 7,  1929;  fL-  C.  Chamberlain,  July  1,  1929; 
S.  A.  Chapman,  December  2,  1929;  R.  J.  Christ- 
man, April  1,  1929;  T.  E.  Clements,  July  1,  1929; 

F.  W.  Dirmann,  June  3,  1929;  D.  J.  Farley,  Oc- 
tober 7,  1929;  J.  R.  Flowers,  May  6,  1929;  *J. 
B.  Gooch,  March  4,  1929;  B.  R.  Heninger,  June 
3,  1929;  A.  N.  Houston,  July  1,  1929;  *Park 
Howell,  April  1,  1929;  Keith  Kahn,  February  4, 
1929;  H.  W.  Knight,  May  6,  1929;  M.  Malowitz, 
July  1,  1929;  *Clarence  May,  July  1,  1929;  Paul 
R.  Meyer,  October  7,  1929;  C.  J.  Miangolarra,  Oc- 
tober 7,  1929;  G.  C.  Miramon,  October  7,  1929; 
*E.  S.  Peterman,  May  6,  1929;  S.  B.  Saeiwitz, 
October  7,  1929;  P.  J.  Saleeby,  March  3,  1929; 
Suzanne  Schaefer,  January  7,  1929;  J.  T.  Scott, 
Jr.,  December  2,  1929;  R.  F.  Sharp,  March  4, 
1929;  *G.  L.  Smith,  October  7,  1929;  *J.  L. 
Smith,  May  6,  1929;  W.  R.  Strange,  July  1,  1929; 


R.  A.  Strong,  October  7,  1929;  *P.  F.  Wilson, 
July  1,  1929,  and  D.  R.  Womack,  June  3,  1929. 
*These  doctors  did  not  qualify. 
fReinstated. 

Associated  members: 

E.  C.  Faust,  H.  B.  McIntyre,  and  S.  L.  Tiblier. 
Interne  members: 

D.  C.  Roberts,  C.  McD.  Smith,  and  E.  B.  Wein- 
field. 

Resigned  members  and  dates  of  resignation: 
Frank  J.  Beut,  December  20,  1929;  Aldo  Cas- 
tellanni,  June  1,  1929;  Wm.  B.  Gale,  October  11, 
1929;  W.  Morgan  Johnson,  December  1,  1929; 
Meyer  Newhauser,  December  9,  1929,  and  Benj. 
W.  Ward,  December  13,  1929. 

Four  members  were  dropped  for  non-payment 
of  dues. 

Deceased  members  and  dates  of  death: 

A.  O.  Hoefeld,  February  5,  1929;  J.  E.  Pol- 
lock, February  18,  1929;  A.  R.  Thomas,  June  9, 
1929;  C.  V.  Unsworth,  December  5,  1929;  E.  B. 
Weinfield,  March  4,  1929. 
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INSURANCE  POLICIES 


Number 

Nature 

Amount 

of  Insurance 

Policy 

of 

of 

Date  of 

Years  Company 

Agent 

Number 

Policy 

Insurance 

Premium 

Exp. 

3 Hudson  Ins.  Co. 

, S.  George 

373463 

Fire 

$11,000.00 

$140.80 

2-  1-30 

3 Hudson  Ins.  Co. 

, S.  George 

373465 

Fire 

3,000.00 

38.40 

1-19-30 

3 Stuyvesant  Ins.  Co.,  J.  A. 

Cora’.es 

1361495 

Fire 

9,000.00 

78.98 

9-  2-31 

$26,000.00 

$296.58 

EMPLOYERS’ 

LIABILITY  INSURANCE 

Insurance  Co. 

Agent 

Number 

Time 

Date  of  Expiration 

Employers’  Liability 

Insurance  Company 

S.  George 

452668 

One  Year 

Feb.  15th,  1930 

Amount  of  premium  based  on  amount  of  pay-roll  at  end  of  year. 


BONDS  OF  EMPLOYEES 
Dr.  John  A.  Lanford,  Treasurer, 

United  States  Fidelity  & Guarantee  Co.,  Policy  No.  7261-21  renewed  for  one 
year  February  4th,  1929,  Renewal  certificate  No.  20-03-538-21.  $1,000.00. 

Premium  $2.50 

Miss  L.  Maier, 

United  States  Fidelity  & Guarantee  Co.,  Policy  No.  288-23  renewed  for  one 
year  October  19th,  1929,  renewal  certificate  No.  20-03-759-23. 


PSITTACOSIS.— Harold  G.  Haines,  Warren, 
Ohio,  reports  three  cases  of  psittacosis  which  de- 
veloped as  a result  of  contact  with  a sick  parrot. 
These  cases  simulated  typhoid  or  parathyphoid 
fever  and  at  the  onset  were  similar  to  ordinary 
grip,  or  influenza.  The  treatment  was  symptom- 
atic, similar  to  that  in  typhoid  (sponge  baths, 
alcohol  rubs  and  the  like).  Sedatives  consisted 
mostly  of  codeine  for  cough  or  restlessness.  For 
stimulation  Haines  administered  whisky  when 
needed.  He  used  a high  caloric  diet  in  all  cases, 
when  it  was  tolerated.  The  usual  prophylactic 
measures  adhered  to  in  typhoid  and  allied  diseases 
were  used  in  caring  for  these  patients.  The  out- 
standing points  or  peculiar  symptoms  noticed  in  the 
study  of  these  cases  were:  1.  The  insidious  onset. 

2.  The  lack  of  coryza  or  catarrhal  symptoms. 

3.  Extreme  weakness.  4.  Constipation.  5.  Per- 
sistence of  headache  and  backache.  6.  White 
blood  cell  counts  only  slightly  above  normal.  7.  No 
enlargement  of  the  spleen  or  liver.  8.  Rose  spots 
in  all  three  cases.  9.  A typical  pneumonia  in  two 
cases.— J.  A.  M.  A.,  94:1821-1822,  1930. 


PSITTACOSIS.— L.  W.  Gorham,  Albany,  N.  Y., 
and  F.  G.  Calder  and  J.  D.  Vedder,  Johnstown, 
N.  Y.,  describe  five  cases  of  acute  infectious  dis- 
ease, all  occurring  within  a relatively  short  period 
among  the  members  of  a single  household  into 
which  there  had  recently  been  brought  a sick  par- 
rot. There  was  nothing  remarkable  in  the  clinical 
aspect  of  this  series  of  five  cases.  The  symptoms 
and  physical  signs  found  were  those  usually  en- 
countered in  grip,  pneumonia  or  the  enteric  group 


of  fevers.  The  white  blood  counts  were  uniformly 
low.  Cough  when  present  was  unproductive.  As 
a rule  the  temperature  was  high  and  the  pulse 
relatively  slow.  The  bacteriologic  study  of  the 
blood  and  stools  were  entirely  negative.  The  one 
distinctive  point  in  connection  with  this  series  of 
cases  is  that  every  one  of  the  patients  was  proved 
to  have  had  close  and  intimate  contact  with  a sick 
parrot  which  arrived  in  this  country  from  Colum- 
bia. House  epidemics  of  an  unusual  form  of 
pneumonia  have  been  encountered  in  which  there 
was  no  contact  with  sick  parrots.  One  is  not  war- 
ranted, however,  in  hastily  drawing  the  conclusion 
from  this  that  all  previous  epidemics  of  psittacosis 
were  simply  examples  of  an  unusual  type  of  in- 
fectious disease,  and  that  the  fact  that  a sick 
parrot  was  in  the  household  were  merely  a coinci- 
dence. Although  a few  rare  instances  have  been 
reported  in  which  the  disease  apparently  passed 
from  one  individual  to  another,  this  type  of 
transmission  is  decidedly  unusual  and  is  denied  by 
numerous  authors.  Hence  the  danger  of  an  epi- 
demic of  serious  proportions  does  not  exist  and 
there  are  no  grounds  for  undue  public  excitement 
or  apprehension.  The  etiologic  agent  in  human 
psittacosis  has  not  yet  been  definitely  established. 
There  is  no  convincing  proof  that  the  bacillus  de- 
scribed by  Nocard  is  the  cause.  Recent  studies 
in  England  strongly  suggest  the  possibility  that  a 
filtrable  virus  is  responsible  for  the  infection  both 
in  parrots  and  in  man,  and  this  work  has  been 
confirmed  recently  in  this  country. — J.  A.  M.  A., 
94:1816-1821,  1930. 
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H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


AVOYELLES  PARISH  MEDICAL  SOCIETY. 

The  “Special  Meeting”  of  the  Avoyelles  Parish 
Medical  Society  sponsored  by  the  officers  of  the 
local  unit  held  at  Bunkie  on  the  night  of  July 
third  proved  a success  in  all  respects.  The  business 
and  scientific  meeting  of  the  physicians  was  held 
at  the  Citizens  Bank  Building  from  7 till  9 o’clock, 
during  which  time  the  guests  of  honor  were  enter- 
tained at  a picture  show  at  the  Bailey  Theatre — 
the  play  being  “Joan  Crawford — In  the  Untamed.” 
Dr.  Ducote  of  Bordelonville  read  a paper  at  the 
scientific  session  entitled  the  “Uses  and  Abuses 
of  Morphine.”  The  paper  wTas  well  received 
and  proved  timely  and  was  very  well  discussed. 
Many  other  important  problems  were  discussed. 
At  the  next  meeting  of  the  society  which  probably 
will  be  held  at  Plaucheville,  Dr.  S.  J.  Couvillon 
will  present  the  law  affecting  doctors  in  the  hand- 
ling of  narcotics.  The  following  physicians  attend- 
ed with  their  lady  escorts:  Dr.  and  Mrs.  Kirby 

Roy,  Dr.  and  Mi's.  Remy  Ducote,  Dr.  and  Mrs. 
Sam  Couvillon,  Dr.  and  Mrs.  Walter  Couvillon, 
Dr.  and  Mrs.  Sylvain  de  Nux,  Dr.  and  Mrs.  Emil 
Regard,  Dr.  and  Mrs.  W.  A.  Quirk,  Dr.  and  Mrs. 
Albert  Bordelon,  Dr.  and  Mrs.  E.  Stanley  Mat- 
thews, Dr  and  Mrs.  H.  C.  Jones,  Dr.  and  Mrs. 
'.  M.  Haas.  Guests  consisted  of  Dr.  and  Mrs. 
Frank  Grace,  Miss  Gladys  Gardiner,  Mrs.  Thos.  A. 
Roy  and  Dr.  Fred  J.  Mayer. 

Promptly  at  9:30  the  medicos  and  escorts  met 
on  the  mezzanine  floor  and  the  Inn  Hotel  where 
they  surrounded  a festive  board  filled  with  all 
sorts  of  good  eats.  With  appropriate  decorations 
and  menu  encircled  by  the  dignified  faces  of  the 
medical  fraternity  of  Avoyelles  and  their  estim- 
able guests  of  honor,  the  affair  proved  to  have 
been  one  of  the  most  spectacular  and  fascinating 
entertainments  ever  held  by  the  Avoyelles  medicos. 
Dr.  Kirby  A.  Roy,  President  of  the  Avoyelles  Medi- 
cal Society,  acted  as  master  of  ceremonies  and 
asked  Mrs.  Quirk  to  offer  grace.  Then  Dr.  Mat- 
thews was  called  upon  to  give  the  address  of 
welcome  to  visitors  on  behalf  of  the  local  pro- 
fession. Following  the  indulgence  of  the  good 
eats,  Dr.  Fred  J.  Mayer,  the  only  out  of  parish 
honorary  member  of  the  Avoyelles  Society  was 
called  upon  to  deliver  a Memorial  of  the  Society 
and  a Eulogy  to  its  members. 


AUXILIARY  NEWS. 

The  Woman’s  Auxiliary  of  the  Louisiana  State 
Medical  Society  held  its  first  regular  session  on 
the  morning  of  April  29.  In  the  absence  of  the 
President,  Mrs.  Oscar  Dowling,  the  First  Vive- 
President,  Mrs.  Arthur  A.  Herold,  presided. 


As  this  was  the  first  executive  session  held  fol- 
lowing the  State  Auxiliary’s  organization  a con- 
titution  was  read  and  adopted.  The  Secretary 
read  the  President’s  report  which  was  well  re- 
ceived. Reports  were  read  and  filed  of  the  work 
done  by  the  New  Orleans  Auxiliary  and  the 
Shreveport  Auxiliary.  Those  attending  the 

Southern  Medical  meeting  in  Miami  and  the  Ameri- 
can Medical  in  Portland  gave  short  reports  of 
the  work  of  the  auxiliaries  of  these  two  organiza- 
tions. 

The  auxiliary  was  honored  by  having  as  its 
guests  two  distinguished  workers,  Mrs.  John  0. 
Mc-Reynolds  of  Dallas  and  Mrs.  S.  A.  Collom  of 
Texarkana.  Mrs.  McReynolds  has  been  President 
of  the  National  Auxiliary.  It  was  due  to  her 
efforts  that  the  first  auxiliary  was  formed.  Mrs. 
McReynolds  is  a charming  speaker  and  an  earn- 
est worker  and  she  gave  a most  encouraging  and 
interesting  talk  on  auxiliary  work  which  was 
enjoyed  and  appreciated  by  all.  Mrs.  Collom,  who 
is  President-Elect  of  the  Southern  Medical  Auxili- 
ary,  is  “the  mother”  of  our  local  auxiliary.  She 
organized  us  during  a Tri-State  meeting  which 
was  held  in  Shreveport.  Mrs.  Collom  explained  the 
endowment  fund  for  indigent  physicians  that  the 
Southern  Medical  Auxiliary  is  sponsoring  and 
asked  the  endorsement  of  the  Louisiana  State 
Auxiliary.  The  endorsement  was  given  unani- 
mously. The  fund  will  be  discussed  in  detail  in 
Louisville  during  the  Southern  Medical  meeting. 

At  present  the  State  Auxiliary  has  only  two 
parish  organizations  but  we  hope  at  our  next 
meeting  in  New  Orleans  in  1931  to  report  many 
more  parishes  organized.  Texas  is  a 100  per  cent 
state,  that  is,  wherever  there  is  a Medical  Society 
for  the  doctors  the  wives  have  an  Auxiliary.  We 
expect  the  doctors  of  Louisiana  to  give  us  so  much 
support  and  encouragement  that  we  shall  soon  be 
able  to  add  the  fair  name  of  Louisiana  to  the  list 
of  100  per  cent  organized  states. 

The  Auxiliary  went  into  executive  session  again 
Wednesday  morning  and  after  finishing  the  neces- 
sary business  the  following  officers  were  elected 
and  installed:  Mrs.  A.  A.  Herold,  President;  Mrs. 

H.  W.  E.  Walther,  President-elect;  Mrs.  S.  C.  Jami- 
son, Vice-President;  Mrs.  J.  L.  Scales,  Vice-Presi- 
dent; Mrs.  L.  J.  Williams,  Vice-President;  Mrs. 
J.  A.  White,  Vice-President;  Mrs.  W.  S.  Kerlin, 
Treasurer;  Mrs.  R.  B.  Harrison,  Recording  Secre- 
tary; Mrs.  R.  T.  Douglas,  Corresponding  Secre- 
tary. 

MRS.  ARTHUR  A.  HEROLD,  Pres. 
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NATIONAL  WOMEN’S  AUXILIARY  MEETING 

OF  THE  AMERICAN  MEDICAL  ASSOCI- 
ATION IN  DETROIT,  MICHIGAN. 

The  Eighth  Annual  Session  of  the  Women’s 
Auxiliary  to  the  American  Medical  Association 
was  formally  opened  in  Detroit  Tuesday,  June  24. 
There  was  a pre-convention  board  meeting  Mon- 
day afternoon.  At  the  meeting  Tuesday  morning 
Mrs.  Z.  S.  Whitney,  president  of  the  Wayne 
County  Auxiliary,  the  hostess  auxiliary,  gave  an 
address  of  welcome,  which  was  graciously  and 
cleverly  responded  to  by  Mrs.  J.  O.  McReynolds, 
past  president  of  the  National  Auxiliary.  Mrs. 
T.  H.  Hoxie  of  Kansas  City,  president,  presided. 
There  was  also  a general  meeting  held  Wednesday 
morning  and  a post-convention  board  meeting 
Thursday  morning.  Mrs.  J.  W.  Hunsberger  of 
Norristown,  Pa.,  the  new  president,  presided.  The 
Detroit  doctors  and  their  wives  were  charming 
hosts  and  hostesses  and  there  were  many  delight- 
ful social  functions  that  were  enjoyed  by  all  of 
the  visitors. 

The  Detroit  meetings  were  well  and  enthusiasti- 
cally attended.  There  were  present  during  the 
meeting  seventy-nine  delegates,  twenty  alternates, 
seventy-eight  guests,  and  one  hundred  and  eighty- 
seven  members,  besides  the  officers,  chairmen  of 
standing  committees  and  all  state  presidents. 

The  states  are  allowed  one  delegate  for  every 
100  members  in  good  standing.  There  were  women 
at  the  meetings  from  practically  every  one  of  the 
37  states  that  have  organizations.  One  outstanding 
fact  was  that  several  women  came  to  Detroit  from 
great  distances  to  attend  the  auxiliary  meetings 
despite  the  fact  that  their  husbands  were  unable 
to  accompany  them. 

The  National  Auxiliary  now  has  12,100  members 
listed  in  37  states.  We  want  more  members  from 
these  states  and  we  want  more  states  organized, 
but  we  are  proud  that  in  the  eight  years  have 
accomplished  as  much  as  we  have.  We  feel  that 
having  survived  there  first  years  we  have  made 
for  ourselves  a definite  place  in  constructive  health 
work. 

On  Tuesday,  after  the  morning  session,  we  held 
our  auxiliary  luncheon.  Mrs.  Walter  Jackson 
Freeman,  president  of  the  Pennsylvania  Auxiliary, 
and  daughter  of  Doctor  W.  W.  Keen,  the  famous 
surgeon,  acted  as  toastmistress. 

Dr.  M.  S.  Harris,  president,  and  Dr.  W.  G.  Mor- 
gan, president-elect  of  The  American  Medical 
Association,  and  Dr.  J.  H.  J.  Uphan,  chairman  of 
Advisory  Council  to  the  National  Auxiliary,  and 
Dr.  Charles  H.  Mayo  gave  interesting  short  talks 
which  were  enjoyed  and  appreciated  by  the  ladies. 

The  wonderful  progress  that  has  been  made  by 
the  National  Auxiliary  is  due  to  the  keen  spirit  of 
cooperation  and  hearty  support  that  have  been  ren- 


dered by  the  members  of  the  American  Medical 
Association. 

Next  year  the  Women’s  Auxiliary  to  the  Ameri- 
can Medical  Association  will  be  given  space  in 
“The  Bulletin,”  issued  monthly  by  the  American 
Medical  Association  and  the  names  of  the  members 
of  the  National  Auxiliary  will  be  added  to  the  mail- 
ing list. 

The  aims  of  the  National  Auxiliary  are:  self- 
education,  education  of  the  public  concerning  health 
questions,  the  arrangement  of  social  and  benevolent 
programs  to  be  made  according  to  the  individual 
needs  of  the  states. 

The  following  officers  were  elected  and  installed 
at  Detroit: 

President,  Mrs.  J.  N.  Hunsberger,  Norristown, 
Pa. 

President-elect,  Mrs.  A.  B.  McGlothlan,  St. 
Joseph,  Mo. 

Vice-President — 

Mrs.  Southgate  Leigh,  Norfolk,  Va. 

Mrs.  James  Blake,  Hopkins,  Minn. 

Mrs.  C.  W.  Garrison,  Little  Rock,  Ark. 

Mrs.  J.  F.  Percy,  Los  Angeles,  Calif. 

Recording  Secretary,  Mrs.  A.  T.  McCormick, 
Louisville,  Ky. 

Treasurer,  Mrs.  F.  L.  Adair,  Chicago,  111. 

MRS.  ARTHUR  A.  HEROLD. 


Dr.  Lucien  LeDoux  of  the  staff  of  the  Hotel  Dieu, 
New  Orleans,  was  a guest  of  the  Seventh  District 
Medical  Society  at  its  last  meeting  in  Opelousas 
and  read  a paper  on  “Some  Functional  Disturb- 
ance of  the  Ovaries.” 


At  the  recent  meeting  of  the  American  Associ- 
ation for  the  Study  of  Goiter  at  Seattle,  Washing- 
ton, Doctor  William  F.  Rienhoff,  Jr.,  of  Johns  Hop- 
kins University,  Baltimore,  Maryland,  received  the 
annual  award  of  $300  for  the  best  essay  dealing 
with  the  goiter  problem.  Doctors  O.  P.  Kimball, 
of  Cleveland,  Ohio,  and  E.  P.  and  D.  R.  McCullagh, 
Cleveland  Clinic  Foundation,  Cleveland,  Ohio,  and 
Robert  P.  Ball,  of  the  University  of  Louisville, 
received  honorable  mention. 


UNITED  STATES  PUBLIC  HEALTH 
SERVICE. 

Asst.  Surgeon  J.  O.  Dean,  relieved  from  duty 
at  New  Orleans,  La.,  and  assigned  to  duty  at  Ellis 
Island,  N.  Y.,  July  11,  1930. 

A.  A.  Surgeon  C.  C.  Applewhite,  directed  to 
proceed  from  Jackson,  Miss.,  to  New  Orleans,  La., 
and  return,  for  conference  regarding  rural  sani- 
tation on  Aug.  11.  Aug.  1,  1930, 
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Medical  Director  John  McMullen,  relieved  from 
duty  at  New  Orleans,  La.,  about  Aug.  18,  and 
assigned  to  duty  in  Paris,  France,  in  charge  of 
service  activities  in  Europe.  Aug.  4,  1930. 

A.  A.  Surgeon  R.  E.  Bodet,  directed  to  proceed 
from  Mobile,  Ala.,  to  New  Orleans,  La.,  and 
return,  for  conference  Aug.  11.  Aug.  5,  1930. 

The  Bi-Parish  Medical  Society  met  in  East  Lou- 
isiana State  Hospital  as  guest  of  Dr.  Glen  J.  Smith 
and  staff,  June  4,  1930. 

Interesting  and  instructive  papers  were  read  by 
Drs.  Tom  Spec  Jones  and  C.  A.  Weis  of  Baton 
Rouge. 

The  usual  banquet  followed  in  the  hospital. 

GLEN  J.  SMITH,  Pres. 

S.  L.  SHAW,  Sec’ty.  pro-tern. 


The  Bi-Parish  Medical  Society  met  in  East  Lou- 
isiana State  Hospital,  August  6,  1930. 

An  interesting  clinical  case  was  presented  by 
Dr.  E.  W.  Toler  of  Clinton,  and  an  instructive 
paper  was  read  by  Dr.  E.  M.  Robards  of  Jackson. 

Drs.  E.  M.  Levert  of  St.  Francisville,  E.  M. 
Robards  of  Jackson,  W.  E.  Wilkinson  of  Jackson, 
and  C.  S.  Toler  of  Clinton  were  elected  as  mem- 
bers of  our  society. 

An  elegant  banquet  followed  with  Dr.  Glen  J. 
Smith  and  staff. 

GLEN  J.  SMITH,  Pres. 

E.  W.  TOLER,  Sec’ty. 


GARVIN  CANCER  RESEARCH  LABORATORY 
To  My  Colleagues,  the  Editors  of  the  Medical 
Journals  of  the  United  States  and  Canada: 

If  you  receive  this  in  time  and  it  is  appropriate, 
will  you  publish  in  your  journal  that  there  will  be 
a meeting  in  the  ballroom  of  Belvedere  Hotel  in 
Baltimore,  Maryland,  Monday,  Tuesday  and 
Wednesday,  September  15,  16  and  17,  1930,  be- 
ginning Monday  morning  at  ten  o’clock  and  ending 
Wednesday  evening  at  nine  o’clock,  daylight  sav- 
ing time.  During  these  days  there  will  be  lantern- 
slide  demonstrations,  with  four  lanterns  and 
screens,  on  the  Diagnosis  and  Treatment  of  Dis- 
eases and  Tumors  of  Bone. 

The  first  day  will  be  devoted  to  the  fundamental 
and  essential  knowledge  of  the  benign  and  malig- 
nant lesions  of  bone,  such  as  osteitis  fibrosa,  giant- 
cell tumors,  osteomyelitis,  sarcoma  and  so  forth. 
On  the  second  day,  the  subject  will  be  the  different 
diseases  of  single  bones,  such  as  the  lower  end  of 
the  radius,  vertebrae,  etc.  The  third  day  will  be 
reserved  for  the  presentation  of  rare  lesions  of 


bone  difficult  to  diagnose.  Any  member  of  the 
medical  profession  attending  this  meeting  may 
register  such  a case  by  addressing  Miss  Maude 
Walker,  Secretary  to  Dr.  Bloodgood,  Surgical 
Pathological  Laboratory,  Johns  Hopkins  Hospital, 
Baltimore,  Md.,  enclosing  the  X-ray  films  or  lan- 
tern slides  of  them  (if  possible  the  latter)  and 
sections  of  tissue,  if  any.  Any  member  of  the 
medical  profession  interested  in  the  diagnosis  and 
treatment  of  lesions  of  bone  is  invited. 

On  account  of  the  size  of  the  ballroom  the 
number  must  be  limited  to  800. 

Those  who  wish  to  attend  should  write  the 
Belvedere  Hotel  and  register,  either  requesting  the 
usual  rates  for  a single  or  double  room,  with  and 
without  bath,  or  the  special  rates  for  three  or  more 
in  a room  with  and  without  bath,  and  the  special 
restaurant  rates  for  a club  breakfast,  luncheon  and 
dinner.  You  are  advised  to  bring  the  answer  re- 
ceived from  the  manager  of  the  Belvedere  Hotel 
with  you  and  present  it  when  you  register.  For 
any  further  details  in  regard  to  this  demonstration, 
address  your  letter  to  Miss  Maude  Walker,  named 
above. 

I am  very  anxious  that  this  invitation  should 
reach  radiologists,  surgeons,  pathologists,  and  in- 
ternists who  are  interested  in  the  subject  but  have 
only  rare  opportunities  to  observe  lesions  of  bone. 
In  three  sessions  of  two  or  two  and  one-half  hours 
each,  on  three  days,  with  four  lanterns  and  a very 
remarkable  and  educational  motion  picture,  the 
subject  can  be  presented  in  an  almost  unforgettable 
way,  emphasizing  the  essentials  and  fundamentals 
in  the  diagnosis  and  treatment  of  bone  lesions. 
All  cases  registered  for  presentation  on  Wednes- 
day, will  be  sent  later  to  Dr.  Bowman  C.  Crowell, 
Director  of  Clinical  Research  of  the  American 
College  of  Surgeons,  who  is  Chairman  of  the  Bone 
Sarcoma  Committee.  You  should  become  familiar 
with  this  registration  of  sarcoma  of  bone,  if  you 
are  not,  because  you  can  register  all  your  cases 
there  and  receive  the  diagnosis  of  a committee, 
and  you  can  send  for  groups  of  bone  tumor  cases 
which  have  been  registered,  for  personal  study. 

It  is  impossible  except  in  the  largest  clinics,  for 
any  radiologist,  pathologist,  surgeon,  or  internist, 
to  become  familiar  with  the  changing  clinical, 
X-ray  and  microscopic  pictures  of  diseases  and 
tumors  of  bone  as  they  come  under  observation 
earlier  and  earlier  after  the  first  injury  or  first 
symptom,  and  to  learn  how  to  diagnose  and  treat 
them  in  the  best  way. 

Sincerely  yours, 

JOSEPH  C.  BLOODGOOD. 
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FROM  OUR  PRESIDENT. 

MEMBERSHIP. 

One  of  the  most  healthy  indications  we  have  is 
the  failure  of  the  prediction,  so  freely  made  last 
year,  that  the  increase  in  dues  which  went  into 
effect  January  1,  would  cause  a material  loss  of 
membership.  To  date,  that  loss  is  only  22. 

This  is  unquestionably  due  in  a great  measure 
to  the  unusual  and  efficient  work  done  last  year 
by  Dr.  Gamble  in  awakening  interest  in  the  various 
component  Societies.  Few  presidents  have  been  so 
active  and  the  results  are  very  evident  and  very 
gratifying. 

It  would  appear  that,  since  conditions  are  so 
satisfactory  in  this  regard  within  the  organization, 
the  next  move  should  be  in  the  direction  of  in- 
creasing the  membership.  Very  few  of  the  com- 
ponent Societies  are  coming  up  to  requirements  in 
this  respect — at  least,  very  few  of  them  are  “de- 
livering the  goods.” 

When  we  organized  in  1903,  we  stated  as  our 
purpose  the  organization  of  “the  entire  profession 
of  the  State.”  Our  membership  was  then  about 
three  hundred  and  we  practically  doubled  it  within 
the  year.  We  continued  to  grow,  with  the  usual 
annual  fluctuations  and  the  check  due  to  a fifty 
per  cent  increase  in  dues  in  1911,  until  in  1913 
we  had  a membership  of  1040.  This  figure  has 
never  been  materially  exceeded  and  we  have 
frequently  dropped  below  1,000,  this  last  figure 
being  our  approximate  average. 

Apparently  one  reason  we  have  stood  still  for 
seventeen  years  is  because  we  are  of  such  com- 
fortable dimensions  that  we  have  grown  lazy  and, 
perhaps,  a bit  conceited.  Some  of  the  fat  has 
gotten  into  our  eyes,  so  that  we  can  no  longer  see 
clearly  the  legend  on  the  flag  we  are  still  flying  at 
the  masthead.  The  words  “every  doctor  a mem- 
ber” are  still  there,  but  we  have  forgotten  about 
them.  The  idea  begins  to  be  bruited  about  that  we 
need  take  no  action  regarding  non-members;  that 
they  should  come  to  us.  In  fact,  it  is  frankly  said 
by  some  of  the  very  men  who  are  chiefly  in  charge 
of  the  work  of  organization,  that  the  fellows  who 
do  not  voluntarily  come  into  the  Association  are 
not  worth  consideration.  This  attitude  is  diametri- 
cally opposed  to  our  avowed  purpose  and  is 
absolutely  untenable.  We  should  convert  the  non- 
member for  the  sake  of  the  benefit  to  him,  not  to  us. 

Such  a course  isn’t  entirely  altruistic  because 
there  is  a benefit  to  us  in  the  end.  Organized 
medicine  is  not  judged  by  the  standard  of  its  sup- 
porters, but  of  that  of  the  profession  as  a whole. 
The  public  cannot  differentiate  between  members 


and  non-members  and,  so  far  as  the  layman  is 
concerned,  the  faults  and  failures  of  the  latter 
affect  us  as  if  they  were  our  own  and  we  cannot 
cure  them  in  non-members. 

Briefly  stated,  the  purpose  of  the  Association  is, 
first  of  all,  a society  in  every  county  and  every 
doctor  a member.  This  has  been  accomplished  in 
some  localities,  but  it  is  far  from  being  the  case 
throughout  the  state.  There  are  approximately 
1,450  eligible  physicians  in  the  state  and  slightly 
less  than  1,000  are  members.  A tabulation  made 
August  1st,  shows  this  distribution: 


Society — 

Eligible 

Per  cent 
Members 

Pike 

..  26 

100 

DeSoto  

..  15 

100 

Tate  

..  12 

91 

Jackson  

..  10 

80 

East  Mississippi  Four  

..  101 

78 

Issaquena- Sharkey- Warren 

..  53 

77 

Harrison-Stone-Hancock  

..  64 

76 

Northeast  Mississippi 

Thirteen  

..  225 

71 

Tri-Countv  

..  52 

66 

Delta  

..  173 

66 

Clarksdale  and  Six  

..  93 

65 

Homochitto  

..  52 

63 

Central  and  Scott  

. 169 

63 

South  Mississippi  

166 

62 

North  Mississippi  Six  and 
Panola  

..  92 

61 

Winona  District  

..  85 

61 

Kemper  

..  10 

60 

Clark- Wayne  

. 22 

59 

Leake  

..  17 

59 

Claiborne  

8 

50 

Total  for  State  

.1445 

68 

These  figures  are  not  entirely  representative  of 
conditions  since  some  are  not  included  who  are 
entirely  eligible  in  the  ordinary  meaning  of  the 
word — men  who  have  abandoned  or  retired  from 
practice.  There  are  quite  a few  of  these. 

For  the  purpose  of  society  comparison,  Scott 
County  has  been  bracketed  with  Central  Society 
and  Panola  with  North  Mississippi  Six.  These 
societies  have  absorbed  the  membership  of  the  old 
Scott  and  Panola  Societies  and  it  seems  only  fair 
that  they  should  assume  the  liabilities  along  with 
the  assets. 

Attala  and  Holmes  have  been  included  in  the 
Winona  District  Society,  of  which  they  are  now 
parts. 
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The  last  four  on  the  list  are  skeleton  socie- 
ties, rarely,  if  ever,  having  a meeting,  and 
holding  on  simply  to  keep  membership  in  the  State 
Association. 

If  we  learn  anything  from  them  at  all,  these 
figures  show  us  that  the  larger  societies,  com- 
posed of  groups  of  counties,  should  pay  more 
attention  to  the  matter  of  membership.  The  seven 
single  county  Societies  have  an  average  member- 
ship of  81  per  cent  of  all  eligibles;  the  larger, 
group-county  organizations  only  66  per  cent.  The 
difference  is  too  great  not  to  be  significant  and 
I believe  the  trouble  is  because  these  societies  are 
continuing  to  operate  with  the  same  machinery, 
originally  planned  for  the  single-county  Society, 
and  it  isn’t  strong  enough  to  pull  the  load. 

The  County  Secretary  is  the  life  of  the  Society. 
The  meetings,  the  programs  and,  in  a great  de- 
gree, the  membership,  depend  on  him.  But  one 
man  can  do  only  just  so  much  work.  He  can 
handle  one  or  two  counties  very  well,  but  when 
the  territory  gets  too  large,  and  the  number  of 
eligible  physicians  too  great,  the  results  are  not 
so  good.  As  an  example  of  this,  note  the  conditions 
in  the  third  Councilor  district.  In  1924  there  were 
two  Societies,  the  Northeast  Mississippi  Eleven 
and  the  Alcorn-Tishomingo.  The  latter  numbered 
on  its  roll  of  members  every  eligible  physician  in 
the  two  counties.  One  hundred  per  cent.  Two 
years  later  these  two  societies  combined  to  form 
the  Northeast  Mississippi  Thirteen.  Today  in 
Alcorn  and  Tishomingo  only  72  per  cent  of  eligibles 
are  on  the  roll.  Take  the  reverse  of  this.  When 
it  was  part  of  the  old  and  reliable  Tri-County 
Society,  Pike  County  showed  only  about  75  per 
cent  of  eligibles.  Two  years  ago  it  got  a divorce 
and  went  “on  its  own.”  Today  it  registers  100 
per  cent. 

f 

It  is  also  noticeable  that  frequently,  in  group 
Societies,  the  percentage  of  membership  runs 
highest  in  the  county  in  which  the  Secretary  lives. 
Take  the  case  of  East  Mississippi  Four.  Lauder- 
dale has  91  per  cent  membership.  The  next  on 
the  list  is  only  76.  Simply  the  greater  oppor- 
tunity for  personal  contact.  One  man  can  do  only 
so  much. 

It  is,  therefore,  suggested  that  we  bring  other 
influences  to  bear  and  since  it  is  already  available, 
use  existing  machinery,  simply  putting  it  to 
different  uses. 

Why  not  assign  to  the  County  Vice-Presidents, 
One  in  each  County,  the  work  of  getting  in  mem- 
bers? They  can  make  the  necessary  personal 
contact.  If  we  want  to  show  our  sporting  instinct, 
make  a contest  of  it.  Set  a definite  date  for  its 
conclusion,  say  the  Annual  Meeting  for  election  of 
officers  in  December,  and  put  up  a prize  for  the 
Vice-President  whose  county  makes  the  greatest 


proportionate  increase.  This  prize  might  well  be 
the  Presidency  of  the  Society  for  the  next  year. 

The  East  Mississippi  Four  County  Society,  at 
its  meeting  July  30th,  voted  to  put  this  plan  in 
operation,  and  the  Vice-President  from  Lauderdale 
remarked  with  a cheerful  grin:  “Watch  Lauder- 

dale go  to  100  per  cent.” 

E.  F.  HOWARD,  M.  D. 


EAST  MISSISSIPPI  STATE  HOSPITAL. 

“We  have  been  very  fortunate  during  the  past 
month  to  have  several  of  our  neighboring  doctors 
visit  us.  Dr.  M.  H.  McRae,  Corinth,  Dr.  W.  A. 
Land,  DeKalb,  and  Dr.  Dan  McLead,  McLain,  paid 
us  the  honor  of  a visit  while  attending  business  in 
Meridian.  We  cannot  express  our  appreciation  of 
these  calls  with  the  degree  of  pleasure  which  we 
actually  experience.  The  East  Mississippi  State 
Hospital  is  a State  institution  which  should 
hold  some  interest  of  vital  importance  to  every 
physician  in  the  State.  I’ll  venture  to  say  that 
not  five  per  cent  of  the  physicians  in  East  Missis- 
sippi have  ever  set  foot  inside  the  institution  and 
know  but  very  little  of  the  nature  and  extent  of 
our  work.  We  not  only  invite  you  but  urge  you 
and  implore  you  to  make  a special  effort  to  visit 
us  in  the  near  future. 

“Dr.  M.  J.  L.  Hoye  attended  the  meeting  of  the 
East  Mississippi  Medical  Association  at  Lake, 
Mississippi.  It  was  stated  that  the  heat  was  in- 
tense but  we  are  not  so  sure  whether  the  heat  of 
oratory  from  political  aspirants  or  the  sun  proved 
the  more  uncomfortable. 

“We  are  glad  to  report  some  very  satisfactory 
results  in  the  treatment  of  our  paretics  with 
typhoid  vaccine  given  intravenously  as  a method 
of  producing  periodical  hyperpyrexia.  We  feel  that 
this  method  has  a distinct  advantage  over  malaria 
in  several  respects,  particularly  in  avoiding  the 
necessity  of  introducing  an  infection  which  of  itself 
is  somewhat  dangerous,  both  to  the  patient  and  to 
the  immediate  community.  There  has  been  definite 
improvement  in  almost  60  per  cent  of  our  cases 
and  approximately  40  per  cent  show  every  evidence 
of  becoming  complete  cures.  Ten  years  ago  no 
paretic  was  expected  to  live  more  than  two  years. 

“The  ‘epdiemic’  of  ‘Jake  Paralysis’  evidently  is 
at  an  end.  At  least  very  few  cases  have  been  re- 
ported within  the  past  month.  Considerable  litera- 
ture is  being  compiled  gradually  but  the  exact 
cause  and  the  ultimate  recovery  of  these  patients 
remains  vague  still.  The  U.  S.  Public  Health  re- 
port issued  July  25,  1930,  regards  the  chemical 
evidence  at  hand  after  examing  several  samples,  as 
indicating  that  a phenolic  compound  found  present 
in  all  poison  samples  and  entirely  absent  in  non- 
toxic  samples  must  be  responsible  although  the  re- 
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suits  obtained  in  experimenting  with  various 
animals  does  not  give  uniform  results. 

“Post  mortem  evidence  shows  clearly  that  the 
paralysis  is  due  to  a peripheral  neuritis  and  that 
the  spinal  cord  and  brain  are  not  affected.  With 
these  findings  it  seems  reasonable  to  assume  that 
regeneration  of  these  peripheral  nerves  will  take 
place  and  the  paralysis  will  eventually  become 
cured.  The  serious  danger  lies  in  the  possibility 
of  contractures  which  may  leave  permanent  de- 
formities unless  properly  treated.’’ 

C.  ROLAND  BENNETT,  M.  D. 


CLARKSDALE  AND  SIX  COUNTIES  MEDI- 
CAL SOCIETY. 

Dr.  D.  V.  Galloway,  Secretary,  reports  that  the 
Clarksdale  and  Six  Counties  Medical  Society  held 
a most  delightful  fish  fry  on  Moon  Lake,  June  19. 
This  is  an  annual  event  in  which  the  members  of 
the  Society  entertain  in  honor  of  the  ladies  of  the 
Auxiliary.  Forty-five  were  present,  including  the 
doctors,  their  wives  and  guests.  Entertainment 
aside  from  the  renewal  of  old  acquaintances  and 
the  making  of  new  ones,  included  fishing  and 
boating.  Several  of  the  doctors  caught  nice  strings 
of  bream,  white  perch,  and  gray  bass,  the  best 
strings  of  the  day  being  caught  by  Drs.  J.  C. 
Culley,  S.  D.  Robinson  and  E.  LeR.  Wilkins.  A 
dinner  of  fish  and  fried  chicken  was  served  at 
nine  o’clock  and  was  enjoyed  by  everyone. 

Dr.  A.  J.  Brown  proved  a very  entertaining 
toastmaster,  and  the  principal  guest  speaker  of 
the  evening  was  Dr.  J.  C.  Culley,  President-elect 
of  the  Mississippi  State  Medical  Association. 
Dr.  Culley  mentioned  as  one  of  his  projects,  when 
he  should  enter  the  President’s  chair,  a state-wide 
physicians  business  and  collection  bureau.  He 
pointed  out  how  necessary  this  service  was  becom- 
ing to  physicians,  and  stated  he  believed  the 
doctors  were  capable  in  Mississippi  of  organizing 
their  own  service.  Dr.  L.  B.  Austin,  Rosedale, 
President  of  the  Society,  made  an  interesting  talk. 

For  the  Auxiliary  talks  were  made  by  Mrs.  H.  L. 
Cockerham,  Gunnison,  District  Councilor  of  the 
Women’s  Auxiliary  of  the  Mississippi  State  Medi- 
cal Association,  Mrs.  J.  W.  Gray,  Clarksdale,  Mrs. 
D.  H.  Raney,  Mattson,  and  Mrs.  J.  P.  Walker, 
Lambert,  President,  Vice-President,  and  Secre- 
tary, respectively,  of  the  Women’s  Auxiliary  of 
the  Clarksdale  and  Six  Counties  Medical  Society. 

A report  was  submitted  by  the  Committee  on  a 
Physicians’  Bureau  for  the  Society.  This  outlined 
a plan  to  organize  this  bureau  as  a division  of  the 
Merchant*’  Credit  Association  of  Clarksdale,  under 
the  direction  of  the  Secretary  of  that  organization 
and  using  the  same  offices  and  files.  The  physi- 
cians’ bureau,  however,  is  to  be  separate  and 
under  the  final  authority  of  a board  of  directors 


of  physicians.  The  annual  dues  of  the  physicians’ 
bureau  are  to  be  $50.00  and  will  be  paid  in  quar- 
terly installments.  A collection  agency  is  to  be 
established  and  commissions  on  the  collections  are 
expected  to  eventually  reduce  the  membership  fee, 
or  to  take  care  of  it  entirely.  The  Secretary  of 
the  physicians’  bureau  is  to  be  the  same  as  the 
secretary  of  the  Merchants’  Credit  Association  of 
Clarksdale,  a very  capable  and  efficient  man, 
Mr.  Adrian  Boyd.  The  bureau  was  unanimously 
endorsed  and  accepted  by  the  Society  and  plans 
made  to  put  it  into  operation  about  July  1st. 

The  committee  that  worked  out  the  plan  for 
the  Physicians’  Business  Bureau  consisted  of 
Drs.  A.  J.  Brown,  Chairman;  L.  B.  Austin,  S.  D. 
Robinson,  and  T.  G.  Hughes,  Secretary. 


NORTHEAST  MISSISSIPPI  MEDICAL 
SOCIETY. 

At  the  Congress  of  the  American  Medical 
Editor’s  and  Author’s  Association  in  Detroit  on 
June  24,  Doctor  M^illiam  H.  Anderson,  Booneville, 
made  the  report  for  the  Committee  on  Hospitals. 
Dr.  Anderson  is  chairman  of  that  committee. 

Dr.  E.  D.  Burns,  Ecru,  recently  spent  several 
weeks  in  Nashville,  Tennessee,  in  post-graduate 
work  at  Vanderbilt  University. 

Dr.  William  Milton  Adams  has  recently  located 
in  Booneville  and  is  connected  with  the  Anderson 
Clinic.  Dr.  Adams  is  the  son  of  Dr.  R.  M.  Adams, 
Ripley,  and  a graduate  of  Tulane  University.  It  is 
interesting  to  note  that,  in  addition  to  his  father, 
Dr.  Adams’  grand-father,  great-grand-father  and 
two  uncles  have  been  prominent  and  successful 
practitioners  in  Tippah  County  for  many  years. 


GREENVILLE. 

Dr.  T.  B.  Lewis,  Greenville,  furnishes  the 
following: 

Dr.  R.  E.  Wilson  attended  the  pediatric  seminar 
at  Saduca,  N.  C.  He  was  away  for  two  weeks. 

Dr.  T.  B.  Lewis  and  family  attended  the  national 
Kiwanis  convention  at  Atlantic  City  the  first  week 
of  July.  They  visited  other  interesting  points  in 
the  East  while  away. 

Dr.  Paul  Gamble  and  wife  spent  the  month  of 
July  in  Cuba  and  the  Canal  Zone. 

Drs.  Gamble  Brothers  and  Company  are  com- 
pleting their  new  clinie  and  expected  to  move  in 
about  August  1. 

The  Greenville  100-bed  King’s  Daughters  hos- 
pital is  a very  busy  place.  Only  a very  few  vacant 
beds  can  be  found  at  any  time.  The  regular  staff 
meetings  at  the  hospital  are  very  interesting  and 
well  attended. 
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DEATHS  OF  PHYSICIANS. 

Elwood  Park  Sneed,  Lafayette  Springs,  Miss.; 
Memphis  Medical  College,  1906;  aged  48;  died,  in 
J line. 

Heard  Hopper  West,  Gulfport,  Miss.;  Memphis 
Hospital  Medical  College,  1903;  health  officer" 
members  of  staff  of  King’s  Daughters’  Hospital; 
member  Harrison-Stone-Hancock  Medical  Society, 
Mississippi  State  Medical  Association;  Fellow  of 
American  Medical  Association;  aged  56;  died,  July 
5,  of  angina  pectoris  and  encephalitis. 

John  Franklin  Aycock,  Calhoun  City,  Miss.; 
Memphis  Hospital  Medical  College,  1913;  member 
Northeast  Mississippi  Thirteen  Counties  Medical 
Society,  Mississippi  State  Medical  Association, 
American  Medical  Association;  aged  43;  died, 
May  16. 

William  Cheney  Watts,  Drew,  Miss.;  University 
of  the  South  Medical  Department,  Sewanee,  1896; 

aged  56;  died,  July  30,  of  malta  fever. 

• 

Osborn  Moore  Turner,  Jackson,  Miss.;  Tulane 
University  of  Louisiana  School  of  Medicine,  1892; 
age,  61 ; died,  July  29. 

Jenner  Harvey  McNeil,  Olive  Branch,  Miss.; 
Memphis  Hospital  Medical  College,  1905;  aged 
47;  died,  in  May. 

Joseph  Creath  Armstrong,  Jackson,  Miss.;  Van- 
derbilt University  School  of  Medicine  (Nashville), 
1893;  member  Central  Medical  Society,  Mississippi 
State  Medical  Association,  American  Medical 
Association;  aged  57. 

Hillard  Mc-Mullan,  Newton,  Miss.;  Memphis  Hos- 
pital Medical  College,  1902;  member  East  Missis- 
sippi Medical  Society,  Mississippi  State  Medical 
Association,  Fellow  American  Medical  Association; 
aged  53;  died,  July  12. 

Edward  L.  Gilbert,  Electric  Mills,  Miss.;  Mem- 
phis Hospital  Medical  College,  1902;  surgeon-in- 
charge George  Hixon  Memorial  Hospital;  member 
Mississippi  State  Medical  Association;  Fellow 
American  Medical  Association;  aged  55;  died, 
August  13. 

M.  Emmet  Britt,  Como,  Miss.;  University  of 
Louisville  School  of  Medicine,  1882;  aged  76;  died, 
July  22. 


HILLARD  McMULLAN,  M.  D.,  JULY  12,  1930. 

Whereas,  it  has  pleased  Almighty  God  to  call 
from  our  midst,  our  beloved  brother  and  friend, 
Dr.  Hillard  McMullan,  who  was  a member  of  the 
East  Mississippi  Medical  Society. 

We  are  grieved  at  his  going,  and  we  feel  keenly 
the  loss  of  a friend  and  brother.  Dr.  McMullan 
was  a true  friend  to  humanity;  his  life  was  given 


in  the  service  of  his  fellowman.  He  was  a tire- 
less worker  and  knew  not  when  to  stop  or  let  up 
for  his  own  personal  benefit. 

He  was  born  in  Newton  County,  near  Decatur, 
Miss.,  August  25,  1877.  The  doctor  was  a twin 
brother  of  Dillard  McMullan,  who  now  resides  at 
Lake,  Miss.  He  was  also  a brother  of  D.  V. 
McMullan,  druggist  of  Newton,  Miss.,  who  had  been 
associated  with  the  doctor  for  a number  of  years 
in  a business  way;  and  he  had  several  other 
brothers  who  now  reside  in  Smith  and  Newton 
Counties.  He  married  Miss  Mattie  Huff  of  Sylva- 
rena.  Miss.,  Dec.  12,  1897,  and  she  also  survives 
him. 

Dr.  McMullan  as  a boy  attended  the  public 
schools  of  Newton  County,  and  availed  himself  of 
eveiy  opportunity  within  his  reach  at  that  time; 
he  afterwards  entered  Memphis  Medical  College 
and  graduated  therefrom  in  1902.  He  entered 
actively  in  his  profession  in  Smith  County  im- 
mediately after  graduating.  During  the  twenty- 
eight  years  of  his  practice  he  has  croweded  in  as 
much  hard  work,  and  covered  as  much  ground  as 
the  average  practitioner  would  be  able  to  do  in 
fifty  years.  He  had  the  drive  and  push  of  men 
who  really  do  things.  He  was  also  a successful 
business  man. 

Dr.  McMullan  moved  to  Newton,  in  1921,  and 
in  1927,  he  and  Dr.  M.  L.  Flynt  purchased  the 
Newton  Infirmary,  and  since  that  time  he  has 
done  the  principal  part  of  the  laboratory  work; 
he  was  a wonderful  diagnostician,  and  he  was 
never  satisfied  to  give  up  a case  until  he  had  found 
the  trouble. 

Dr.  McMullan  was  a Mason,  a member  of  the 
Methodist  Church;  he  was  also  a member  of  the 
Southern  and  American  Medical  Associations.  He 
had  done  post-graduate  work  in  New  Orleans,  and 
Little  Rock,  and  in  the  Mayo  Clinic  at  Rochester, 
Minn. 

The  community  has  lost  one  f its  most  valuable 
citizens,  the  medical  profession  one  of  its  ablest 
menjbers,  and  his  fellowmen  a real  and  true  friend 
and  brother. 

We  extend  to  his  family  and  relatives  our  heart- 
felt sympathy. 

Therefore,  be  it  resolved.  That  this  resolution 
be  spread  upon  the  minutes  of  our  society,  a copy 
hereof  sent  to  the  family,  and  a copy  sent  to 
the  press. 

Respectfully  submitted, 

I.  W.  COOPER 
M.  L.  FLYNT, 

DUDLEY  STENNIS, 

Resolutions  Committee, 

East  Mississippi  Four  Counties  Medical  Society. 


Mississippi  State  Medical  Association 


193 


EAST  MISSISSIPPI  FOUR  COUNTIES 
MEDICAL  SOCIETY. 

“I  am  herewith  enclosing  you  a copy  of  Reso- 
lutions relative  to  the  death  of  Dr.  H.  McMullan 
of  Newton,  Mississippi. 

“These  Resolutions  give  an  accurate  account  of 
his  life  and  activities,  and  I think  that  this  will 
be  all  that  will  be  needed. 

“I  have  just  learned  that  Dr.  E.  L.  Gilbert  of 
Electric  Mills  died  last  night.  He  was  surgeon  in 
charge  of  the  hospital  at  that  place  and  was  a 
very  valuable  man  in  his  community. 

“It  seems  that  doctors  in  the  State  are  certainly 
being  hard  hit  with  heart  conditions.  Too  much 
hard  work  and  too  much  worry  is  the  cause.  They 
never  take  time  to  relax  but  keep  on  the  job  all 
the  time  and  iron  will  wear  out  after  a time. 

“It  is  with  the  keenest  personal  regret  that 
the  death  of  Mrs.  Julian  T.  Bailey,  wife  of  Dr. 
Julian  T.  Bailey  is  reported.  Mrs.  Bailey  died 
August  10,  1930,  and  was  buried  the  following 
day.  Mrs.  Bailey  was  a devout  Christian,  a devoted 
wife  and  mother,  and  in  fact  was  an  embodiment 
of  all  that  goes  to  make  up  true  womanhood.  Our 
hearts  go  out  to  Dr.  Bailey  and  their  little  daugh- 
ter, Rebecca,  in  their  terrible  bereavement. 

“Dr.  S.  H.  Hairston  is  still  confined  to  his  bed 
as  a result  of  a heart  attack  which  he  had  about 
five  months  ago.  We  are  hopeful  that  he  will  soon 
be  better  and  that  he  willl  be  able  to  enter  again 
actively  in  his  work. 

“Dr.  T.  G.  Cleveland,  one  of  our  very  active 
practitioners,  is  taking  a very  much  needed  rest 
and  vacation.  He  has  been  under  the  weather 
some  several  weeks. 

“Dr.  and  Mrs.  H.  L.  Rush  and  son  have  just 
returned  from  the  Mississippi  Coast,  where  they 
spent  a very  enjoyable  vacation. 

“We  were  mighty  glad  to  see  you,  Howard, 
Jones,  and  Underwood,  at  our  meeting  at  the 
Patrons’  Union  in  July  and  hope  it  will  not  be 
long  before  you  will  be  back  with  us.” 

I.  W.  COOPER,  M.  D. 


Dr.  Robert  Heath  Foster,  Laurel,  has  announced 
that  he  has  now  arranged  to  devote  his  entire  time 
to  private  practice.  Dr.  Foster  has  for  six  years 
been  chief  surgeon  at  the  South  Mississippi 
Charity  Hospital. 


A CORRECTION. 

“Will  you  please  say  in  the  next  issue  of  the 
Journal  that  through  an  error  in  the  office  of  the 
agent  of  the  group  insurance  companies  with 
which  we  have  insurance  that  the  statement  was 


sent  out  that  Dr.  J.  0.  Ringold  of  Winona  had 
been  paid  $3,000.00  for  total  permanent  disability, 
and  that  this  in  an  error,  and  that  Dr.  Ringold  is 
in  his  usual  good  health.  This  has  been  embar- 
rassing to  Dr.  Ringold  and  I regret  exceedingly 
that  this  error  got  into  print,  but  I was  relying 
wholly  upon  the  records  of  the  insurance  com- 
pany.” 

T.  M.  DYE,  Secretary, 
Mississippi  State  Medical  Association. 
August  11,  1930. 


The  Sharkey  County  Health  Unit  held  a ton- 
sil and  adenoid  clinic  July  22,  at  Dr.  W.  C.  Pool’s 
hospital,  Cary. 


Dr.  and  Mrs.  H.  S.  Goodman,  Cary,  are  in  Vir- 
ginia for  a two  weeks’  vacation,  where  they  will 
be  joined  by  their  daughter,  Miss  Ethel. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary,  reports  that  the 
regular  monthly  meeting  of  the  Pike  County  Medi- 
cal Society  was  held  in  the  Palm  Room,  McColgan 
Hotel,  August  7.  Fifteen  doctors  were  present  and 
Drs.  E.  L.  Irwin,  New  Orleans,  and  C.  D.  Over- 
ton,  Hammond,  La.,  were  guests.  Dr.  C.  W Stew- 
art, Gillsburg,  was  elected  a member  of  the 
Society. 

The  scientific  program  included  the  following: 

Quinine  Amaurosis. — Dr.  W.  M.  Biggs.  Dis- 
cussed by  Dr.  T.  E.  Hewitt,  and  others. 

Non-Diabetic  Acidosis. — Dr.  E.  L.  Irwin.  Dis- 
cussed by  Drs.  W.  M.  Biggs,  L.  J.  Rutlege,  E.  M. 
Givens,  L.  D.  Dickerson  and  others. 


“Dr.  L.  D.  Dickerson  and  Mrs.  Dickerson,  Mc- 
Comb,  spent  the  last  week  of  July  and  the  first 
week  of  August  on  the  Mississippi  Coast  and  at 
Mobile,  Alabama.  They  report  a very  pleasant 
vacation. 

“We  are  having  some  awful  dry  and  hot 
weather,  and  the  people,  especially  doctors,  are 
still  cussing  the  special  tax  on  cigars  and  cigar- 
ettes.” 


TREATMENT'  OF  SYPHILIS. 

Dr.  H.  C.  Ricks,  A.  A.  Surgeon,  U.  S.  P.  H.  S., 
has  sent  out  from  offices  of  the  State  Board  of 
Health  a number  of  suggestions  quoted  from  an 
article  'by  Dr.  John  H.  Stokes,  on  the  treatment 
of  syphilis.  Dr.  Ricks  states  that  there  is  avail- 
able a bulletin  written  by  a committee  of  experts 
for  the  United  States  Public  Health  Service,  the 
title  of  which  is  “The  Management  of  iSyphilis  in 
General  Practice.”  This  bulletin  takes  up  the 
administration  and  advantages  or  disadvantages 
of  various  drugs  used  in  the  treatment  of  syphilis, 
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as  well  as  various  complications  that  sometimes 
occur.  Copies  of  this  bulletin  may  be  had  from 
the  Bureau  of  Communicable  Diseases,  State  Board 
of  Health,  Jackson. 


MALARIA  CONTROL. 

Dr.  Mark  F.  Boyd,  Director,  Bureau  of  Malaria 
Control,  Mississippi  State  Board  of  Health,  writes: 
“Recent  allegations  to  the  effect  that  malaria 
incidence  is  diminished  in  the  vicinity  of  alfalfa 
fields  will  be  investigated  in  Mississippi  by  Dr. 
Stratman-Thomas,  of  the  field  staff  of  the  Inter- 
national Health  Division  of  the  Rockefeller  Foun- 
dation, co-operating  with  the  Bureau  of  Malaria 
Control  of  the  Mississippi  State  Board  of  Health. 
Dr.  Thomas  will  make  a number  of  surveys  to 
determine  the  incidence  of  malaria  among  those 
who  live  in  close  proximity  to  alfalfa  fields,  as 
well  as  control  surveys  among  those  who  live  at  a 
greater  distance,  to  determine  if  any  difference  is 
detectable.” 


TUBERCULOSIS. 

Professor  Joseph  D.  Aronson,  of  the  staff  of  the 
Phipps’  Institute  is  to  study  tuberculosis  in  Mis- 
sissippi in  co-operation  with  the  bureau  of  com- 
municable diseases  of  the  State  Board  of  Haelth. 


McCOMB. 

“Dr.  and  Mrs.  I.  E.  Stennis,  McComb,  enjoyed 
a two-weeks  vacation  in  North  Mississippi  during 
July.  Most  of  their  time  was  spent  in  Meridian, 
DeKalb  and  Macon. 

“Dr.  and  Mrs.  R.  H.  Brumfield,  McComb,  are  still 
receiving  congratulations  on  the  arrival  of  the  fine 
son  that  came  into  the  family  April  28.  The  young 
man  is  named  Bob  White,  Bob,  for  his  father, 
White  for  his  grandfather.  Usually  when  a 
boy  grows  to  be  big  enough  to  play  with  the  other 
boys  in  the  community,  some  boy  will  nick-name 
him.  Some  of  the  many  friends  of  Dr.  and  Mrs. 
Brumfield  are  wondering  when  that  time  arrives 
whether  it  will  be  ‘Quail’  or  ‘Partridge’.” 

Dr.  Cooper  take  notice. 


HONOR  ROLL. 

The  enrolled  membership  of  the  Pike  County 
Medical  Society  represents  100  per  cent  of  the 
practicing  physicians  of  Pike  County  and  the 
average  monthly  attendance  at  meetings  is  about 
75  per  cent  of  the  membership  roll. 

WOMEN’S  AUXILIARY. 

FROM  THE  PRESIDENT. 

“Yours  of  July  25 — I hope  each  officer  of  Aux- 
iliary has  received  one  of  your  letters  urging  them 
to  turn  in  news. 


“I  am  sure  you  are  right  about  putting  auxiliary 
news  before  the  State  members,  and  I believe  it 
will  help  us  to  increase  membership  and  promote 
our  affairs.  I have  urged  every  officer  to  send  in 
news  items  to  our  publicity  chairman,  Mrs.  Henry 
Boswell,  who  in  turn,  will  send  to  you.  We  are 
late  in  beginning  our  work  for  the  year  account  of 
my  absence.  Mrs.  D.  J.  Williams  of  Gulfport  and 
myself  have  just  returned  from  a motor  trip  last- 
ing a month,  attending  A.  M.  A.,  Detroit,  then 
into  Ontario,  Toronto  and  Quebec,  back  through 
Niagara  Falls,  Atlantic  City,  New  York,  Wash- 
ington, etc.,  a most  wonderful  trip,  4,000  miles, 
without  a mishap,  even  a puncture. 

“I  am  writing  again  to  our  officers  and  am  plan- 
ning a membership  campaign  and  willl  include 
news  items  in  letters  to  members. 

“Would  it  be  in  order  for  you  as  editor  to  urge 
each  doctor’s  wife  to  join  auxiliary?  We  have  only 
96  listed  auxiliary  members  and  63  paid  up 
members.  I am  so  anxious  to  at  least  increase 
our  membership  and  where  possible  organize.” 

MRS.  L.  L.  POLK. 

From  Mrs.  D.  J.  Williams,  Gulfport: 

The  Harrison-Stone-Hancoc-k  Counties  Medical 
Auxiliary  plans  to  hold  a fish  fry  on  Cat  Island  in 
August  when  the  husbands  of  the  members  and  the 
student  nurses  of  the  hospitals  in  Gulfport  and 
Biloxi  will  be  special  guests. 

“Dr.  Margaret  Caraway,  Gulfport,  spent  a week 
in  Shreveport  visiting  her  son,  Archibald  Caraway, 
who  is  employed  as  a swimming  teacher  at  a 
resort  near  Shreveport.  Young  Caraway  is  a 
medical  student  at  Tulane. 

“Dr.  Emma  Gay,  Gulfport,  is  spending  two 
weeks  in  the  Blue  Ridge  Mountains,  having 
motored  up  with  three  other  women  friends. 

“The  officers  of  the  Auxiliary  of  the  Harrison- 
Stone-Hancock  Counties  Medical  Society  for  the 
term,  1930-31,  elected  at  the  June  meeting,  are  as 
follows:  Mrs.  E.  C.  Parker,  President;  Mrs.  J.  S. 

Laird,  Vice-President;  Mrs.  George  Sims,  Record- 
ing Secretary;  Mrs.  M.  M.  Snelling,  Treasurer; 
Dr.  M.  Caraway,  Parliamentarian. 

“Ten  dollars  was  given  to  the  Preventorium 
Fund  sponsored  by  the  State  Medical  Auxiliary  by 
the  Medical  Auxiliary  of  the  Harrison-Stone-Han- 
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cock  Counties  at  the  June  meeting.  Mrs.  D.  J. 
Williams,  Gulfport,  has  been  appointed  to  serve 
as  chairman  of  this  fund  and  is  formulating  plans 
for  fall  activities.” 


From  Mrs.  B.  Z.  Welch,  Biloxi: 

“In  regard  to  your  letter  of  July  25,  concerning 
our  Auxiliary,  our  organization  is  known  as  the 
Biloxi  Unit  of  the  Harrison  County  Auxiliary. 
We  have  eight  members.  Recently  some  of  our 
members  pledged  themselves  to  raise  money  for 
the  hospital.  We  raised  $55.00  by  means  of  a 
rummage  sale  and  other  devices. 

“Our  Club  meets  once  a month  at  the  homes  of 
the  members,  taken  alphabetically.  After  our  busi- 
ness session  is  over  we  always  have  a social  hour 
at  which  time  we  become  better  acquainted  and  in 
general  we  enjoy  ourselves  to  a great  extent.” 


EAST  MISSISSIPPI  MEDICAL  SOCIETY. 

Twenty-eight  physicians  attended  the  meeting  of 
the  East  Mississippi  Medical  Society  held  at 
Patron’s  Union  Camp  Ground,  Lake,  Wednesday, 
July  30.  Dr.  H.  >S.  Gully,  Meridian,  President, 
presided.  The  principal  address  was  made  by  Dr. 
E.  F.  Howard,  Vicksburg,  President  of  the  Missis- 
sippi State  Medical  Association,  who  outlined  the 
plans  of  the  Association  for  the  present  year  and 
urged  that  the  purpose  of  the  Association  “to  feder- 
ate and  bring  into  one  compact  organization  the 
entire  medical  profession  of  the  state  of  Missis- 
sippi, “as  stated  in  the  constitution,  but  put  into 
effect  in  fact.  Talks  endorsing  the  plans  outlined 
by  Dr.  Howard,  were  made  by  Drs.  F.  J.  Under- 
wood, Jackson,  Executive  Officer  of  the  Mississippi 
State  Board  of  Health;  D.  W.  Jones,  Jackson,  Coun- 
cilor; L.  S.  Lippincott,  Vicksburg,  Editor;  I.  W. 
Cooper,  Meridian,  Treasurer  of  the  Mississippi 
State  Medical  Association;  M.  J.  L.  Hoye,  Meridian, 
Vice-President,  Mississippi  State  Medical  Associ- 
ation; and  several  others. 

It  was  agreed  to  recommend  that  the  physicians 
of  Scott  County  become  members  of  the  Central 
Medical  Society.  Dr.  William  W.  Parker,  Louis- 
ville, was  elected  Vice-President  of  the  society 
from  Winston  County.  Drs.  Crit  Pharris,  Louis- 
ville, and  Eva  E.  Strahan,  Meridian  were  unani- 
mously elected  to  membership. 

The  scientific  program,  “Practical  Points  in 
Suturing,”  Dr.  J.  Hack  Rush,  Meridian  and 


“Diagnosis  and  Treatment  of  Syphilis,”  Dr.  T.  L. 
Bennett,  Meridian,  was  postponed  until  the  next 
meeting. 

At  the  conclusion  of  the  meeting  the  members 
of  the  society  and  guests  were  served  refreshments 
by  Dr.  I.  W.  Cooper  and  his  good  sister. 


Dr.  Eva  E.  Strahan  has  recently  located  in 
Meridian,  doing  general  practice,  with  offices  in  the 
Marks-Rothenberg  Building.  Dr.  Strahan  is  a 
graduate  of  Tulane  University  School  of  Medicine 
in  the  class  of  1928,  and  served  her  internship  in 
the  Baptist  Hospital,  New  Orleans. 


Dr.  Crit  Pharris  has  recently  located  in  Louis- 
ville and  is  associated  with  Dr.  W.  W.  Parkes. 
Dr.  Pharris  is  a graduate  of  the  University  of 
Tennessee  and  served  his  internship  in  St.  Joseph 
Hospital,  Memphis. 


GROUP  INSURANCE. 

Dr.  T.  M.  Dye,  Secretary,  Mississippi  State  Medi- 
cal Association,  has  sent  out  the  following  letter 
in  regard  to  the  group  insurance  plan  adopted  by 
the  Association: 

“My  Dear  Doctor: 

“The  following  claims  have  been  paid  by  the 
insurance  companies  to  members  of  our  Association 
since  the  adoption  of  the  group  insurance  plan 
two  years  ago.  In  addition  there  are  now  pending 
several  claims  for  permanent  disability,  most  of 
which  will  be  paid,  and  one  or  two  death  claims 
which  are  going  through  the  regular  channels  and 


will  be  paid. 

R.  P.  Crump $3,000.00 

J.  S.  Gibson 3,000.00 

W.  S.  Hamilton 3,000.00 

W.  W.  Davis 3,000.00 

R.  T.  Stapleton 3,000.00 

David  Walley 3,000.00 

N.  L.  Nash 3,000.00 

J.  F.  Aycock 3,000.00 

O.  F.  Parkes 3,000.00 

E.  H.  Copeland 3,000.00 

E.  R.  Gordon 6,000.00 

J.  C.  Armstrong 6,000.00 


Total $45,000.00 


“These  claims  have  all  been  paid  promptly 
upon  the  completion  of  the  proof  of  death  or  of 
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permanent  disability.  In  no  instance  has  there 
been  any  unnecessary  delay.  Most  of  the  claims 
have  been  paid  in  advance  of  most  other  insur- 
ance. 

“Truly  your  friend, 

T.  M.  DYE,  Secretary/’ 


NORTH  MISSISSIPPI  iSIX  COUNTY 
MEDICAL  SOCIETY. 

A meeting  of  the  North  Mississippi  Six  County 
Medical  Society  was  held  at  Water  Valley,  July 
16.  The  program,  as  reported  by  Dr.  A.  H.  Little, 
Secretary,  was  as  follows : 

1.  Hematemesis,  Report  of  a Case. — Dr.  F.  E. 
Linder,  Oxford. 

Discussion  opened  by  Drs.  George  Brown  and 
R.  J.  Criss. 

2.  iSodium  Amytal  as  an  Anaesthetic  and  Hyp- 
notic.—Dr.  C.  M.  Speck,  New  Albany. 

Discussion  by  Drs.  J.  C.  Culley  and  S.  E. 
Eason. 

3.  Evils  of  Too  Much  Milk. — Dr.  Eugene  Rosa- 
mond, Memphis. 

Discussion  by  Dr.  W.  C.  Lester  and  E.  L. 
Hooper. 

4.  Malaria. — Dr.  G.  H.  Wood,  Batesville. 

Discussion  by  Drs.  B.  H.  Paslay  and  T.  J. 
Pennebaker. 

5.  Cancer  of  the  Larynx. — Dr.  H.  W.  Qualls, 
Memphis. 

Discussion  by  Drs.  B.  S.  Guyton  and  H.  N. 
Mayes. 


NATCHEZ  CHARITY  HOSPITAL. 

Acknowledgment  is  made  of  the  receipt  of  an 
attractive  booklet  entitled,  “Nurse-O-Grams,”  pub- 
lished by  the  Natchez  Charity  Hospital  and  having 
to  do  especially  with  the  training  school  for  nurses. 
Dr.  J.  A.  Rayburn  is  superintendent  of  the  hos- 
pital and  Mrs.  Jessie  W.  Tyler,  R.  N.,  is  superin- 
tendent of  the  Training  School. 

An  interesting  item  of  historical  interest  is 
included  in  the  foreword.  This  contains  informa- 
tion that  the  Natchez  Charity  Hospital  was  built 
in  1841,  and  was  one  of  nine  marine  hospitals 
built  by  the  United  States  Government.  It  is, 
therefore,  one  of  the  oldest  hospitals  in  the  coun- 


try, and  it  was  there  that  the  State  Nurse’s  Associ- 
ation was  organized. 


ISSAQUENA-SH A RKEY- WARREN  COUNTIES 
MEDICAL  SOCIETY. 

The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  was  held 
at  Vicksburg  on  August  12.  The  scientific  pro- 
gram included  the  following. 

1.  Hypertension. — Dr.  S.  W.  Johnston.  Dis- 
cussed by  Drs.  A.  Street,  W.  H.  Scudder,  G.  M. 
Street,  F.  M.  Smith,  L.  J.  Clark.  Dr.  Johnston 
closed. 

2.  Seasonal  Hay  Fever. — Dr.  E.  H.  Jones.  Dis- 
cussed by  Drs.  E.  F.  Howard,  L.  S.  Lippincott,  L. 
J.  Clark,  S.  W.  Johnston.  Dr.  Jones  closed. 

Dr.  Rex  Goodman,  Cary  and  Mr.  Richard  Street, 
Vicksburg  were  visitors. 

The  next  meeting  of  the  Society  will  be  held  in 
Vicksburg,  Tuesday,  September  9.  A committee  in 
charge  of  program  fof  the  September  meeting 
consists  of  Drs.  J.  V.  May,  Port  Gibson;  B.  T. 
Orendorf,  Rolling  Fork;  W.  H.  Parsons,  Vicks- 
burg; D.  A.  Pettit,  Vicksburg;  A.  Street,  Vicks- 
burg. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  Staff  Meeting  of  the  Vicks- 
burg Sanitarium  was  held  August  9.  Special  case 
reports  presented  included: 

1.  Ovarian  Pregnancy — Demonstration  of  Speci- 
men.— Dr.  G.  M.  Street. 

2.  Carcinoma  of  the  Upper  Extremity  of  the 
Femur,  Metastatic,  With  Pathological  Fracture  as 
the  First  Symptom. — Dr.  A.  Street. 

3.  Chronic  Pyelitis  With  Acute  Exacenbations; 
Uroselectan  as  an  Aid  in  Diagnosis. — Dr.  G.  C. 
Jarratt. 

4.  Clinico-Pathological  Conference — Uremia. — 
Drs.  L.  J.  Clark  and  L.  S.  Lippincott. 

Selected  radiographic  studies  of  the  month  were 
demonstrated  as  follows:  Carcinoma  of  upper  ex- 

tremity of  femur;  Fracture  of  the  femur,  Lane 
plate;  Fracture  of  the  skull;  Bronchial  tree  out- 
lined by  lipiodol;  Cholelithiasis;  Fistulae  injected 
with  bismuth  paste. 

The  next  meeting  of  the  staff  will  take  place 
Wednesday,  Sept.  10. 


BOOK  REVIEWS 


The  Eye  in  General  Medicine:  By  A.  Maitland 

Ramsey,  M.  D.,  LL.D.  New  York,  William 
Wood  & Co.  1929.  pp.  255. 

In  an  exceptionally  clearly  and  tersely  written 
volume  of  some  two  hundred  and  fifty  pages,  one 
of  England’s  greatest  ophthalmologists  emphasizes 
the  importance  of  studying  the  patient  as  well  as 
the  disease. 

To  facilitate  a better  understanding  of  the  sub- 
ject and  the  book,  many  of  the  author’s  ideas  are 
epigramatically  phrased,  and  some  verbatim. 

The  clinician  must  have  the  genius  to  see  the 
whole  problem,  in  the  right  proportion  and  prop- 
erly balanced.  The  diagnosis  is  often  written  on 
the  patient’s  face.  Too  much  attention  is  paid  the 
germ  and  too  little  to  the  soil  in  which  it  grows. 
It  is  more  important  to  understand  correctly  the 
reactions,  taking  place  in  the  laboratory  of  the  eye 
than  to  discover  gross  fundus  lesions. 

The  capillaries  are  not  simply  tubes  through 
which  the  blood  passes.  They  are  influenced  by 
every  morbid  process  in  the  body  and  affect  the 
activity  of  every  organ.  The  functioning  and  the 
conducting  apparatus  of  the  eye  have  different 
capillary  system.  Thus,  increased  light  minimum 
denotes  rod  and  cone  or  visual  purple  disease, 
while  increased  light  difference  suggests  disease  of 
the  internal  retinal  layers. 

Generally  speaking,  glaucoma  is  not  a disease 
and  never  occurs  in  a perfectly  healthy  individual. 
Lagrange  expresses  the  idea  “A  sick  eye  in  a sick 
body.”  The  initial  stage  is  probably  a disturbance 
in  the  capillary  circulation  of  the  ciliary  vessels; 
a dilatation  accompanied  by  increased  permiability. 
The  most  frequent  cause  is  probably  a toxin  of  the 
histamin  group  which  affects  endocrin  function  and 
the  sympathetic  nervous  mechanism.  This  toxin 
may  be  bacterial  or  may  be  produced  in  defective 
metabolism.  The  normal  aqueous  is  practically 
neutral  in  reaction,  that  of  the  glaucomatous  eye 
is  distinctly  alkaline.  Reformed  aqueous  after  re- 
moval materially  differs  from  the  original.  Thus, 
following  intravenous  injection,  arsenic  is  always 
found  in  the  anterior  chamber  if  previously  tapped ; 
otherwise  not.  It  is  possible  that  the  epithelium  of 
the  ciliary  processes  secretes  something  which 
maintains  the  transparency  of  the  vitreous  and 
lens. 

The  retrobulbar  injection  of  three  minims  of 
adrenalin  which  greatly  improves  some  forms 
especially  sub-acute  and  chronic  glaucoma,  should 
always  be  preceded  by  the  energetic  use  of  eserin. 
The  intravenous  injection  of  50  c.c.  supersaturated 
saline  solution  should  be  cautiously  used.  All 
glaucoma  operations  aim  to  establish  a filtering 
cicatrix.  i I lllf 


Bacterial  infections  do  not  necessarily  cause 
disease;  trouble  arises  only  when  the  body  defends 
itself  against  attack.  The  scientific  spirit  is  not 
the  exclusive  property  of  the  laboratory  worker 
who  can  never  replace  the  clinician.  We  must  look 
to  the  living  to  learn  the  laws  of  life  and  not  to 
the  dead. 

It  is  not  enough  to  fit  suitable  glasses  for  the 
correction  of  refractive  errors.  A quick  estimate 
must  also  be  made  of  the  patient’s  general  health. 
A definite  relation  apparently  exists  between 
myopia  and  metabolism. 

An  appendix  containing  numerous  prescriptions 
of  local  and  general  remedies  used  in  ophthalmic 
practice  follows,  also  a fairly  complete  index. 

Although  some  of  the  author’s  ideas  have  not 
been  universally  adopted,  they  afford  food  for 
thought  and  deserve  careful  consideration.  I have 
read  this  book  with  pleasure  and  profit. 

Chas.  A.  Bahn,  M.  D. 


Physical  and  Clinical  Diagnosis:  By  Dr.  Otto 

Seifert  and  Dr.  Friedrich  Mueller.  Transla- 
tion by  E.  Cowles  Andrus,  M.  D.  Philadel- 
phia, J.  B.  Lippincott  Company.  1930.  pp.  543. 

The  reviewer  is  quite  enthusiastic  about  this 
small  volume.  In  these  five  hundred  and  some  odd 
pages  there  is  packed  a tremendous  amount  of 
important  information,  which  is  presented  pri- 
marily for  the  student  beginning  the  study  of 
medicine,  but  which  nevertheless  may  be  satisfac- 
torily employed  as  a book  for  quick  reference  and 
ready  review  by  those  who  are  further  advanced  in 
their  course,  or  even  by  graduates  of  medicine. 
The  work  consists  of  description  of  methods  of 
examination  of  the  patient  from  the  history  to 
the  more  complete  study  of  the  sick  man  by  physi- 
cal methods.  In  addition  to  this  section  there  are 
chapters  on  the  blood,  urinary  system,  gastro- 
intestinal tract,  as  well  as  parasitic  and  infectious 
diseases.  The  nervous  system  is  briefly  covered  but 
the  essentials  are  incorporated.  The  same  may  be 
said  of  the  chapters  devoted  to  glands  of  internal 
secretions,  metabolism  and  diseases  of  the  skin. 
The  translation  is  thoroughly  adequate  and  leaves 
nothing  to  be  desired. 

J.  H.  Musser,  M.  D. 


Modern  Otology:  By  Joseph  Clarence  Keeler, 

M.  D.,  F.  A.  C.  S.  Philadelphia,  F.  A.  Davis 
Company.  1930.  pp.  858. 

There  is  a personal  note  in  this  contribution,  for 
it  represents  twenty-five  years  in  the  practice  and 
teaching  of  otology.  It  does  keep  abreast  with 
actual  living  science;  real  otologic  science  is  ever 
moving  towards  greater  accuracy  and  more 
efficiency.  Its  praiseworthy  objective  is  not  only 
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to  save  human  life,  but  also  to  preserve  the  func- 
tions of  that  wondrous  organ  of  hearing.  The 
author  has  kept  faith  in  conveying  much  up-to- 
date  knowledge  relating  to  every  known  form  of 
ear  diseases.  No  other  text-book  contains  so  much 
valuable  information  as  to  the  structure  of  the  ear. 

Such  anatomical  and  physiological  knowledge  is 
absolutely  essential  in  the  practice  of  modern 
otology.  Even  though  the  author  offers  his  “hard- 
won  knowledge,”  a rather  extensive  and  informa- 
tive bibliography  is  appended  to  every  chapter. 

Child-life  is  especially  prone  to  ear  affections, 
with  some  tragic  sequels.  Many  such  calamities 
are  avoidable.  A special  secretion  (part  xi)  is 
rightfully  devoted  to  “Otology  in  Children.” 

Infants  have  a large  cell  back  of  the  middle  ear, 
the  antrum.  Infancy  presents  no  well-defined  mas- 
toid pneumatic  structure.  The  reviewer,  however, 
agrees  with  Keller  that  mastoid  antritis  is  quite 
common  in  early  life.  Pediatrician  and  otologist 
must  recognize  this  clinical  fact,  if  they  would 
reduce  the  still  too  high  mortality  of  intra-cranial 
complications  from  ear  infections  in  early  child- 
hood. Medico-legal  otology  is  given  unusual  atten- 
tion. Doctors  usually  cut  such  a sorry  figure  in 
giving  expert  testimony,  that  such  a discussion  is 
eminently  practical  and  timely.  The  question  of  a 
“Discharge  from  the  Ear”  is  a vital  one  in  life  in- 
surance examination.  The  insurance  aspects  of 
the  ear  have  been  found  worthy  of  a separate, 
well-covered  chapter,  reinforced  by  an  invaluable 
bibliography  relating  to  this  pause  of  our  otologic 
practice. 

The  request  from  colleagues  and  students  to 
“write  a book  yourself,”  certainly  brought  forth  a 
work  which  presents  a personal  experience  well 
worthy  of  permanent  record.  We  recommend 
Keeler’s  Otology  to  the  fully  initiated,  and 
especially  to  the  neophyte  in  this  very  important 
and  difficult  field. 

Homer  Dupuy,  M.  D. 


Practical  Materia  Medica:  By  Clayton  S.  Smith, 

Ph.  D.,  M.  D.,  and  Helen  L.  Wikoff,  Ph.  D. 

Philadelphia,  Lea  & Febiger.  1929.  pp.  300. 

The  authors  have  prepared  in  this  introductory 
text  for  the  student  of  pharmacology  a book  which 
is  satisfactory  in  every  respect.  The  work  is 
divided  into  several  sections,  the  first  of  which 
contains  a dissertation  on  various  methods  by 
which  drugs  may  be  administered,  together  with 
the  dosage  of  drugs.  The  next  section  deals  with 
inorganic  materia  medica,  the  succeeding  one  with 
organic  materia  medica.  The  succeeding  part  is 
devoted  to  toxicology,  and  is  followed  by  the  section 
on  prescription  writing,  and  lastly  an  appendix 
which  deals  with  the  preparation  of  reagents.  The 
author  has  written  in  a rather  staccato,  dogmatic 
style,  but  this  does  not  in  any  way  detract  from 


the  value  of  the  work.  In  truth  it  rather  enhances 
it,  as  the  statements  do  not  need  more  than  a mere 
declaration  without  elaboration,  and  if  they  are 
short,  brief,  succinct,  and  to  the  point  they  are 
remembered  best  by  the  student. 

J.  H.  Musser,  M.  D. 


The  Normal  Diet:  By  W.  D.  Sansum,  M.  S., 

M.  D.  3rd  ed.  St.  Louis,  C.  V.  Mosby  Com- 
pany. 1930.  pp.  134. 

A most  excellent  exposition  of  the  important 
features  of  diet;  written  primarily  for  physicians 
but  in  such  form  that  it  may  be  available  for  the 
patients  that  consult  the  physician.  Many  of  the 
statements  expressed  by  Sansum  do  not  meet  with 
the  full  accord  of  others  interested  in  the  science 
of  nutrition,  but  under  any  circumstances  his  ideas 
and  suggestions  are  most  stimulating. 

J.  H.  Musser,  M.  D. 


Medical  Gymnastics  and  Massage  in  General  Prac- 
tice: By  J.  Arvedson.  3rd  ed.  Philadelphia, 

P.  Blakiston’s  Son  & Co.  Inc.  1930.  Pp.  298. 

This  small  volume  is  evidently  designed  to  review 
in  a very  elementary  way  many  of  the  most  com- 
mon orthopaedic,  medical  and  surgical  diseases. 
The  treatment  of  the  various  subjects  is  so  ele- 
mentary that  it  is  a suitable  volume  only  for  nurses 
and  those  just  beginning  any  medical  subject.  The 
theories  advanced  in  connection  with  the  causes  and 
treatment  of  the  diseases  considered  are  apparently 
sound  and  up  to  date.  In  this  connection,  it  is 
interesting  to  note  the  remarks  in  reference  to 
the  early  treatment  of  fractures,  which  is  not  yet 
commonly  practiced  in  this  county,  thus  resulting 
in  many  joint  limitations. 

The  most  just  criticism  of  the  volume  seems  in- 
dicated, as  is  so  frequently  the  case  in  volumes 
on  exercise  and  massage,  the  authors  claim 
remarkable  results  in  conditions  which  could  not 
possibly  be  influenced  by  such  treatment,  such  as, 
pneumonia,  diabetes,  etc.,  etc.  In  this  connection, 
it  would  therefore  wrongly  influence  the  beginner 
in  medicine  and,  I think,  should  be  condemned  as 
a work  referred  to  the  early  student’s  consider- 
ation. 

John  T.  O’Ferrall,  M.  D. 


Selected  Readings  in  Pa  thology : Ed.  by  Esmond  R. 

Long.  Springfield,  111.  Charles  C.  Thomas. 

1929.  Pp.  301. 

This  volume  consists  of  a well  chosen  selection 
of  interesting  extracts  from  many  of  the  medical 
classics.  Beginning  with  the  classical  treatise  on 
“Air,  Waters  and  Places”  by  Hippocrates  in  the 
fourth  century,  B.  C.,  the  history  of  the  develop- 
ment of  pathology  is  progressively  illustrated  by 
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excerpts  from  the  works  of  such  men  as  Celsus, 
who  gave  the  classical  description  of  inflammation 
about  30  B.  C.  to  38  A.  D.,  Galen  with  his  discus- 
sion of  kidney  calculi  and  abscesses,  William  Har- 
vey who  first  described  the  circulation  of  the  blood, 
John  Hunter  with  his  work  on  venereal  disease, 
Laennec,  the  first  to  use  auscultation,  Thomas 
Hodgkin,  with  his  description  of  the  disease  known 
by  his  name;  Thomas  Addison,  known  for  his  syn- 
drome in  which  the  suprarenals  are  concerned,  and 
finally,  Rudolf  Virchow,  1821  to  1902  with  his- 
immortal  work  on  cellular  pathology. 

The  author  has  selected  his  material  with  much 
forethought,  producing  a book  which  fills  a decided 
want  in  medical  literature  and  which  is  a veri- 
table pleasure  to  read. 

Edwin  H.  Lawson,  M.  D. 


Introduction  to  the  Study  of  the  Nervous  System: 

By  E.  E.  Hewer,  D.  Sc.  (Lond.)  and  G.  M. 

Sandes,  M.  B.,  B.  S.  (Lond.),  M.  R.  C.  S., 

L.  R.  C.  P.  St.  Louis,  C.  V.  Mosby  Co.  1929. 

Pp.  104. 

The  Nervous  System,  by  Hewer  and  Sandes,  is 
an  excellent  manual  for  the  primary  study  of 
neurology.  It  is  liberally  illustrated  with  splendid 
diagrams  and  cuts,  and  affords  a quick  and  ready 
method  of  looking  up  various  points.  It  is  pri- 
marily written,  as  the  introduction  states,  for  the 
use  of  students.  It  should  be  a valuable  book, 
however,  for  any  one  who,  from  time  to  time, 
should  want  to  look  into  the  symptomatology  of 
nervous  reactions. 

E.  McC.  Connely,  M.  D. 


The  Mechanism  of  the  Heart  and  Its  Anomalies: 
By  Emile  Geraudel.  English  translation  by 
L.  F.  Bishop  and  L.  F.  Bishop,  Jr.  Baltimore, 
The  Williams  & Wilkins  Company.  1930. 
Pp.  266. 

The  chapter  on  the  anatomy  of  the  specific  myo- 
cardium and  the  numerous  figures  should  make 
this  volume  useful  to  the  electrocardiographer.  As 
to  the  rest,  with  the  exception  of  the  chapter  on 
the  electrocardiograph  (Boulitte),  it  is  written  in 
support  of  the  author’s  theory  of  the  mechanism 
of  the  heart  beat.  This  theory  involves  four  funda- 
mental assumptions. 

1.  The  sinus  and  atrioventricular  nodes  are 
absolutely  independent  in  their  action;  the  former 
initiating  the  auricular,  the  latter,  the  ventricular 
systole.  In  other  words,  there  is  alway  complete 
dissociation  of  auricle  and  ventricle. 


2.  Normally  the  activity  of  each  node  is  begun 
by  the  arrival  of  the  pulse  wave.  Since  the  branch 
of  the  coronary  artery  to  the  sinus  node  is  shorter 
than  that  to  the  atrioventricular  node,  the  former 
precedes  the  latter. 

3.  All  the  fibers  of  the  two  atria  contract  at 
the  same  moment,  and  all  parts  of  the  two  ven- 
tricles are  thrown  into  activity  simultaneously  at 
a later  moment.  It  follows  that  all  ideas  of  impulse 
conduction  are  illusory. 

4.  Every  auricular  systole,  whether  in  normal 
rhythm,  in  premature  beats,  in  flutter  or  in  fibril- 
lation, is  initiated  in  the  sinus  node.  All  ventri- 
cular beats  similarly  originate  in  the  atrioventri- 
cular node.  The  peculiar  electrocardiographic 
configuration  of  ventricular  premature  beats  is 
not,  therefore,  due  to  abnormal  site  of  origin. 

It  follows  from  these  assumptions  that  the  classi- 
cal method  of  interpreting  the  electrocardiogram 
is  wrong.  There  can  be  no  heart  block,  partial  or 
complete,  because  there  is  no  conduction.  For  the 
same  reason  there  are  no  circus  contractions,  as 
is  generally  believed,  in  auricular  flutter  or  fibril- 
lation. There  is  no  “nodal”  rhythm,  since  the  A-V 
node  is  pacemaker  of  the  ventricle,  never  of  the 
auricle.  Electrocardiographic  interpretation,  there- 
fore, becomes  delightfully  simple.  One  merely 
observes  the  independent  auricular  and  ventricular 
rhythms,  whether  they  are  equal  or  not,  whether 
either  or  both  are  accelerated,  normal  or  retarded 
in  rate,  and  whether  they  are  regular  or  irregular. 
A new  terminology  is  devised  for  the  specialized 
tissues  and  for  the  anomalies  in  the  cardiac 
mechanism. 

If  space  permitted,  a tremendous  body  of  evi- 
dence might  here  be  advanced  against  every  one 
of  Geraudel’s  assumptions.  At  the  same  time  the 
positive  evidence  in  favor  of  them  is  practically 
negligible.  His  chief  argument,  which  he  regards 
as  proof  of  his  theories,  is  that  interference  with 
the  blood  supply  to  either  node  will  slow  its  rhy- 
thm. Unfortunately  for  his  proof  this  is  exactly 
what  would  be  anticipated  on  the  basis  of  the 
classical  view.  As  for  the  remainder  of  his  evi- 
dence it  is  chiefly  destructive;  he  attempts  to  show 
that  the  generally  accepted  conceptions  are  inade- 
quate. In  the  opinion  of  the  reviewer  these  efforts 
are  quite  unsuccessful. 

Richard  Ashman,  Ph.  D. 
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Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts: 
By  Sir  Humphry  Rolleston,  Bart,  C.  B.,  and 
John  William  McNee,  D.  S.  O.,  M.  D.,  D.  Sc., 
F.  R.  C.  P.  London,  Macmillan  & Co.  1929. 
Pp.  884. 

A lapse  of  seventeen  years  has  occurred  since 
the  publication  of  the  last  edition  (second)  of  this 
authoritative  test  on  the  liver.  For  many  years 
we  have  lived  in  anticipation  of  the  forthcoming 
of  the  new  volume.  As  in  previous  editions,  this 
book  is  replete  with  every  known  disease  of  the 
liver  and,  in  addition,  the  gall-bladder  comes  in 
for  its  share  of  discussion  vieing  with  the  numer- 
ous studies  on  the  organ  in  recent  years.  The 
latest  functional  tests  for  liver  and  gallbladder 
are  accurately  described  and  the  work  is  brought 
up  to  modern  standard.  The  original  studies  on 
jaundice  by  one  of  the  authors  (McNee)  and  the 
latter’s  investigations  on  liver  function  stimulates 
interest  on  the  part  of  those  concerned  with  the 
digestive  glands. 

Certain  objections  to  the  volume  are  not  in  its 
contents.  It  is  poorly  bound  and  the  type  too 
small  for  comfortable  reading. 

Daniel  N.  Silverman,  M.  D. 


Gastric  and  Duodenal  Ulcer:  By  Arthur  F.  Hurst 
M.  A.,  M.  D.  (Oxon.)  F.  R.  C.  P.  and  Matthew 
J.  Stewart,  M D.  (Glasg.)  F.  R.  C.  P.,  London, 
Oxford  University  Press.  1929.  Pp.  544. 

The  first  edition  of  this  magnificent  work  is  to 
be  commended.  Peptic  ulcer  (gastric  and  duode- 
nal) is  covered  in  all  of  its  phases.  This  mono- 
graph contains  eleven  parts,  each  one  being  a 
complete  treatise  on  a different  aspect  of  ulcer, 
the  acute  and  the  chronic. 

This  book  is  comprehensible  and  the  discus- 
sion, especially  the  part  on  Pathology  and  Patho- 
logical Anatomy,  are  accompanied  by  clear  illus- 
trations, some  in  colors. 

The  investigations,  both  surgical  and  medical, 
of  foreign  authors,  and  particularly  the  Ameri- 
can, are  liberally  quoted. 

The  fundamental  basis  for  the  proper  under- 
standing of  any  medical  condition  is  well  demon- 
strated in  this  book  by  the  space  that  is  allotted 
to  its  pathology.  In  fact,  the  book  is  made  much 
more  valuable  by  the  co-authorship  of  a patholo- 
gist who  is  well  versed  in  the  subject. 

The  chapter  on  radiological  investigations,  un- 
doubtedly the  method  second  in  importance  to 
the  clinical  diagnosis,  emphasizes  the  “niche”  as 
the  most  essential  criterion  in  the  x-ray  diagnosis 
of  peptic  ulcer.  Without  the  niche  these 
authors  contend  that  it  is  quite  impossible  to 
determine  what  part  is  played  by  the  contaction 
of  scar  or  by  spasm  on  a duodenal  deformity. 


The  parts  on  treatment  are  complete  and  the 
surgical  and  medical  sides  of  the  question  are 
given  the  reader.  A co-operative  plan  is  wrought 
with  the  most  beneficial  results. 

Daniel  N.  Silverman,  M.  D. 


Revietv  of  Clio  Medica — 1.  The  Beginnings — Egypt 
and  Assyria:  By  W.  R.  Dawson,  F.  R.  S.  E. 
2.  Medicine  in  the  British  Isles:  By  Sir  D’A. 
Powers,  K.  B.  E.,  F.  R.  C.  S.,  England.  New 
York,  Paul  B.  Haeber,  Inc.  1930. 

This  series,  as  is  indicated  on  the  title  page,  is 
composed  of  primers  on  the  History  of  Medicine. 
They  are  pocket  size  volumes  and  are  written  by 
authoritative  authors.  They  are  entertaining  and 
replete  with  much  medical  informations.  Their 
advantage  is  their  brevity,  and  each  can  be  read 
in  one  or  two  hours.  The  titles  are  self-explana- 
tory and  they  satisfactorily  fulfill  the  require- 
ments necessary  for  a good  book.  The  editor  of 
the  series  is  E.  B.  Krumbhaar,  M.  D.  This  in  itself 
speaks  for  the  high  quality  of  the  work.  Several 
more  volumes  in  the  series  are  in  preparation. 

I.  D.  Robbins,  M.  D. 
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DIAGNOSIS  AND  TREATMENT  OF 
RUPTURED  GASTRIC  AND 
DUODENAL  ULCERS.* 

GILRUTH  DARRINGTON,  M.  D., 

Yazoo  City,  Miss. 

It  is  not  my  purpose  to  attempt  to  go 
into  the  causes,  diagnosis  and  treatment  of 
that  very  common  gastric  disturbance, 
ulcer.  I only  wish  to  discuss  very  briefly 
that  alarming  condition  that  arises  when 
this  ulcer  finally  erodes  through  the  entire 
wall  of  the  duodenum  or  stomach. 

Duodenal  ulcers  are  about  three  times  as 
common  as  gastric  ulcers  and  both  are  about 
three  times  as  common  in  men  as  in  women. 
It  has  been  variously  estimated  that  any- 
where from  6 per  cent  to  25  per  cent  of  ulcers 
will  perforate.  Perforation  of  the  duodenum 
is  naturally  more  common  than  perforation 
of  the  stomach  due  to  the  fact  that  there  are 
so  many  more  duodenal  than  stomach  ulcers. 
There  is  a very  peculiar  and  striking  thing 
about  ulcers  situated  on  the  anterior  wall  of 
the  stomach.  Nearly  all  of  them  will  per- 
forate. That  is  about  85  per  cent  will. 
Fortunately  ulcers  of  the  anterior  wall 
occur  in  only  about  5 to  7 per  cent.  For 
example,  we  shall  say  out  of  200  ulcers, 
190  will  be  on  the  posterior  wall  and  4 will 
perforate.  Ten  will  be  on  the  anterior  wall 
and  8 or  9 will  perforate.  Perforation 
occurs  ten  times  as  frequently  in  men  as 
in  women  and  one  should  be  very  cautious 
in  making  this  diagnosis  in  the  female. 

*Read  before  the  Section  on  Surgery  at  the  Sixty- 
third  Annual  Session  of  the  Mississippi  State 
Medical  Association,  Vicksburg,  May  13,  1930. 


Personally  I have  never  had  such  a case  in 
a woman. 

t 

The  first  operation  for  acute  perforation 
was  done  in  1880  by  Mekulicz  with  fatal 
termination.  The  first  successful  operation 
was  in  1892  by  Heusner.  The  mortality  in 
these  early  operations  was  around  50  per 
cent,  which  has  been  reduced  to  as  low 
as  5 per  cent  in  favorable  cases — cer- 
tainly a most  creditable  showing  for  modern 
surgery. 

The  diagnosis  of  this  pathological  picture 
is  not  always  easy  and  simple  and  there  are 
few  occasions  where  an  early  diagnosis  is 
more  important  for  the  welfare  of  your 
patient.  Some  surgeon  of  wide  experience 
once  remarked  that  in  conditions  where 
there  were  perforations  along  the  alimen- 
tary tract  the  mortality  increased  between 
5 per  cent  and  10  per  cent  an  hour  until 
surgical  relief  was  given.  Of  course  this 
is  a rough  and  general  estimate  influenced 
by  many  factors.  Yet  at  the  same  time  it 
is  a good  rule  for  us  to  keep  in  mind  and 
give  grave  consideration  to,  before  we 
administer  a hypodermic  and  await  devel- 
opments, as  often  the  wait  will  develop  in 
the  death  of  your  patient  and  quite  a bit 
of  your  prestige. 

In  all  surgical  conditions  the  history  is 
of  great  importance.  Of  course  a previous 
history  of  digestive  disturbance  suggestive 
of  ulcer  should  immediately  put  us  on  our 
guard.  However,  you  will  not  always  obtain 
this  history  and  I warn  you  not  to  put  too 
much  faith  in  it  as  I have  seen  a few  cases 
that  came  out  of  an  apparently  clear  sky 
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with  an  absolutely  negative  history  in  re- 
gards to  an  existing  ulcer.  I had  two  cases 
that  followed  a drinking  spree.  The  irritat- 
ing effect  of  the  alcohol  undoubtedly  played 
a part  in  the  erosion.  The  most  important 
feature  of  the  history  is  the  onset  with 
sudden  severe  pain  in  the  abdomen  coming 
on  without  warning  and  without  any  appar- 
ent cause.  The  suddenness  of  the  onset  is 
the  important  factor  in  differentiating  it 
from  other  acute  abdominal  conditions 
where  the  pain  starts  somewhat  mildly  and 
gradually  increases  in  severity.  The  pain 
comes  on  instantly  as  if  the  patient  had 
been  shot  and  is  very  intense. 

When  you  first  see  one  of  these  cases  you 
will  be  struck  by  the  look  of  distress  on  the 
patient’s  face  and  your  examination  will  be 
done  amid  pleas  for  relief  and  expressions 
of  agony.  Often  they  will  be  sitting  up  in 
bed  motionless  and  holding  the  abdomen 
with  their  hands.  Usually  they  stay  in  one 
position  for  long  periods  of  time,  as  move- 
ments seem  to  aggravate  the  pain.  This 
is  quite  the  contrast  to  a patient  suffering 
with  hepatic  colic  who  is  constantly  shifting 
positions  and  is  very  restless,  a point  worth 
remembering  in  differentiating  the  two 
conditions. 

When  the  hand  is  laid  upon  the  abdomen 
one  is  immediately  impressed  by  the  ex- 
treme rigidity,  absolutely  boardlike  in 
character.  I know  of  no  other  abdominal 
condition  that  gives  the  marked  rigidity 
that  acute  ruptured  ulcer  gives.  Acute 
appendicitis,  intesinal  obstruction  or  none 
of  the  other  common  intra-abdominal  con- 
ditions give  such  a rigid  abdomen.  The 
pain  is  mainly  in  the  epigastric  region  and 
occasionally  the  patient  will  complain  of 
pain  above  the  clavicles.  Why  such  a pain 
should  be  present,  I do  not  know. 

In  such  a picture  you  would  naturally 
expect  a fast  thready  pulse  in  keeping  with 
the  general  picture  of  shock,  but  to  the 
contrary  during  the  first  few  hours  you 
will  find  as  a rule  a slow  full  pulse,  often 
under  75.  This  has  puzzled  me  and  I have 
never  seen  any  explanation  for  it.  It  may 


be  possible  for  the  irritation  to  cause  a 
reflex  stimulation  of  the  vagus  nerve,  which 
is  the  inhibitor  of  the  heart,  and  thus  pro- 
duce a slow  pulse.  This  slow  pulse,  what 
ever  may  cause  it,  often  exists  and  we 
should  not  let  it  deceive  us.  The  tempera- 
ture is  usually  sub-normal.  Some  writers 
speak  of  the  obliteration  of  normal  liver 
dullness  due  to  the  escaped  gases  from  the 
stomach.  This  sign  has  never  been  of  much 
value  to  me  as  the  abdomen  is  so  tender  that 
the  patient  won’t  permit  much  percussion. 

The  laboratory  findings  are  useless  and 
I do  not  think  we  should  waste  valuable 
time  when  the  factor  of  time  is  so  important 
in  going  through  a long  routine  of  labora- 
tory procedures.  The  roentgen-ray  will 
often  show  the  presence  of  air  below  the 
diaphragm,  but  I am  not  stressing  the  value 
of  this  roentgen-ray  finding  as  I regard  the 
clinical  signs  and  symptoms  as  the  thing 
upon  which  our  diagnosis  should  be  made. 

With  such  a picture,  what  shall  be  the 
procedure?  There  may  be  some  doubt  as 
just  exactly  what  is  wrong  but  frankly  I 
don’t  see  how  any  doctor  could  fail  to 
recognize  that  he  was  dealing  with  some 
acute  abdominal  calamity  and  such  a con- 
dition calls  for  an  immediate  exploration 
and  investigation. 

Just  before  the  operation  it  is  a good 
plan  to  give  some  dye,  usually  methylene 
blue.  This  will  often  serve  as  a guide  in 
finding  the  hole  in  the  viscera.  If  upon 
opening  the  peritoneal  cavity  there  is  an 
escape  of  gas  we  can  feel  reasonably  sure 
that  our  deductions_  were  correct.  The 
cavity  nearly  always  contains  fluids  which 
is  usually  a result  of  violent  peritoneal 
irritation  and  this  fluid  is  often  mixed 
with  stomach  contents.  The  stomach  and 
duodenum  are  inspected  and  the  redness  and 
inflammatory  conditions  surrounding  the 
opening  will  serve  as  a guide  in  locating  it. 
Likewise  the  presence  of  the  blue  dye  will 
also  serve  the  same  purpose.  If  the  perfor- 
ation is  in  the  duodenum,  bile  will  nearly 
always  be  present  in  the  peritoneal  cavity. 
I remember  this  presence  of  bile  in  one  of 
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my  early  cases  led  me  to  suspect  a ruptured 
gall-bladder  and  I investigated  that  organ 
before  inspecting  the  duodenum. 

After  locating  the  perforation  and  bring- 
ing it  into  the  field  of  operation,  what  is  the 
best  procedure?  The  plan  that  I have  adopted 
is  as  follows.  With  the  small  point  of  the 
actual  cautery  the  edge  of  the  ulcer  is  gently 
cauterized  and  the  opening  closed  either 
with  two  purse  string  sutures  or  a small 
double  row  of  Lemberts.  This  is  rein- 
forced and  protected  by  tacking  a piece  of 
omentum  over  the  sutures.  As  a routine 
that  is  all  that  is  done.  The  idea  in  the 
use  of  the  cautery  is  to  stimulate  the  slug- 
gish edge  of  the  ulcer  to  a more  rapid 
closure  and  also  to  destroy  the  ulcer. 
Gastro-enterostomy  and  pyloroplasty  should 
be  reserved  for  a later  date,  because  very 
often  the  above  described  simple  procedure 
will  cure  the  ulcer  and  if  ii  doesn’t  it  is  a 
rapid  life  saving  operation.  Later,  after 
the  recovery  of  the  patient,  if  the  symptoms 
of  ulcer  return,  a second  operation  can  be 
done  at  a selected  time  and  some  of  the 
more  extensive  procedures  for  cure  per- 
formed on  a patient  who  is  a much  better 
surgical  risk  because  his  peritoneum  is  not 
contaminated  and  he  is  not  in  a condition 
of  shock. 

Sometimes  the  ulcer  will  be  surrounded 
by  such  a wide  area  of  induration  that  it  is 
necessary  to  go  beyond  this  hard  mass  to 
make  the  sutures  hold.  If  this  be  the  case 
and  the  closure  of  the  opening  impinges  on 
the  orifice  of  the  duodenum  or  stomach  to 
such  an  extent  that  it  interferes  with  the 
passage  of  food,  then  there  is  no  other 
alternative  left  but  gastro-enterostomy. 
However,  this  is  only  to  be  done  in  the 
above  described  condition  and  not  as  a 
routine. 

Before  closing  the  abdomen  a duodenal 
or  Jutte  tube  is  passed  through  the  nose 
into  the  stomach  where  it  can  readily  be 
felt  and  threaded  into  the  duodenum  about 
four  inches  beyond  the  site  of  the  perfora- 
tion. Through  the  tube  liquids  and  predi- 
gested food  may  be  given  early  and  with 


safety  until  the  ulcer  is  healed  to  the  point 
where  food  will  not  interfere  with  its 
recovery. 

The  abdomen  is  closed  in  the  usual 
manner  and  a drainage  tube  left  in  the 
pelvis  for  24  to  48  hours.  I know  the  ten- 
dency now  is  against  drainage  but  it  does 
not  look  logical  to  close  a case  of  this  kind 
up  tight,  when  there  is  so  much  material, 
often  foreign  in  character,  loose  in  the 
abdomen. 

Post-operatively,  fluids  in  small  amounts 
are  given  through  the  duodenal  tube  pre- 
viously inserted.  If  the  tube  is  not  used 
the  fluid  requirement  is  sustained  by 
proctoclysis  and  hypodermoclysis  for  about 
24  hours  when  water  by  mouth  is  given  at 
the  rate  of  about  one-half  oz.  every  hour, 
gradually  increasing  the  amount.  Later 
liquid  food  and  after  a week  a soft  diet  may 
be  safely  started.  I am  enthusiastic  about 
the  duodenal  tube  as  it  will  certainly  add  to 
the  comfort  of  the  patient’s  convalesence. 

The  results  obtained  by  this  simple 
closure  of  the  perforation  are  remarkably 
good,  due  to  what  Dr.  W.  J.  Mayo  is 
pleased  to  call  the  “curative  effects  of  per- 
foration,” showing  that  after  perforation 
and  recovery  of  the  patient  from  peritonitis 
the  ulcer  heals.  He  has  duplicated  nature’s 
method  in  some  cases,  cut  out  the  center  of 
the  ulcer,  closed  the  opening  and  secured 
healing. 

The  largest  series  that  I found  in  a 
recent  review  of  the  literature,  of  cases  of 
acute  perforation  treated  by  simple  closure, 
was  a series  reported  by  Dr.  G.  P.  Gibson 
in  an  issue  of  the  Journal  of  the  American 
Medical  Association.  Dr.  Gibson  reports 
123  cases  operated  upon.  There  were  23 
deaths  and  100  recoveries,  an  operative 
mortality  of  18  per  cent.  Of  the  100  sur- 
viving cases  he  was  able  to  follow  up  91. 
Seventy-two  reported  satisfactory  results, 
most  of  them  entirely  free  of  symptoms. 
Nineteen  required  a second  operation.  So 
any  procedure  as  simple  as  this,  that  will 
cure  75  per  cent  of  the  cases  and  require 
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a second  operation  in  only  20  per  cent 
seems  to  be  the  most  logical  one.  Undoubt- 
edly a gastro-enterostomy  done  routinely 
would  certainly  require  fewer  second 
operations.  Also  I am  sure  there  would 
certainly  be  a much  higher  primary  opera- 
tive death  rate. 

In  conclusion,  let  me  again  call  attention 
to  the  outstanding  symptom  of  perforated 
ulcer — sudden,  excruciating,  upper  abdomi- 
nal pain  with  extreme  abdominal  rigidity. 
The  treatment  should  follow  a rapid  diag- 
nosis and  simple  closure  of  the  perforation, 
leaving  the  extensive  operations  for  a more 
desirable  time. 

I realize  in  presenting  this  paper  that  I 
have  given  nothing  new  or  original.  I have 
simply  tried  to  briefly  describe  this  condi- 
tion as  I have  found  it  in  a practical  way, 
in  the  hope  that  possibly  it  might  be  of 
some  aid  in  recognizing  these  cases  when 
you  encountered  them  at  the  bed  side.  I 
may  most  appropriately  and  appreciately 
quote : 

“I  have  gathered  a posie  of  other  men’s 
flowers  and  nothing  but  the  thread  that 
binds  them  is  mine  own.” 

DISCUSSION. 

Dr.  S.  W.  Johnston,  Vicksburg:  I want  to  com- 

pliment Dr.  Darrington;  he  was  with  me  for  two 
years  in  the  hospital  here,  and  I think  he  is  doing 
wonderful  work.  He  has  brought  out  some  very 
interesting  points.  It  is  a fact  that  perforation 
occurs  mostly  in  men.  Walton  said  that  in  fifty- 
nine  cases  only  seven  were  in  women.  Acute 
gastric  ulcer  never  perforates.  Of  course  per- 
foration on  the  anterior  wall  occurs  because  it  is 
movable,  with  nothing  against  it.  There  may  be 
more  than  we  dream  of  on  the  posterior  wall  that 
probably  close  themselves.  Dever  said  that  in  48 
cases  of  acute  perforating  ulcer  he  lost  one — that 
is  a wonderful  record.  The  mortality  depends 
upon  how  quickly  diagnosis  is  made  and  how 
quickly  you  get  into  the  abdomen. 

Dr.  E.  C.  Parker  (Gulfport)  : Dr.  Darrington 

has  brought  us  a very  timely  paper.  There  are  a 
few  things  I would  like  to  add.  I would  like  to 
suggest  the  possibility  of  pain  referred  to  the  clavi- 
cle being  due  to  tension  to  which  the  diaphragm 
is  put,  the  pain  thereby  being  referred  to  the 
phrenic  nerve.  I have  in  mind  one  case,  a man 
less  than  20  years  of  age,  who  complained  of  knife 


like  pain  in  the  abdomen.  It  gradually  got  worse, 
and  he  fell  while  walking  on  the  street  and  was 
taken  to  the  hospital.  There  was  no  history  what- 
ever of  indigestion  or  any  disturbance  of  the 
stomach.  He  was  found  to  have  a typical  abdomen, 
and  a small  perforation  of  the  duodenum  was 
found.  Another  case  which  I recently  saw  in  con- 
sultation, on  the  fifth  day,  a man  65  years  of  age, 
a minister,  who  fell  over  as  if  he  had  been  shot, 
while  in  the  pulpit.  He  was  taken  home  and 
treated,  and  when  I saw  him  five  days  afterward 
he  had  peritonitis.  I figured  that  he  had  a chance 
if  left  alone;  this  was  an  old  chronic  condition 
of  several  years  standing,  and  I am  glad  to  say 
that  he  is  now  up  and  about.  The  main  thing  is 
to  get  to  them  early.  The  board-like  abdomen  is 
absolutely  tpyical ; they  will  try  to  keep  you  from 
touching  the  abdomen.  The  best  treatment,  as 
Dr.  Darrington  said,  is  in  the  diagnosis  and  early 
operative  procedure. 

Dr.  Otis  Beck  (Greenville)  : I want  to  say  a 

few  words  about  several  points  Dr.  Darrington 
mentioned.  I have  the  impression  that  he  thinks 
it  is  pretty  easy  to  diagnose  a pei’forated  gastric 
ulcer.  It  has  always  been  a pretty  difficult  matter 
for  me  to  differentiate  the  diagnosis  in  the  upper 
abdomen  from  acute  gallbladder,  acute  pancreatitis 
and  other  things  that  happen  there.  I want  to 
stress  one  point;  you  have  an  acute  abdomen  which 
needs  immediate  attention.  The  time  to  go  in  and 
do  your  work  is  then  and  there.  The  old  proce- 
dure was  I believe  in  these  cases  to  do  a posterior 
gastro-enterostomy.  I believe  they  have  got  away 
from  that.  The  duodenal  tube  has  done  more  to 
add  to  the  comfort  of  post-operative  cases  than 
anything  else  in  the  last  few  years.  Let  me  warn 
you,  however,  with  the  tube  that  stays  in  the 
stomach  and  induces  drainage  you  may  have  an 
alkalosis,  and  that  can  kill  your  patient  as  quickly 
as  an  acidosis.  It  is  just  as  important  to  give 
sodium  chlorid  and  glucose  to  prevent  alkalosis  as 
any  other  post-operative  procedure  you  may  do. 

Dr.  R.  D.  Kirk  (Tupelo)  : I have  had  13  cases 

of  perforated  duodenal  ulcer,  and  I think  that  is 
quite  a record.  One  important  thing  about  diag- 
nosis of  perforated  duodenal  ulcer  is  the  shock 
that  was  mentioned.  The  patient  is  not  in  a true 
state  of  shock  as  regards  circulation,  although  he 
is  in  extreme  shock.  He  has  a very  low  pulse  rate. 
I agree  with  conservative  treatment.  I think  the 
simplest  thing  we  can  do  at  the  time  of  operation 
is  best,  and  reserve  a more  complicated  operation 
for  a later  date.  One  type  of  case  I have  seen  has 
had  pain  over  McBurney’s  point.  That  is  explained 
by  the  fact  that  the  ulcer  perforates  and  fluid 
escapes  down  over  the  liver  and  down  the  peri- 
colonic  membrane,  and  I think  we  should  bear  that 
in  mind. 


Street — Carcinoma  of  the  Stomach,  With  Case  Reports 


205 


Dr.  Gilruth  Darrington  (closing)  : I want  to 

express  thanks  for  all  the  points  brought  out  in 
this  discussion.  I think  the  general  impression  is 
that  perforating  ulcer  is  rare.  However,  it  ranks 
second  in  acute  abdominal  conditions,  so  that  you 
should  not  think  such  a diagnosis  is  far-fetched 
when  you  make  it. 


CARCINOMA  OF  THE  STOMACH, 
WITH  CASE  REPORTS.* 

A.  STREET,  M.  D., 

Vicksburg,  Miss. 

Carcinoma  of  the  stomach  comprises  33 
per  cent  of  all  carcinoma  deaths  in  England. 
Statistics  indicate  that  fully  one-third  of  the 
carcinoma  deaths  among  men  in  the  United 
States  are  from  carcinoma  located  in  the 
stomach.  While  it  is  possible  that  if  we 
could  make  early  diagnosis,  cure  could  be 
affected  in  the  majority  of  cases,  the  fact 
is  that  at  present  the  diagnosis  is  usually 
made  after  the  disease  is  so  far  advanced 
that  permanent  cure  is  achieved  in  less  than 
5 per  cent  of  all  cases,  and  in  only  about 
15  per  cent  of  those  treated  with  radical 
resection.2 

Not  knowing  the  cause  of  cancer,  whether 
located  in  the  stomach  or  elsewhere,  posi- 
tive preventitive  measures  are  impossible. 
However,  it  is  well  known  that  experi- 
mental cancers  may  be  produced  in  animals 
by  chronic  irritation.  It  is  possible  that 
chronic  irritation  plus  some  unknown  factor 
causes  cancer  in  the  human  body.  The  two 
most  probable  predisposing  causes  of  gas- 
tric carcinoma  are  chronic  gastritis  and 
chronic  gastric  ulcer.  Both  of  these  con- 
ditions are  sources  of  chronic  irritation. 

The  acid  content  of  the  stomach  bearing 
an  ulcer  is  usually  high  or  at  least  normal. 
If  the  ulcer  becomes  cancerous  the  stomach 
acidity  does  not  disappear.  Hurst1  con- 
cludes that  cancer  of  the  stomach  does  not 
cause  achlorhydria,  but  that  the  absence  of 
acid  in  cases  of  gastric  cancer  is  the  result 
of  chronic  gastritis  which  preceded  the  onset 

*Read  before  the  Section  on  Surgery  at  the 
Sixty-third  Annual  Session  of  the  Mississippi  State 
Medical  Association,  Vicksburg,  May  13,  1930. 


of  cancer.  Evidence  has  been  offered  to 
show  that  the  cases  of  gastric  cancer  with 
histories  of  short  duration  of  symptoms 
usually  show  absence  of  free  hydrochloric 
acid,  and  that  the  majority  of  cases  with 
long  standing  histories  show  presence  of 
free  acid.1- 3 This  suggests  that  the  early 
complaint  of  cases  with  long  standing  his- 
tory of  gastric  disorder  was  ulcer,  and  that 
the  history  of  the  low  acid  cases  is  brief 
because  the  symptoms  of  the  antecedent 
chronic  gastritis  with  achlorhydria  were  so 
mild  as  to  be  overlooked. 

In  view  of  these  observations,  measures 
for  prevention  of  gastric  cancer  should  con- 
sist of  prevention,  diagnosis  and  proper 
treatment  of  chronic  gastritis  and  of  gastric 
ulcer.  Those  who  agree  entirely  with 
MacCarty  as  to  the  pathology  of  gastric 
ulcer  and  cancer  will  consider  resection  the 
method  of  choice  in  treating  gastric  ulcer. 
I think  that  is  the  most  generally  accepted 
idea  of  treatment  of  peptic  ulcer  located  in 
the  stomach.  However,  some  prefer  to 
observe  gastric  ulcer  patients  under  medi- 
cal treatment  for  a few  weeks.  If  the 
symptoms  improve,  roentgen-ray  evidence 
diminishes,  and  blood  disappears  from  the 
stools,  medical  treatment  is  continued.  On 
the  other  hand,  if  improvement  is  not 
promptly  noted,  the  lesion  is  considered  as 
a malignant  one  and  resection  is  advised. 
(Lahey,4  Rehfuss.5)  From  my  own  experi- 
ence I can  only  recommend  caution  in 
judging  a gastric  ulcer  benign.  Marked 
symptomatic  improvement  following  recon- 
structive measures  in  gastric  cancer  are  not 
unusual. 

That  the  diagnosis  of  early  gastric  cancer 
is  not  made  more  often  is  probably  due  to 
the  fact  that  early  symptoms  are  so  mild 
as  to  be  considered  trivial  by  the  patient 
so  that  he  fails  to  present  himself  for  ex- 
amination. However,  early  gastric  cancer 
cases  do  frequently  lose  much  valuable  time 
under  medical  care,  the  correct  diagnosis 
being  overlooked.  This  must  unavoidably 
occur  occasionally ; but  we  should  make 
every  effort  to  overcome  such  a fault. 
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The  most  constantly  present  early  symp- 
toms of  gastric  cancer  are:  Abdominal 

pain,  loss  of  weight  and  strength,  and 
widely  varying  digestive  symptoms  which 
the  patients  call  indigestion.  These  diges- 
tive symptoms  may  conform  to  those  of 
ulcer,  gall  bladder  disease,  gastric  neurosis, 
or  various  colon  disorders.  They  are  not 
characteristic  enough  to  be  of  much  diag- 
nostic aid.  However,  they  may  cause  the 
patient  to  seek  medical  advice,  and  then  the 
responsibility  of  prompt  diagnosis  is  on  the 
physician. 

I have  reviewed  eleven  consecutive  un- 
questionable cases  of  gastric  carcinoma, 
with  special  reference  to  history  and  the 
most  important  findings  at  time  of  examin- 
ation. No  doubtful  case  was  included.  The 
pathology  observed  in  these  cases  did  not 
indicate  that  they  were  early  ones. 


The  summary  is  as  follows: 

Age:  40  to  72  years.  Average  age  57  years. 

Per  cent 

Male  patients  82 

Female  patients  18 

Abdominal  pain  in  history  91 

Persistent  digestive  disorders  of  various 

types  91 

Loss  of  weight  and  strength  91 

Nausea  and  vomiting  82 

Considerable  anemia  27 

Evidence  of  hemorrhage  82 

Absence  of  free  Cl  70 

Presence  of  lactic  acid  18 

Palpable  mass  10 

Symptoms  of  obstruction  55 

Symptoms  for  less  than  1 year  73 

Positive  roentgen-ray  diagnosis  91 

Growth  at  pylorus  55 

Growth  proxymal  to  pylorus  45 

Resected  6 cases 

Gastro-enterostomy  1 case 

Exploratory  only  2 cases 

No  operation  2 cases 


These  observations  seem  to  emphasize  the 
importance  of  abdominal  pain,  persistent 
digestive  disorder  and  loss  of  weight  and 
strength  in  the  histories  of  patients, 
especially  of  male  patients  above  the  age 
of  40  years.  Of  the  objective  findings 
roentgen-ray  is  the  most  important  and  re- 
liable. Evidence  of  hemorrhage  and  absence 
of  free  hydrochloric  acid  are  suggestive 


findings.  However,  free  acid  was  present 
in  30  per  cent  of  these  cases  and  its  pres- 
ence does  not  preclude  or  make  unlikely  the 
diagnosis  of  gastric  cancer.  The  presence  of 
considerable  anemia  in  only  27  per  cent  of 
the  cases  was  surprising  to  me. 

Duration  of  the  history  was  less  than  one 
year  in  73  per  cent  of  the  cases.  Most  of 
these  cases  had  digestive  symptoms  occa- 
sionally before  the  time  which  I considered 
the  beginning  of  their  chief  illness.  The 
digestive  symptoms  of  gastric  carcinoma 
are  persistent,  with  little  or  no  symptom- 
less intervals.  They  are  also  progressive. 
They  are  not  relieved  by  the  simple  remedies 
which  the  patients  had  found  efficient  in 
treating  their  former  digestive  disorders. 

Six  of  these  cases  were  resected,  four  by 
the  one  stage  Polya  type  of  operation,  and 
two  by  the  Bilroth  II  method  in  two  stages.* 
The  cases  were  carefully  prepared  before 
operation  by  daily  gastric  lavage,  feeding 
only  thin  liquids,  and  when  starved  from 
obstruction  were  given  intravenous  glucose. 
If  improvement  was  not  satisfactory  and 
the  patient  remained  a poor  risk,  the  two 
stage  method  was  used.  Otherwise,  the 
resection  was  done  in  one  stage.  Cases  in 
a starved  and  weakened  condition  were 
given  blood  transfusion  following  operation. 
All  cases  survived  operation  and  were  dis- 
charged from  the  hospital  in  satisfactory 
condition. 

Except  for  one  case,  gain  in  weight  and 
strength  and  freedom  from  digestive  symp- 
toms were  present  to  a surprising  degree 
following  the  operation.  The  exception  was 
a case  of  extensive  diffuse  carcinoma  with 
beginning  leather-bottle  type  of  stomach. 
Three  cases  are  living  at  26  months,  21 
months,  and  8 months  after  operation. 
Three  cases  have  died  at  28  months,  27 
months,  and  18  months  after  operation, 
one  of  hematuria,  and  two  of  liver  metas- 
tasis. However,  these  cases  remained  in 
remarkably  good  condition  to  within  about 
three  months  of  death,  and  remained  free 
of  obstructive  symptoms  to  the  time  of 
death. 
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All  of  the  patients  treated  by  resection 
had  useful  and  comfortable  months  added 
to  their  lives.  If  diagnosis  were  possible 
early  in  the  course  of  the  disease,  I am 
encouraged  to  believe  that  the  majority  of 
cases  of  gastric  cancer  could  be  cured  by 
resection.  The  progress  of  the  disease  is 
rapid  as  is  indicated  by  the  usual  history 
of  short  duration.  Therefore,  we  will  likely 
continue  to  see  many  cases  in  the  advanced 
stage.  On  the  other  hand,  those  who  are 
fortunate  enough  to  seek  medical  advice 
early  should  have  prompt  diagnosis  if 
possible.  In  order  to  accomplish  this,  all 
patients,  and  especially  those  above  the  age 
of  forty  who  present  themselves  for  medi- 
cal advice  regarding  persistent  digestive 
disorder,  or  loss  of  weight  and  strength, 
should  have  roentgen-ray  examination  of 
the  gastro-intestinal  tract  along  with 
thorough  history,  physical  examination,  and 
laboratory  investigation. 
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DISCUSSIONS. 

Dr.  Augustus  Street  (Vicksburg)  : In  regard  to 

the  treatment,  we  have  all  been  interested  in  the 
reports  of  the  results  following  treatment  by  Coffey 
and  Humber.  At  the  Illinois  Central  meeting  in 
Memphis  Dr.  Snyder  reported  that  there  was  some 
amelioration  of  pain  and  diminution  of  the  tumor 
following  the  treatment,  but  in  an  editorial  in  a 
recent  number  of  the  Journal  of  the  American 
Medical  Association  disappointment  was  expressed. 
Thirty  autopsies  had  been  dorie  and  there  was  no 
evidence  of  any  remarkable  effect  on  the  car- 
cinomatous tissue,  and  it  looks  as  if  we  cannot 
expect  much  from  that  treatment.  It  is  reported 
that  numerous  fakes  all  over  the  country  state  they 
are  prepared  to  offer  this  treatment.  They  are  not 
sending  any  out  from  the  clinic  in  California  so 
it  looks  as  if  anyone  claiming  that  they  give  the 
Coffey-Humber  treatment  are  really  frauds. 

Dr.  E.  C.  Parker  (Gulfport)  : I think  this  is 

a most  excellent  paper,  and  it  shows  that  the  only 
treatment  we  have  today  for  cancer  is  surgery. 
If  we  can  get  it  early  enough  we  can  do  some- 


thing. The  Coffey-Humber  treatment,  as  he  said, 
has  been  very  disappointing.  It  looks  as  if  it  was 
thrust  upon  the  public  by  a newspaper  syndicate. 
They  have  only  had  twelve  cases,  and  while  they 
were  experimenting  a large  newspaper  syndicate 
got  hold  of  it  and  spread  the  matter  all  over  the 
country.  They  have  been  begging  people  not  to 
come  out  there.  They  are  rushed  to  death,  and 
cannot  take  care  of  all  the  cases  that  have  come 
to  them.  They  have  to  guard  their  secret  all  the 
time.  No  one  knows  what  it  is  except  Dr.  Humber 
and  his  wife.  He  has  guards  around  his  house. 
It  is  a pity  so  much  publicity  was  given  this 
before  they  are  ready.  They  are  not  at  all  satis- 
fied with  what  has  been  done  as  yet. 

Dr.  Gilruth  Darrington  (Yazoo  City) : Dr. 

Street  has  showed  us  that  surgery  is  the  only  hope 
for  carcinoma  of  the  stomach  and  the  surgeon  has 
not  a chance  if  these  cases  do  not  come  in  early 
enough.  I think  we  are  all  guilty  of  treating 
palliatively  too  long.  I do  not  think  our  conscience 
should  let  us  carry  our  patient  along  over  weeks 
and  months  before  doing  anything  radical.  He 
should  have  immediate  and  thorough  investigation; 
if  not,  you  have  burned  his  bridges.  As  general 
practitioners  we  should  investigate  these  cases  of 
digestive  disturbance  and  not  treat  them  without 
knowing  what  is  the  matter. 

Dr.  H.  A.  Gamble  (Greenville)  : Any  treatment 

that  is  going  to  help  the  patient  has  to  be  done 
early.  That  is  essential  not  only  from  the  point 
of  view  of  the  physician  but  of  the  patient.  It  is 
not  the  physician’s  fault  if  the  patient  comes  too 
late.  He  had  pain  in  his  stomach  for  a year.  That 
pain  was  a danger  signal.  He  knew  there  was 
something  wrong  and  should  have  had  it  investi- 
gated. I was  called  in  consultation  to  see  a patient 
who  had  had  severe  pain  for  two  weeks.  She  had 
a lump  in  the  breast  as  big  as  my  fist.  It  had  been 
there  a year  if  it  was  there  a day.  They  try  to 
kid  themselves.  The  most  important  thing  is  the 
early  recognition;  early  recognition  means  cure, 
and  if  not  recognized  early  they  will  die. 

Dr.  W.  W.  Crawford  (Hattiesburg)  : There  is 

one  thing  I would  like  to  emphasize.  I would  like 
to  take  into  consideration  first  the  etiology  of 
cancer.  I think  the  outstanding  conviction  today 
is  that  most  of  the  cases  are  due  to  chronic  irrita- 
tion. Particularly  is  this  true  of  the  stomach.  I 
think  the  Mayos  a .number  of  years  ago  made  the 
statement  that  at  least  65  per  cent  of  the  cases  of 
cancer  of  the  stomach  were  grafted  on  old  ulcer 
lesions.  If  this  be  true,  if  you  do  get  that  amount, 
it  is  evident  that  we  should  deal  with  the  pre- 
cancerous  condition  in  the  form  of  ulcer  of  the 
stomach  and  undertake  to  cure  it,  which  means 
that  the  responsibility  goes  back  to  long  before  the 
surgeon  sees  the  case.  Every  case  of  indigestion 
should  be  correctly  interpreted  by  the  familsr 


208 


Musser — Some  Observations  on  Gastro-intestinal  Diseases 


physician  to  find  out  whether  it  is  due  to  ulcer,  and, 
if  so,  appropriate  treatment  should  be  instituted. 
I think  the  physician  has  become  pretty  well  con- 
vinced during-  the  past  decade  that  if  any  of  the 
various  types  of  ulcer  found  in  the  stomach  are 
dealt  with  early  enough  in  a medical  way,  we  get 
a large  percentage  which  can  be  arrested  and 
definite  repair  made.  So  we  need  no  longer  think 
of  a radical  operation  when  we  diagnose  ulcer  of 
the  stomach.  I think  that  point  cannot  be  too 
strongly  emphasized. 

The  next  thing  we  have  to  do  is  be  sure  in 
studying  lesions  of  the  stomach  that  we  really  are 
dealing  with  a malignancy.  A great  many  cases 
have  lesions  of  the  stomach,  definite  neoplasms  in 
which  one  would  be  warranted  in  making  a diag- 
nosis of  malignancy,  and  in  which  subsequent 
investigation  has  not  borne  out  that  diagnosis.  In 
tremendous  gastric  hemorrhage,  no  free  hydro- 
chloric acid,  both  skiagraph  and  fluoroscope  show 
a well  established  lesion  that  one  could  easily 
diagnose  as  malignancy.  I think  that  most  of-  us 
who  have  paid  very  much  attention  to  diseases  of 
the  stomach  know  that  cases  come  under  our  obser- 
vation occasionally  that  are  not  malignant,  and  not 
necessarily  luetic.  When  we  dispose  of  both  those 
groups  we  find  some  in  which  there  is  a spon- 
taneous disappearance  of  the  lesion  of  the  stomach 
without  any  treatment  that  could  be  held  respon- 
sible for  the  disappearance.  In  a recent  issue  of 
one  of  the  medical  journals  there  are  some  very 
definite  pictures  showing  what  I have  suggested. 
I have  seen  it  in  my  own  experience,  and  I have 
no  doubt  that  many  others  have  also. 

Dr.  C.  C.  Hightower  (Hattiesburg)  : I would 

like  to  mention  something  that  we  are  likely  to 
overlook.  Many  of  these  patients  can  be  relieved, 
and  even  though  hopeless  can  be  given  a year  or 
more  of  comfof-table  life  by  a gastro-enterostomy 
under  local  anesthesia.  It  is  not  a very  serious 
operation,  and  we  ought  to  give  them  this  added 
span  of  life. 

Dr.  Augustus  Street  (closing)  : The  question  of 

palliative  gastro-enterostomy  is  one  upon  which 
there  is  some  disagreement.  From  what  I can 
learn  from  men  seeing  a great  many  cases,  the 
results  in  gastro-enterostomy  in  stomach  cancer  are 
not  usually  so  good  as  would  be  expected.  In  deal- 
ing with  inoperable  obstructing  lesions,  of  course, 
we  can  only  do  gastro-enterostomy.  I think  the 
rather  poor  results  following  palliative  gastro- 
enterostomy are  due  to  absorption  from  the  infected 
ulcerating  mass  left  in  the  stomach.  In  one  case  I 
resected  there  was  a nodule  in  the  liver  at  the  time 
of  operation.  That  meant  that  the  eventful  outlook 
was  hopeless.  However,  as  I was  able  to  get  rid 
of  the  infected  ulcerative  cancerous  mass,  this 
patient  gained  about  sixty  pounds  and  had  about 
two  years  of  very  comfortable  life.  I hardly  think 
she  would  have  had  that  without  resection. 


SOME  OBSERVATIONS  ON  GASTRO- 
INTESTINAL DISEASES.* 

J.  H.  MUSSER,  M.  D.,f 
New  Orleans. 

The  frequency  with  which  a practitioner 
of  medicine  is  consulted  primarily  for 
some  disorder  of  the  gastro-intestinal  tract 
may  be  gauged  from  the  figures  compiled 
by  Bass  for  the  Committee  on  the  Cost  of 
Medical  Care.  These  indicate  that  the 
average  physician  in  general  practice  will 
visit  or  see  in  his  office  one  patient  in 
every  twenty  with  a complaint  referable 
to  the  alimentary  tract.  This  undoubtedly 
represents  a much  greater  incidence  of  dis- 
ease in  this  one  bodily  system  than  any 
other  if  the  ubiquitous  coughs,  colds,  and 
upper  respiratory  tract  infections  of  win- 
ter are  excluded.  It  is  in  reality  a goodly 
part  of  the  doctor’s  practice  of  internal 
medicine,  because  a much  greater  portion 
of  his  work  deals  with  minor  surgery,  ob- 
stetrics and  venereal  diseases  than  it  does 
with  internal  disease.  It  would  thus 
seem  that  this  particular  phase  of  medi- 
cine ranks  higher  in  importance  and  in 
frequency  than  the  figures  of  5 per  cent 
of  visits  would  suggest.  Heart  disease, 
cancer  and  pulmonary  tuberculosis  in  mor- 
tality statistics  far  exceed  the  number  of 
deaths  from  causes  found  in  the  intestinal 
canal,  but  the  morbidity  figures  show  that 
the  converse  is  true.  The  average  doctor 
is  called  upon  more  frequently  to  treat 
some  acute  transient  or  chronic  long- 
standing gastro-intestinal  disorder  than 
he  is  to  prescribe  for  a patient  with  rheu- 
matic or  syphilitic  heart  disease,  carci- 
noma of  the  breast  or  chronic  ulcerative 
phthisis.  As  a matter  of  fact,  judging 
from  the  character  of  my  work  as  an  in- 
ternist in  private  practice  and  from  the 
patients  observed  in  the  large  general 

*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 

fFrom  the  Department  of  Medicine,  Tulane 
University,  New  Orleans,  Louisiana. 


Musser — Some  Observations  on  Gastro-Intestinal  Diseases 


209 


medical  clinic  of  the  Charity  Hospital  of 
New  Orleans,  I would  say  that  about  one 
out  of  every  three  patients  who  were  up 
and  about,  able  to  come  to  an  office  or 
clinic,  came  because  of  some  gastric  or 
intestinal  trouble,  when  they  suffered  from 
non-surgical,  non-venereal  complaints. 
When  special  clinics  are  conducted  in  gen- 
eral hospitals  with  out-patient  depart- 
ments, that  the  gastro-intestinal  clinic 
usually  is  two  to  three  times  the  size  of 
the  diabetic,  the  heart,  or  the  thyroid 
clinic,  furnishes  additional  evidence  that 
intestinal  tract  disease  makes  up  a goodly 
section  of  the  practice  of  internal  medi- 
cine. 

The  actual  number  of  patients  seen  pri- 
marily because  of  symptoms  referable  to 
the  section  of  the  anatomy  under  discus- 
sion, furthermore  does  not  prove  that  the 
physician  does  not  have  to  prescribe  at 
some  time  or  another,  with  a frequency 
which  is  without  dispute,  for  nearly  every 
patient  under  his  care,  irrespective  of  the 
primary  disease,  because  of  indigestion  or 
constipation  or  some  other  trouble  in  the 
gastro-intestinal  canal.  In  other  words, 
the  diagnosis  and  treatment  of  this  sys- 
tem bulks  much  larger  than  the  figures  of 
one  case  in  twenty  would  indicate.  They 
represent  primary  diagnosis,  but  as  to 
secondary  diagnoses  they  are  most  mis- 
leading. 

This  rather  long  preamble  explains  the 
reasons  for  presenting  to  this  organization 
some  random  observations  on  several 
rather  disjointed  phases  of  gastro-intes- 
tinal disease,  brought  together  only  by  the 
links  of  a common  symptomatology  and 
fused  by  a community  of  expression : belch- 
ing of  gas,  heart-burn,  diarrhea  or  consti- 
pation. 

ETIOLOGIC  DIAGNOSIS. 

Having  attempted  to  prove  that  gastro- 
intestinal disorders  are  quite  an  ordinary 
occurrence,  I am  now  going  to  do  an  about- 
face  and  to  endeavor  to  demonstrate  that 
while  gastro-intestinal  symptoms  are  suffi- 
cient to  bring  to  the  doctor  the  patient 


under  the  impression  that  he  has  stomach 
trouble,  actually  in  the  great  majority  of 
cases  the  symptoms  are  merely  the  gastric 
expression  of  disease  elsewhere  in  the 
body.  If  a large  number  of  patients  whose 
chief  complaint  is  some  kind  of  indiges- 
tion are  carefully  investigated  it  will  be 
found  that  the  final  diagnosis  will  not  be 
chronic  gastritis  or  peptic  ulcer  or  gastric 
neurosis,  but  will  consist  of  the  etiologic 
cause  which  is  responsible  for  the  stomach 
symptoms.  More  and  more  infrequently 
are  the  terms  chronic  gastritis,  gastric 
atony,  gastrectasis  disappearing  from 
medical  terminology.  Physicians  are  at- 
tempting to  find  the  cause  responsible  for 
functional,  and  even  organic  disorders  of 
the  gastro-intestinal  tract,  and  for  the 
most  part  they  are  successful  in  their 
quest.  Increasingly  are  they  cognizant  of 
the  influence  of  some  pathologic  process 
within  the  abdomen,  such  as  gall-stones 
or  peritoneal  adhesions,  in  the  production 
of  gastric  and  intestinal  symptoms.  The 
ultimate  diagnosis  of  what  appeared  to  be 
at  first  primarily  an  intestinal  tract  com- 
plaint is  so  frequently  one  or  another  of 
these  intra-abdominal  disorders  that  it 
would  seem  that  the  sections  of  medical 
text-books  on  gastro  - intestinal  disorders 
need  to  be  entirely  rewritten. 

Sufficiently  important  to  be  stressed,  is 
the  fact  that  alimentary  tract  dysfunction 
is  by  no  means  always  due  to  disease 
within  the  abdomen.  The  gall-bladder  or 
appendix  cannot  be  incriminated  in  every 
gastric  case.  Oftener  the  etiologic  cause 
is  far  removed  from  the  midbody.  The 
vomiting  of  a brain  tumor  or  abscess  or 
from  any  causal  factor  responsible  for  a 
greatly  increased  intra-cranial  tension,  is 
a classic  example.  Less  serious  patho- 
logic conditions  in  the  head  may  produce 
symptoms  less  spectacular  than  the  projec- 
tile vomiting  of  cerebral  neoplasia,  but 
the  clearing  up  of  an  apical  tooth  abscess 
may  be  the  means  of  curing  disturbing 
and  uncomfortable  gastric  complaints 
whose  real  etiology  is  not  in  the  stomach. 
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Focal  infection  has  been  incriminated  as 
the  factor  responsible  for  a host  of  condi- 
tions, but  nevertheless  this  overworked 
pathogenic  agent  is  frequently  the  under- 
lying cause  for  gastric  or  intestinal  disor- 
ders and  should  not  be  neglected  in  the 
handling  of  the  patient  who  is  suffering 
from  spastic  constipation  or  hyperacidity. 
These  remarks  are  appropriate  here  be- 
cause foci  of  infection  are  commoner  in 
the  head,  teeth,  tonsils  and  sinuses,  than 
elsewhere  in  the  human  economy. 

The  consistency  of  gastric  complaints  in 
the  subject  with  cardiac  pathology  hardly 
needs  to  be  recounted.  That  passive  conges- 
tion of  the  splanchnic  circulation  during  the 
course  of  congestive  heart  failure  will 
produce  symptoms  in  the  alimentary  tract 
is  obvious  and  well  known;  but  that  other 
types  of  heart  disease  will  do  so  is  not 
quite  so  clear  nor  so  generally  recognized. 
The  frequent  diagnosis  of  acute  indiges- 
tion in  cases  of  sudden  death  in  middle- 
aged  males  would  not  be  so  frequently 
made  were  it  appreciated  that  not  one 
death  in  a hundred  thousand  adults  could 
be  ascribed  to  this  cause  and  that  often 
the  most  outstanding  manifestation  of 
acute  coronary  thrombosis  or  occlusion, 
the  real  cause  of  the  sudden  death,  is 
epigastric  pain  and  vomiting.  Further- 
more, the  most  direct  evidence  of  coronary 
occlusion  in  him  who  has  survived  the 
initial  insult  is  in  many  instances  epigas- 
tric pain,  discomfort  and  belching,  and 
not  precordial  pain  or  dyspnea  unless 
there  has  been  considerable  physical 
effort.  Following  occlusion  of  a small 
branch  of  one  or  the  other  coronary 
artery,  the  indigestion  that  follows  some- 
times causes  more  annoyance  than  any 
cardiac  symptoms.  Another  fact  that  is 
at  times  overlooked  is  the  influence  of 
toxic  doses  of  digitalis  upon  the  appetite 
and  the  stomach.  Anorexia  followed  by 
nausea  is  a very  definite  indication  that 
the  patient  who  is  receiving  digitalis  has 
had  just  about  enough  of  the  drug  for  the 
time  being.  At  a recent  medical  meeting 


that  I attended,  the  speaker  in  discussing 
rheumatic  fever  and  rheumatic  carditis  in 
children,  stated  that  frequently  gastric 
symptoms  were  an  important  manifesta- 
tion of  this  at  times  most  bizarre  and 
difficult-to-diagnose  disease. 

The  lungs  and  pleura,  when  diseased, 
are  not  as  a rule  quite  so  prone  to  present 
outstanding  gastro-intestinal  symptoms, 
but  they  do  at  times  obscure  the  picture. 
The  pain  of  a left-sided  pleurisy  may  be 
referred  to  the  epigastrium  and  be  asso- 
ciated with  certain  gastric  complaints  so 
that  the  primary  seat  of  trouble  may  be 
missed  or  overlooked  for  a time.  As  an 
indication  of  the  difficulties  in  making  a 
diagnosis  and  of  differentiating  between 
pulmonary  and  intestinal  cancer,  at  this 
same  meeting  just  mentioned,  Funk  in  dis- 
cussing the  clinical  features  of  sixty-eight 
proven-by-autopsy  primary  cancer  of  the 
bronchus  and  lung  cases,  mentioned  that 
in  four  of  them  the  primary  seat  of  the 
new  growth  was  believed  to  be  in  the 
gastro-intestinal  tract.  It  must  not  be 
forgotten  that  cancer  of  this  system  and 
cancer  of  the  lung  may  stimulate  each 
other,  the  lung  symptoms,  of  course,  aris- 
ing when  secondary  metastases  have  oc- 
curred, the  gastric  symptoms  as  part  and 
parcel  of  the  secondary  manifestations 
that  occur  when  disease  is  present  else- 
where in  the  body. 

Thyroid  disease,  diabetes,  acute  infec- 
tions, in  fact  disease  in  general,  may  be 
masked  by  gastric  symptoms  at  the  onset. 
It  pays  to  be  wary  indeed  of  making  a 
diagnosis  of  gastric  disease  without  sur- 
veying the  patient  carefully  for  other  dis- 
eases, the  alimentary  manifestations  being 
entirely  reflex.  So  far  the  etiologic  diag- 
nosis has  dealt  entirely  with  pathologic 
conditions.  All  reference  to  functional 
disorders  of  the  stomach  dependent  upon 
phychic  stimuli  has  been  omitted.  They 
could  furnish  a chapter  alone.  Suffice  it 
to  say  that  their  recognition  is  easy,  their 
etiologic  confirmation  difficult.  To  prove 
that  there  is  no  organic  process  responsi- 
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ble  for  the  dysfunction  is  important  but 
hard. 

ALIMENTARY  TRACT  SYMPTOMS. 

It  is  plainly  impossible  in  the  ascribed 
limits  of  time  to  discuss  each  and  every 
symptom  of  gastro-intestinal  disease.  A 
book  might  not  cover  all  that  could  be 
written.  For  this  reason  two  rather  in- 
triguing symptoms,  aerophagia  and  spas- 
tic constipation,  will  be  briefly  discussed. 

Aerophagia,  usually  referred  to  as  the 
belching  of  gas,  is  extremely  common  as  a 
symptom  secondary  to  some  intra-abdomi- 
nal pathologic  process,  often  as  a pure 
neurosis.  Of  course  there  is  no  belching 
of  gas,  but  there  is  belching  of  swallowed 
air.  The  gases  of  fermentation  do  not 
form  in  a stomach  which  has  in  it  the 
powerful  antiseptic,  anti-fermentative 
hydrochloric  acid.  It  may  be  possible  to 
conceive  of  gas  arising  from  the  decom- 
position of  food  in  a stomach  in  which  bac- 
teria might  grow  and  multiply,  when  there 
is  pyloric  obstruction  from  carcinoma  for 
instance,  but  such  a lesion  is  rare  and  it  is 
still  rarer  for  these  sufferers  to  be  both- 
ered to  any  extent  with  the  gas  of  fer- 
mentation. In  a stomach  which  empties 
with  reasonable  promptitude,  even  lacking 
acid,  the  time  element  is  too  short  to  allow 
of  fermentative  gases  being  formed.  It  is 
swallowed  atmospheric  air  which  is  eruc- 
tated and  sketchily  its  entrance  in  the 
stomach  and  subsequent  expulsion  takes 
place  in  somewhat  the  following  manner : 
Normally  the  stomach  contains  a certain 
quantity  of  air,  visible  roentgenology 
as  an  “air  bubble,”  at  the  cardiac  end  of 
the  stomach.  This  air,  in  small  amounts, 
enters  the  organ  with  each  mouthful  of 
ingested  food  and  is  expelled  when  in  any 
great  amount  by  a relaxation  of  the  car- 
diac sphincter.  This  occasions  a sensa- 
tion of  relief  if  the  patient  has  had  a large 
meal  and  the  stomach  is  disagreeably  dis- 


tended. A person  suffering  from  dyspep- 
sia finds  that  the  eructation  of  air  makes 
him  temporarily  more  comfortable  and  he 
attempts  to  bring  up  air  when  again  the 
stomach  feels  full.  In  order  to  do  this  he 
must  force  air  down  the  esophagus  to 
relax  the  sphincter  of  the  cardia.  This  air 
comes  rolling  back  in  a few  seconds  or 
minutes  and  a very  momentary  relief  is 
afforded.  The  whole  process  is,  in  the 
neurotic,  repeated  ad  infinitum  and  a full- 
fledged  “gas  attack”  is  soon  under  way. 
That  this  is  the  mechanism  of  production 
of  such  attacks  may  be  proven  by  watch- 
ing such  patients  closely  and  observing 
them  swallowing  atmospheric  air  or  by 
such  a simple  procedure  as  having  them 
hold  a cork  between  the  teeth,  preventing 
the  forcing  of  air  by  swallowing  into  the 
stomach,  and  stopping  the  attack.  This 
phenomenon  is  purely  a neurosis,  but  the 
belching  of  gas  (air)  in  small  quantities  is 
a measure  which  is  often  present  when 
there  is  gastric  atony  or  organic  disease  of 
the  stomach.  The  comfort  afforded  by  the 
expulsion  of  the  greater  part  of  an  air 
bubble  in  these  cases  is  well  known.  Help 
may  be  given  the  patient  by  a simple  car- 
minative compound  consisting  of  equal 
parts  of  aromatic  spirits  of  ammonia, 
spirits  of  chloroform  and  compound  tinc- 
ture of  cardamon,  a teaspoonful  in  a quarter 
of  a glass  of  water. 

Spastic  constipation  is  a symptom  at 
times  secondary  to  one  of  many  chronic 
intra-abdominal  disorders,  but  probably 
more  frequently  existing  as  a functional 
disorder  dependent  upon  no  demonstrable 
cause.  At  one  time  the  atonic  type  of  con- 
stipation was  held  to  be  by  far  the  most 
common  of  these  two  main  types  of 
constipation,  but  since  the  very  general 
employment  of  the  roentgen-ray  in  the 
diagnosis  of  gastro  - intestinal  disorders, 
spastic  constipation  has  been  shown  to  be 
present  with  a surprising  frequency.  The 
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symptoms  of  the  condition  vary  from  more 
or  less  persistent  vague  intestinal  pain 
associated  with  constipation  to  occasional 
severe  colicy  attacks  which  are  extremely 
painful  and  relieved  only  by  a hypodermic 
of  morphine  and  large  doses  of  atropine. 
These  patients  are  always  unnecessarily 
disturbed  by  the  concomitant  constipation. 
The  symptoms  that  arise  are  those  common 
to  any  constipated  state  and  are  attributed 
to  the  absorption  of  toxic  material  from  the 
colon.  That  this  is  a dubious  proposition 
may  be  suggested  by  the  following  facts: 
constipated  feces  are  dry  and  the  bacterial 
count  is  lower  than  in  the  normal  soft  stool ; 
immediate  relief  is  afforded  by  a satisfac- 
tory evacuation,  a relief  which  is  so  prompt 
that  there  could  be,  by  no  possibility,  such 
a quick  removal  of  toxic  material  from  the 
body;  the  symptoms  may  be  mimiced  very 
closely  by  packing  the  rectum  with  cotton 
or  gauze;  some  people  may  go  for  days 
without  a bowel  movement.  It  is  hard  to 
conceive  of  the  absorptive  powers  of  the 
colonic  mucus  membrane  of  apparently  nor- 
mal people  varying  to  such  a degree  as  this 
would  indicate.  Irrespective  of  the  truth  of 
these  contentions,  and,  parenthetically,  it 
might  be  observed  that  there  has  never  been 
any  toxic  substance  proven  to  be  the  cause 
of  the  symptoms,  the  patient  with  colonic 
spasm  wishes  relief.  This  may  be  brought 
about  by  the  removal  of  irritative  psychic 
or  mental  or  pathological  stimuli,  the  admin- 
istration of  belladonna  in  full  therapeutic 
doses,  absolutely  no  irritative  cathartics, 
merely  mineral  oil,  and  by  all  means  a 
bland  diet,  a diet  which  is  the  antithesis  of 
that  given  in  atonic  constipation  where  bulk 
is  the  primary  requirement. 

GASTRIC  PHYSIOLOGY. 

A last  word  concerning  one  of  the  recent 
additions  to  our  knowledge  of  the  func- 


tion of  the  gastric  secretions  which  has 
been  developed  as  a result  of  the  Minot 
studies  of  the  effect  of  liver  feeding  in 
pernicious  anemia.  In  this  disease  achylia 
is  invariably  present.  Why  does  this  gastric 
dysfunction  appear  as  a part  and  parcel  of 
the  pernicious  anemia  syndrome?  What 
relation  does  it  have  to  the  disease?  The 
answer  to  these  questions  has  been  made 
possible  largely  by  the  studies  of  Castle. 
There  is  present  in  the  gastric  secretions 
some  substance  which  so  activates  certain 
foods  that  they  give  rise  to  an  unknown 
factor  which  is  necessary  to  bring  about 
maturation  of  the  erythrocytes,  permitting 
them  to  escape  from  the  bone  marrow.  This 
ripening  element  is  found  in  liver,  kidney, 
stomach  and  probably  in  animal  flesh  in 
considerable  quantities.  It  or  a compar- 
able but  not  necessarily  a similar  substance 
may  be  extracted  from  liver  in  a concen- 
tration so  great  that  0.1  gm.  of  the  extract 
is  equivalent  to  300  grams  of  whole  liver. 
The  achylic  stomach  of  the  pernicious 
anemia  patient  cannot  prepare  this  sub- 
stance as  can  the  normal,  from  relatively 
small  amounts  of  certain  proteins,  but  when 
these  proteins  are  given  in  excessively  large 
amounts  or  very  highly  concentrated,  they 
can  replace  the  absent  hypothetical  material. 

SUMMARY'. 

Gastro-intestinal  disorders  are  extremely 
common.  They  are  frequently  reflex  mani- 
festations of  disease  elsewhere.  A thorough 
search  for  the  etiologic  factor  is  indicated 
in  every  patient  with  alimentary  tract  com- 
plaints. Aerophagia  is  often  an  autoinduced 
phenomenon.  Spastic  constipation,  a com- 
mon disorder,  should  not  be  treated  with 
stimulating  cathartics  nor  an  irritative 
diet.  Achylia  gastrica  plays  a very  definite 
part  in  the  development  of  a disease  seem- 
ingly non-related  to  the  stomach. 
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EPIDEMIC  VOMITING  OR  INTES- 
TINAL INFLUENZA.* 

R.  T.  LUCAS,  M.  D., 

Shreveport,  La. 

The  term  “epidemic  vomiting”  is  here 
applied  to  the  vomiting  occurring  in  young 
children  in  the  winter  season  usually  in 
epidemics.  For  convenience  these  cases  are 
commonly  classified  as  intestinal  influenza. 

PATHOLOGY. 

During  the  winter  season  when  respira- 
tory infections  become  more  prevalent 
epidemic  vomiting  begins,  and  often  be- 
comes very  prevalent  in  the  course  of  a 
week  or  two,  lasting  a variable  length  of 
time  and  often  disappearing  as  rapidly  as 
it  appears.  Occurring  as  it  does  when 
respiratory  diseases  are  most  prevalent, 
the  disease  is  easily  classed  as  an  intes- 
tinal form  of  influenza.  However,  the  time 
element  may  be  mere  coincidence. 

The  vomiting  of  mucus  and  occasionally 
bile  would  indicate  some  degree  of  gastritis. 
The  usual  absence  of  dietary  indiscretion 
adds  weight  to  the  infectious  character  of 
the  disease.  Sometimes  there  is  some  de- 
gree of  diarrhea,  but  usually  the  bowel 
movements  are  normal,  which  would  seem 
to  indicate  that  pathology  is  usually  limited 
to  the  stomach.  If  there  is  much  fever 
or  the  vomiting  continues  into  the  second 
or  third  day  there  is  usually  acetone. 
Apparently  the  incubation  period  is  only  a 
day  or  two  at  most.  My  own  two  children 
had  bad  spells  of  vomiting,  the  onset  being 
twelve  hours  apart. 

SYMTOMATOLOGY. 

Vomiting  is  usually  the  first  symptom, 
but  in  some  cases  the  patient  has  had  a 
cold  with  or  without  fever  for  a few  days. 
The  patient  may  vomit  only  once  or  twice, 
but  usually  vomits  for  two  or  three  days. 
Rarely  he  may  vomit  occasionally  for  sev- 
eral days  longer  than  that.  He  may  vomit 
only  food  or  as  is  usually  the  case  even 
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water.  Vomiting  occurs  in  the  acute  stage 
whether  water  and  food  are  given  or  not. 
The  vomitus  at  first  contains  food  with  some 
mucus  and  rarely  bile.  Later  it  consists  of 
water  and  thick  mucus.  Nausea  as  such  is 
usually  absent  or  only  slight,  but  the 
patient  may  appear  depressed  and  drowsy. 
Coincident  with  the  cessation  of  vomiting 
the  drowsiness  disappears,  and  the  patient 
feels  all  right.  There  is  a complete  lack  of 
desire  for  food  at  first,  but  the  desire 
usually  returns  a little  before  tolerance  de- 
velops, but  may  be  delayed  until  this  time. 
The  appetite  is  usually  impaired  for  a 
number  of  days  after  vomiting  ceases. 

DIAGNOSIS. 

The  diagnosis  is  usually  easy.  The 
sudden  onset  of  vomiting  without  apparent 
cause  in  a well  or  practically  well  child, 
the  prevalence  of  similar  cases,  and  the 
time  of  year  make  the  diagnosis  of  epidemic 
vomiting  most  reasonable.  Of  the  con- 
ditions which  must  be  ruled  out  one  should 
bear  in  mind  dietary  indiscretions,  appen- 
dicitis, intussusception,  meningitis,  and 
cerebral  hemorrhage.  Appendicitis  is  ruled 
out  by  the  absence  of  localized  pain  or  the 
usual  absence  of  any  abdominal  pain  on 
palpation.  Intussusception  is  eliminated  by 
the  absence  of  appreciable  pain,  absence  of 
straining,  and  by  the  passage  of  fecal  stools. 
Meningitis  is  ruled  out  by  the  absence  of 
symptoms  other  than  vomiting.  The  absence 
of  head  injury  is  sufficient  to  rule  out 
cerebral  hemorrhage.  Dietary  indiscretion 
is  ruled  out  by  the  history  and  course  of 
the  disease. 

TREATMENT. 

In  those  patients  who  cannot  retain 
water  at  the  beginning  of  vomiting,  and 
this  group  comprises  most  of  them,  all  that 
can  be  done  is  to  keep  everything  out  of 
the  stomach  and  as  soon  as  possible  begin 
giving  a little  crushed  ice.  If  water  is  not 
retained  even  in  teaspoonful  amounts  small 
amounts  of  it  may  be  supplied  by  rectum  in 
some  cases.  Where  the  vomiting  is  very 
persistent,  especially  when  fever  is  present, 
appreciable  dehydration  usually  develops. 
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It  is  my  custom  to  give  water  in  teaspoon- 
ful amounts  every  ten  to  twenty  minutes 
as  soon  as  it  is  retained,  followed  in  a few 
hours  by  sweetened,  strained  orange  juice 
in  teaspoonful  amounts  given  the  same  way. 
The  water  and  orange  juice  may  be  in- 
creased slowly  as  tolerane  is  demonstrated. 
If  the  patient  has  been  without  food  over 
forty-eight  hours  I usually  order  a mixture 
of  equal  parts  of  twenty-five  per  cent  dex- 
trose and  strained  orange  juice  given  as 
above.  In  those  patients  with  diarrhea  or 
those  below  one  year  of  age  I usually  omit 
the  orange  juice  and  give  twelve  and  one- 
half  per  cent  dextrose  solution.  This 
treatment  may  cause  some  distention,  and 
enemas  may  be  necessary  to  relieve  the 
condition.  After  the  patient  has  not  vom- 
ited from  twelve  to  twenty-four  hours, 
Eagle  Brand  Condensed  milk  one  to  sixteen 
is  tentatively  tried,  giving  not  over  two 
ounces  at  first  and  as  much  less  than  this 
as  will  reasonably  satisfy  the  patient.  Eagle 
Brand  Condensed  milk  and  strained  orange 
juice  are  continued  for  twenty-four  hours 
before  anything  else  is  added  to  the  diet. 
After  this  the  patient  can  usually  take  a 
fairly  normal  diet,  provided  the  stomach 
is  not  overloaded.  It  is  not  uncommon  for 
the  patient  to  vomit  occasionally  for  two 
or  three  days  after  the  acute  stage.  It  is 
usual  for  the  patient  to  have  little  appetite 

for  four  to  seven  days  after  vomiting 
ceases. 

I have  never  seen  an  unmistakable  case 
belonging  to  this  classification  that  did  not 
get  well.  There  are  not  infrequent  cases 
with  somewhat  the  same  clinical  picture 
that  become  progressively  worse,  and  a con- 
dition of  acidosis  develops,  apparently  on 
account  of  inability  to  retain  anything. 
These  patients  require  more  vigorous  treat- 
ment, such  as  saline  intraperitoneally,  blood 
transfusions,  and  dextrose  intravenously  or 
intramuscularly. 


EPIDEMIC  CEREBRO-SPINAL 
MENINGITIS.* 

F.  M.  ACREE,  M.  D., 

Greenville,  Miss. 

Meningitis,  or  inflammation  of  the  men- 
inges, may  be  caused  by  a great  variety  of 
organisms,  as  the  pneumococcus,  influenza 
bacillus,  bacillus  of  Friedlander,  micrococ- 
cus catarrhalis,  bacilli  of  the  colon  group, 
including  typhoid,  rarely  the  malaria  plas- 
modium  and  the  spirochetae,  the  pyogenic 
organisms  (streptococcus,  staphylococcus), 
and  the  meningococcus.  It  is  of  the  clinical 
entity  of  which  the  last  named  organism  is 
the  etiology,  namely,  epidemic  cerebrospinal 
meningitis,  that  this  paper  deals.  Epidemic 
cerebrospinal  meningitis  may  then  be  de- 
fined as  an  acute  infectious  disease  attended 
by  a seropurulent  inflammation  of  the 
membranes  of  the  brain  and  spinal  cord, 
and  due  to  infection  with  the  meningococcus. 

The  disease  was  first  reported  in  Switzer- 
land in  1805  by  Vinenssen.  A year  later 
the  first  case  was  reported  in  America. 

A.  Levinsohn,  professor  of  pediatrics,  at 
the  Northwestern  University  Medical  School, 
writing  in  the  Journal  of  the  Michigan  Medi- 
cal Society, (1)  says : “In  the  present  state  of 
our  knowledge  we  are  aware  of  but  one 
type  of  meningitis  that  presents  a hopeful 
prognosis,  namely,  the  meningococcus  type. 
Statistics  from  all  over  the  world  indicate 
that  the  mortality  from  meningococcus 
meningitis  has  been  reduced  from  75  to  25 
per  cent  since  the  introduction  of  the  specific 
serum.”  With  such  statistics  it  is  hard  to 
understand  why  some  seem  to  take  the 
attitude  that  if  meningitis  is  left  untreated, 
as  many  patients  will  recover  as  if  active 
serum  treatment  is  instituted.  It  is  my 
belief  that  even  if  we  do  get  recoveries  in 
untreated  cases  the  chances  of  complica- 
tions are  greater,  and  the  complications  are 
of  a more  distressing  nature.  Hence,  with 
statistics  showing  that  the  mortality  is 

*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
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reduced  from  75  to  25  per  cent,  we  must 
realize  that  every  case  deserves  serum 
treatment.  The  earlier  the  diagnosis  of 
meningitis  is  made,  the  greater  the  chance 
the  patient  has  of  recovery. 

Stookey,  Elliott,  and  Teachnor,  in  the 
Journal  of  the  Iowa  State  Medical  Society(2) 
make  the  statement  that,  “Epidemic  cere- 
brospinal meningitis  is  a septicemia,  the  in- 
fection passing  over  from  the  blood  stream 
into  the  central  nervous  system.  The  sep- 
ticemic stage  may  last_from  eight  hours  to 
several  days.”  If  one  can  make  a diagnosis 
during  this  septicemic  period  a better 
prognosis  is  offered  than  if  diagnosis  is 
delayed  until  after  the  invasion  of  the 
central  nervous  system.  They(2)  also  say 
that,  “In  90  per  cent  of  the  cases,  the 
leukocytosis  is  above  twenty  thousand.”  All 
authorities  agree  that  clinically,  headache, 
fever,  and  a very  high  leukocytosis  are  the 
most  important  and  constant  of  the  pro- 
dromes of  this  disease.  When  these 
objective  findings  have  led  to  the  suspicion 
of  meningitis,  the  following  must  be  ruled 
out:  1.  Meningism.  2.  Poliomyelitis 

3.  Encephalitis.  In  reaching  a decision  it 
is  helpful  to  consider  such  facts  as  the 
season  of  the  year,  for  meningism  may  occur 
at  any  season  of  the  year,  it  being  secondary 
to  some  demonstrable  cause  elsewhere,  as 
otitis  media,  or  sinusitis ; poliomyelitis  usu- 
ally occurs  in  early  summer  or  late  fall ; and 
encephalitis  usually  occurs  during  the  win- 
ter and  after  epidemics  of  la  grippe.  Pres- 
ence of  epidemic : Meningism  is  not  epidemic 
nor  is  encephalitis,  but  both  poliomyelitis 
and  meningtis  are  epidemic.  The  immediate 
preceding  illness : Meningism  is  always  sec- 
ondary, as  is  encephalitis,  but  poliomyelitis 
and  meningitis  are  primary.  The  clinical 
symptoms,  as  severity,  order  of  appearance, 
etc. : These  symptoms  vary  with  the  various 
stages  of  the  disease  from  a slight  headache, 
moderate  fever,  and  general  malaise,  at  the 
onset  of  the  disease,  to  convulsions,  som- 
nolence, stupor,  projectile  vomiting,  stiff- 
ness and  retraction  of  the  neck,  rigidity  of 
the  back  and  extremities,  in  the  more 
advanced  stages  of  the  disease.  The  knee 


jerk  is  increased  and  Kernig’s  and  Burd- 
zinski’s  signs  are  positive  in  meningitis.  A 
blood  culture  should  be  made  and  a spinal 
puncture  should  be  done,  for  a study  of  the 
spinal  fluid  findings  yields  much  valuable 
information  toward  the  making  of  a diag- 
nosis. If  the  meninges  have  been  invaded 
the  fluid  will  be  under  an  increased  pressure, 
the  normally  clear  fluid  may  show  any 
degree  of  cloudiness  to  turbidity,  the  cell 
count  is  increased  from  the  normal  num- 
ber— one  to  ten — up  to  fifty  thousand,  with 
a change  in  type  from  the  lymphocyte  of 
the  normal  fluid,  to  the  polymorphonuclear 
leukocyte.  Often  the  meningococci  may  be 
found  within  the  leukocytes,  a gram  nega- 
tive diplococcus.  This,  of  course,  at  once 
establishes  the  diagnosis. 

Treatment  consists  of  the  administration 
of  the  anti-meningococci  serum  into  the 
spinal  canal  and  into  the  blood  stream. 
Mild  cases  should  have  daily  injections  into 
the  spinal  canal  and  blood  stream  for  two 
or  three  days,  followed  by  an  interval  of 
forty-eight  hours,  or  less,  if  symptoms  de- 
mand, and  injections  repeated.  Severe 
cases  should  receive  injections  into  the 
spinal  canal  and  into  the  blood  stream  every 
twelve  to  eight  hours  for  thirty-six  hours. 
During  the  recent  epidemic  in  Greenville, 
several  cases  were  encountered,  especially 
in  children,  in  which  the  spinal  fluid  was 
too  thick  to  flow  from  the  spinal  puncture 
needle.  In  several  of  these  cases,  Dr.  R.  E. 
Wilson (3)  devised  a spinal  irrigation  in  the 
following  manner:  The  spinal  puncture 

needle  was  left  in  situ;  a cistern  puncture 
was  done  with  a second  needle  and  the  canal 
irrigated  with  warm  normal  saline  through 
these  needles  until  the  canal  was  sufficiently 
clear  of  pus  to  admit  serum.  Frequent 
studies  of  the  spinal  fluid  should  be  made 
and  treatment  should  be  continued  until 
after  the  spinal  fluid  cell  count  falls  to  one 
thousand  or  less,  with  50  per  cent  polymor- 
phonuclears  and  50  per  cent  lymphocytes. 
E.  S.  Whitehead,  writing  in  the  U.  S.  Naval 
Bulletin(4)  details  the  treatment  of  five  cases 
in  which  the  average  amount  of  serum 
given  intraspinally  was  143  c.c. — the  lowest 
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amount  being  120  c.c.,  the  highest  amount 
being  190  c.c.  The  writer  recently  had  a 
case  in  which  270  c.c.  were  given  intra- 
spinally  before  the  cell  count  came  down  to 
1000.  The  case  was,  however,  one  of 
marked  severity  in  every  respect.  Dr.  T.  B. 
Lewis  of  Greenville' 5)  reports  a series  of 
eight  cases  all  of  which  recovered  and  in 
which  no  case  received  more  than  75  c.c. 
either  intraspinally  or  intravenously.  Dr. 
John  Archer  of  Greenville,  in  a personal 
communication,  reports  two  cases  that  re- 
quired large  amounts  of  serum  for  recovery. 
One  of  the  two  cases  received  390  c.c.  and 
the  other  cases  received  330  c.c.  The  five 
cases  detailed  by  Dr.  Whitehead  all  made 
an  uneventful  recovery,  as  did  the  one  case 
of  the  writer  just  quoted,  and  the  two  cases 
of  Dr.  Archer’s  mentioned  above,  showing 
that  serum  should  be  administered  over  long 
periods  of  time  and  in  large  quantities,  if 
necessary.  For  shock  give  adrenalin  or 
artopine  in  large  doses;  for  convulsions  or 
twitchings  give  bromide  or  chloral  hydrate; 
for  cardiac  and  respiratory  stimulants  give 
caffein  and  aromatic  spirits  of  ammonia. 
Relieving  the  pressure  by  withdrawal  of 
spinal  fluid  will  generally  relieve  the  head- 
ache. The  patient  should  be  isolated  and 
under  strict  quarantine,  have  complete  rest, 
and  be  given,  as  soon  as  possible,  a high 
calorie  diet.  During  coma,  gavage  and 
rectal  feedings  should  be  given. 

The  complications  and  sequalae  of  cere- 
brospinal fever  may  be  many  or  few, 
according  to  the  severity,  and  the  manage- 
ment of  the  case.  There  may  be  arthritis, 
cystitis,  endocarditis,  hydrocephalus  (in 
infants)  conjunctivitis,  epididymitis,  otitis 
media,  and  a host  of  others,  but  LeFetra(6) 
says  that  “Complications  rarely  occur  in 
those  cases  that  recover.” 

As  regards  prophylaxis,  there  seems  to 
be  no  definite  one  or  two  things  that  may 
be  done  to  prevent  the  contracting  of  this 
dread  disease.  One  definite  cause  of  in- 
creased susceptibility  may  be  removed  by 
the  avoidance  of  any  undue  exposure  to 


cold  and  fatigue.  It  would  seem  that  those 
who  are  constantly  exposed  and  working 
with  and  around  the  disease  develop  an 
immunity,  for,  as  far  as  I have  been  able 
to  find  out,  there  have  been  very  few  cases 
to  develop  among  those  who  are  in  con- 
stant contact  with  the  disease.  In  the  more 
than  one  hundred  cases  occurring  in  the 
recent  epidemic  at  Greenville,  less  than  ten 
cases  have  occurred  as  a second  case 
within  the  family.  There  is  no  proof  that 
vaccination  with  a suspension  of  killed 
meningoccici  has  any  protective  value 
against  natural  infection  of  man.  In  a 
series  of  338  cultures,  taken  from  the 
naso-pharynx  of  a force  of  men,  among 
which  two  cases  of  meningitis  had  devel- 
oped, 18  positive  cultures  were  obtained,  a 
percentage  of  5.3  per  cent.  These  men 
working  under  ideal  conditions  for  the 
development  and  spread  of  the  disease. 
Often  they  were  wading  in  water  to  their 
knees,  often  worked  in  rain,  and  on  two 
occasions  snow,  with  the  thermometer 
showing  a daily  range  of  ten  to  forty  de- 
grees above  zero,  and  exposed  at  all  times 
to  a cold  wind.  The  eighteen  men,  showing 
positive  cultures,  were  removed  from  the 
force,  placed  under  strict  quarantine  and 
the  naso-pharynx  treated  daily  until  two 
negative  cultures  were  obtained.  The  cases 
treated  longest,  in  this  manner,  were  for 
sixteen  days  and  two  positive  cultures  were 
obtained  on  two  cases  before  a negative  was 
finally  gotten.  No  further  cases  of  menin- 
gitis developed  among  the  force  of  men  at 
work,  nor  did  any  of  those  with  positive 
cultures  develop  the  disease. 

CONCLUSIONS. 

1.  The  mortality  from  meningococcic 
meningitis  has  been  reduced  from  75  to  25 
per  cent  since  the  introduction  of  a specific 
serum. 

2.  Every  case,  suspected  of  being  menin- 
gitis, should  have  a spinal  puncture  and 
studies  of  the  spinal  fluid  made. 

3.  The  earlier  the  serum  treatment 
is  instituted  the  better  the  prognosis. 
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4.  Those  working  with  and  in  constant 
contact  with  meningitis  apparently  develop 
an  immunity. 

5.  It  is  thought  that  the  segregation  of 
carriers,  determined  by  culture  of  the  naso- 
pharynx was  effective  in  the  control  of  a 
threatened  epidemic  among  a force  of  men 
at  work  under  conditions  that  were  ideal  for 
the  spread  of  an  epidemic. 
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DISCUSSION. 

Dr.  L.  S.  Lippincott  (Vicksburg)  I want  to 
congratulate  Dr.  Acree  on  this  excellent  paper — 
he  has  not  left  much  to  discuss.  I would  like  to 
say  that  I wish  we  could  get  away  from  this 
term,  “epidemic.”  Of  course,  we  do  have  epi- 
demics; this  year  there  are  probably  more  cases 
than  ordinarily,  but  in  the  usual  run  of  things  we 
see  meningitis  only  sporadically,  and  to  have  the 
newspapers  refer  to  this  disease  as  epidemic  men- 
ingitis gets  everybody  stirred  up.  Meningococcic 
meningitis  instead  of  epidemic  meningitis  would 
seem  more  appropriate.  Dr.  Acree  said  that 
meningococcic  meningitis  was  practically  the  only 
type  that  offered  any  hope  in  treatment,  and  I 
think  this  is  true;  but  it  is  encouraging  that  now 
and  then  we  find  reports  where  patients  with 
pneumococcic  meningitis  recovered.  We  always 
used  to  feel  that  patients  with  pneumococcic  or 
streptococcic  meningitis  would  die  anyway,  but 
treatment  with  the  Huntoous  antibody  solution 
and  optochin  hydrochloride  has  cured  a few  cases, 
and  we  may  see  better  results  later  on.  Of 
course  as  Dr.  Acree  says,  early  diagnosis  and 
early  treatment  is  the  essential  thing.  The  leu- 
kocyte count  is  usually  high,  but  early  it  is  not 
high  enough  to  make  the  diagnosis,  and  we  should 
not  wait  for  that.  If  there  are  high  temperature 
and  chills  without  anything  else  to  account  for 
it,  I feel  that  a spinal  puncture  should  be  made. 
That  will  tell  the  story,  and  I feel  that  we  should 
have  our  meningococcic  serum  ready.  Give  it  as 
soon  as  a turbid  fluid  is  found.  It  may  not  be 
meningitis,  but  the  patient  will  not  be  harmed, 
and  if  it  is  meningitis  there  is  the  advantage  of 
the  time  factor.  I feel  that  it  should  be  given 
intravenously  in  large  amounts  at  the  same  time 


as  given  intraspinally.  At  times  when  a case 
requires  a good  deal  of  serum  there  will  be  some 
allergic  reaction,  but  that  is  not  an  indication  for 
ceasing  treatment.  The  meningitis  is  much  more 
important  than  the  allergic  reaction.  It  is  pos- 
sible to  find  the  carriers  when  they  exist  and  to 
find  the  organisms  in  contacts,  but  there  is  too 
much  tendency  to  isolate  people  who  have  been 
exposed  without  identification  of  organisms  found. 
People  get  excited.  Cultures  should  be  checked. 
We  have  serum  reactions  that  tell  us  when  men- 
ingococci are  present.  I have  had  several  people 
who  had  been  told  that  they  were  carriers  in 
whom  I found  no  meningococci  in  the  naso- 
pharynx, and  one  technician  told  me  that  she 
often  found  carriers  but  did  not  use  serum  for 
identification.  Let  us  check  these  people  before 
we  isolate  them  and  tell  them  they  are  carriers. 
It  is  not  easy  to  clear  up  the  carriers.  Everything 
in  the  pharmacopeia  has  been  used  to  spray  the 
noses  of  these  people,  but  it  is  very  likely  that 
sunlight  and  fresh  air  will  do  as  much  as  any 
antiseptic. 

Dr.  H.  C.  Ricks  (Jackson)  This  disease,  men- 
ingococcic meningitis,  has  been  of  much  interest 
to  public  health  workers  and  the  men  who  have 
been  located  in  the  delta  area  of  Mississippi  dur- 
ing the  past  winter.  As  to  early  diagnosis,  I 
want  to  stand  behind  Dr.  Acree  and  Dr.  Lippin- 
cott in  that.  I want  to  go  further,  and  say  that 
in  an  outbreak  similar  to  that  which  occurred  in 
Dr.  Acree’s  county  I would  not  wait  for  the  high 
blood  count  or  the  presence  of  meningococci  in 
the  spinal  fluid  to  administer  serum.  Make  a 
puncture  of  the  spine  and  administer  serum.  The 
serum  should  be  heated  to  about  100°  F.,  to  avoid 
shock,  and  less  serum  should  be  administered  than 
the  quantity  of  fluid  that  has  been  removed.  In 
administering  the  serum  use  the  sphygmomanon- 
ometer,  and  at  a drop  of  20  points  stop  the  ad- 
ministration. As  to  meningococcic  meningitis 
being  a primary  condition,  that  is  open  to  ques- 
tion. Dr.  Acree  says  it  is  a septicemic  condition. 
The  organism  gets  into  the  spinal  canal  through 
the  blood  stream,  not  through  the  nose  as  has 
heretofore  been  thought.  It  has  been  proven  by 
British  workers  that  only  5 per  cent  will  have 
meningitis  if  exposed  to  it.  Meningitis  patients 
should  be  put  into  a hospital.  It  is  unfortunate  that 
we  have  some  professional  alarmists  who  con- 
sider they  should  be  kept  at  home  or  in  the  pest 
house.  They  should  be  given  the  opportunity 
for  the  best  possible  treatment.  In  the  outbreak 
in  Washington  County,  117  were  admitted  to  the 
hospital,  and  78  per  cent  recovered  from  the 
disease.  That  is  due  to  the  fact  that  the  physi- 
cians were  on  the  job,  and  the  health  officers 
were  on  the  job  and  gave  the  serum.  There  were 
only  two  cases  in  one  family  in  Washington 
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County.  In  the  instance  reported  in  Dr.  Acree’s 
paper  I would  say  that  the  isolation  of  these  fifteen 
men  kept  down  the  epidemic.  Those  fifteen  men 
were  the  only  ones  susceptible  to  the  disease, 
and  in  this  group,  if  we  investigated  these  patients 
we  would  have  found  that  they  were  laborers 
who  were  not  accustomed  to  the  conditions  under 
which  they  had  been  working.  We  know  that 
during  the  outbreak  at  Great  Lakes,  where  they 
came  from  places  where  there  were  carriers,  they 
were  all  right;  but  they  started  to  have  meningitis 
when  they  were  put  to  work  that  was  very  strenu- 
ous and  exposed  to  extreme  conditions  of  weather. 

Dr.  N.  C.  Womack  (Jackson)  When  there  is 
an  epidemic  we  judge  many  cases  to  be  menin- 
gitis that  show  no  symptoms;  spinal  puncture 
usually  clears  up  the  diagnosis.  But  as  a gen- 
eral rule  the  cases  we  see  are  more  or  less 
sporadic,  which  makes  the  necessity  for  early 
diagnosis  all  the  more  important.  The  specific 
point  I wish  to  mention  is  that  radical  treatment 
— intraspinous  injection  of  serum,  intravenous 
injection  of  serum,  and  intramuscular  injection 
of  serum  should  be  given  early.  In  every  severe 
case  we  use  the  first  day  large  quantities  of  serum. 
There  are  some  forms  of  serum  on  the  market 
that  do  not  seem  to  click.  There  are  particular 
epidemics  in  which  a certain  serum  does  not 
click.  There  are  thirteen  different  types  and  the 
serum  is  made  from  these  types,  and  I would  like 
to  ask  the  essayist  if  he  found  a serum  that  did 
not  click.  Another  point  is  that  the  course  of 
the  disease  will  depend  upon  the  sugar  curve 
of  the  spinal  fluid.  You  will  know  from  that 
whether  your  patient  will  get  well.  Dr.  Watkins 
read  a report  before  the  Alabama  State  Society 
of  a series  of  cases  that  was  very  instructive. 

Dr.  F.  M.  Smith  (Vicksburg)  There  is  no 
communicable  disease  that  keeps  health  officers 
on  the  job  more  than  meningococcic  meningitis. 
It  comes  from  one  part  of  the  city  or  one  part 
of  the  county,  and  we  can  trace  the  contacts  only 
with  the  greatest  difficulty.  These  germs  do  not 
pass  through  brick  walls,  and  do  not  stay  in 
the  air;  they  die  immediately  upon  leaving  their 
host.  They  leave  the  host  by  catarrhal  condi- 
tions, but  seasonal  conditions  we  feel  have  no 
bearing.  It  is  the  universal  handkerchief — from 
the  elbow  to  the  fingers — as  used  by  the  colored 
people.  I might  say  that  we  believe  immunity  is 
acquired  by  building  up  the  general  condition, 
and,  therefore,  it  is  possible  that  in  the  future 
we  will  recognize  meningitis  only  by  the  condi- 
tions in  the  naso-pharynx,  and  by  building  up 
immunity.  We  had  during  the  past  winter  seven- 
teen cases  in  Vicksburg,  with  seven  deaths.  Eight 
had  been  treated  by  negro  physicians,  who  did 


not  know  how  to  get  into  the  spinal  column;  out 
of  the  eight  cases  only  two  died.  We  took  the 
spinal  fluid  in  one  case  after  the  man  was  dead. 
This  unnecessary  alarm  should  be  quelled.  Use 
simple  personal  hygiene;  keep  their  hands  out 
of  the  mouth;  keep  the  fingers  sterile.  We  feel 
that  it  should  never  be  termed  epidemic  meningi- 
tis; there  is  no  morbid  pathology  that  invades 
the  atmosphere;  it  is  just  contact  that  is  close 
*ough  to  transfer  the  meningococci. 

Dr.  J.  G.  Archer  (Greenville)  In  a series  of 
ninety-six  cases  treated  by  Dr.  R.  E.  Wilson  and 
myself  there  were  twenty-six  deaths.  Of  the 
seventy  recoveries  we  have  been  unable  to  follow 
all  the  cases.  We  know  that  three  are  stone  deaf; 
one  complains  of  a creeping  sensation  up  and 
down  his  back  and  around  his  waist;  one  has 
headaches  and  one  endocarditis.  Even  though  the 
diagnosis  is  not  always  easy,  treatment  should  be 
begun  as  soon  as  possible.  We  had  one  case,  a 
negro  seen  twelve  hours  after  onset,  in  coma, 
with  temperature  of  106° ; another  case,  a nurse 
seen  eight  hours  after  onset,  complaining  of  head- 
ache, nausea  and  vomiting.  In  the  first  case  the 
negro  was  absolutely  relaxed,  no  Babinski  was 
present;  the  spinal  fluid  was  slightly  under  pres- 
sure, cell  count  was  10.  Twelve  hours  later  the 
fluid  was  under  pressure,  cloudy,  and  the  menin- 
gococci was  found.  Twelve  hours  later  the  pa- 
tient was  dead.  In  the  second  case  the  tempera- 
ture was  normal,  there  was  no  Kernig,  the  blood 
count  was  high.  We  decided  to  do  a spinal  punc- 
ture. The  fluid  was  under  pressure,  the  cell 
count  150,  no  meningococci  were  found,  but 
treatment  was  started  immediately.  Three  days 
later  the  fluid  was  very  cloudy,  the  cell  count 
markedly  increased,  and  meningococci  were 
found.  This  young  woman  had  a very  stormy 
time,  and  during  her  illness  developed  malaria. 
I mention  these  cases  because  so  many  are  rather 
atypical,  and  in  any  case  where  we  suspect  men- 
ingitis, the  spinal  puncture  should  be  made,  not 
only  once,  but  again  twelve  hours  later  to  deter- 
mine the  condition  of  the  fluid.  I believe  the 
sooner  the  serum  is  given,  the  better  the  chance 
for  recovery.  This  nurse  was  given  serum  and 
very  intensive  treatment,  but  at  the  end  of  sev- 
eral days  seemed  to  be  getting  worse.  The  serum 
was  then  changed  and  it  was  found  that  even 
after  the  first  dose  she  started  getting  better 
and  afterward  made  a complete  recovery.  They 
are  all  polyvalent,  but  I believe  they  are  of  dif- 
ferent stiains  to  a certain  extent,  and  by  chang- 
ing the  serum  we  often  find  improvement.  Of 
course  the  ideal  way  would  be  to  type  the  serum 
with  the  patient’s  blood  and  the  serum  with  the 
greatest  agglutination  power  should  be  the  one 
used. 
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Dr,  L.  W.  Long  (Jackson)  One  point  is  early 
treatment,  and  a second  important  point  is  per- 
sistent treatment.  Give  injections  intravenously 
and  intraspinally  at  once,  and  repeat  it  after 
eight  or  twelve  hours.  If  you  repeat  it  that 
often,  and  at  the  end  of  thirty-six  hours  do  not 
get  improvement,  switch  to  another  serum.  We 
have  a method  of  testing,  the  Queckenstedt’s  test. 
The  fluid  will  flow  out  more  rapidly.  If  it  does 
not  you  have  an  obstruction  at  the  opening  of  the 
fourth  ventricle.  They  are  not  much  trouble  and 
I have  not  seen  any  bad  effects.  In  addition  to 
that  I do  not  hesitate  to  go  into  the  ventricles 
themselves  if  the  fontanelle  is  open,  provided  you 
leave  a little  track  of  serum,  go  into  the  ventricle 
until  you  get  fluid,  and  replace  it  with  serum.  As 
the  needle  comes  out  bring  out  the  serum  and 
that  will  take  care  of  the  brain  tissue.  Do  not 
worry  about  the  brain  tissue.  I have  never  seen 
any  bad  effects  following  aspiration  of  serum  into 
the  front  lobe,  provided  you  leave  a little  track 
and  withdraw  it  carefully. 

Dr.  F.  M.  Acree  (closing)  Dr.  Lippincott’s 
suggestion  I think  is  a good  one,  that  epidemic 
meningitis  as  a designation  be  dropped,  and 
simply  call  the  condition  meningococcic  menin- 
gitis, because  I do  not  believe  anything  will  strike 
more  terror  into  the  heart  of  a mother  than  the 
thought  of  it.  It  is  all  right  to  be  concerned, 
but  many  mothers  pass  sleepless  nights  over  the 
fact  that  their  child  may  contract  this  disease. 
In  the  treatment  of  one  of  these  cases  I was  un- 
able to  get  fluid  to  flow  into  the  spinal  canal  after 
withdrawal  of  the  spinal  ffuid.  I thought  the 
patient  should  have  serum,  so  immediately  inserted 
serum  into  the  vein  and  in  that  manner  the  spinal 
fluid  which  is  elaborated  from  the  blood  secured  a 
large  dose  of  serum.  Dr.  Ricks  mentioned  that 
these  men  were  put  to  shoveling  snow  and  then  got 
meningitis.  These  men  I spoke  of  were  building  a 
dyke  on  the  Mississippi,  the  river  was  rising  and  the 
temperature  was  falling;  many  times  they  were  in 
icy  water  above  the  knees;  the  conditions  were  ideal 
for  development  of  meningitis.  As  to  culture  and 
treatment  that  is  a moot  question.  The  changing 
of  serum  is  a good  poin  because  one  may  not  work. 
Lilly  puts  out  a super-concentrated  serum  which  is 
useful  in  treating  children  because  the  bulk  is  not 
large  and  it  can  be  put  into  the  spinal  column  of 
a child  that  will  not  take  the  full  dose  of  an 
adult. 
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This  study  was  made  possible  by  the 
generosity  of  the  Junior  League  of  New 
Orleans.  Members  of  this  league  had 
worked  with  us  for  three  or  four  years  in 
the  clinics  of  the  Child  Welfare  Association, 
weighing  the  babies,  helping  to  keep  their 
records,  and  encouraging  the  mothers  to 
carry  out  the  instructions  given  by  the 
doctors  and  the  nurses  of  this  association. 
It  had  been  pointed  out  to  these  workers 
how  some  of  the  children  developed  rickets 
even  though  the  mothers  were  apparently 
carrying  out  the  instructions  given  to  them. 
We  proposed  making  a special  study  to  see 
if  we  could  prevent  the  disease  entirely  in 
a group  of  infants  by  regulating  the  diets 
of  the  pregnant  women  who  came  to  our 
clinics  and  by  giving  cod  liver  oil  to  the 
infants  at  a very  early  age.  The  league 
very  readily  gave  financial  aid  to  make  this 
effort  possible,  and  some  of  the  members 
gave  unsparingly  of  their  time  and  services 
during  the  whole  time  the  clinic  was  run- 
ning. They  were  present  each  week, 
regardless  of  the  weather,  and  measured 
and  weighed  the  babies.  They  instructed 
the  mothers  how  to  give  sun  baths  to  their 
babies,  and  taught  them  how  to  give  the 
cod  liver  oil.  They  became  acquainted  with 
each  mother  and  baby  and  by  their  personal 
interest  in  each  individual  one  succeeded  in 
getting  whatever  cooperation  we  had  from 
the  mothers.  The  Southern  Baptist  Hos- 
pital gave  the  facilities  for  running  the 
clinic.  And  Dr.  L.  W.  Magruder,  the  roent- 

*Read  before  the  Orleans  Parish  Medical  Society, 
May  12,  1930. 
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genologist  of  the  hospital,  made  the 
roentgen-ray  plates  and  helped  in  the  read- 
ing of  them. 

The  disease  of  rickets  has  interested  the 
medical  world  for  a long  time,  and  many 
theories  of  its  etiology  have  been  put  forth, 
and  many  cures  for  it  have  been  given.  We 
have  had  given  as  the  cause  of  the  disease 
all  sorts  of  things,  and  conditions,  ranging 
from  cold  impure  air,  uncleanliness,  heredi- 
tary venereal  taint,  deficient  food,  microbes, 
internal  secretions,  on  down  to  the  modern 
theories.  We  have  had  given  just  as  many 
methods  of  treatment  of  the  disease.  Dr. 
T.  Swan  Harding  has  written  a “Brief  His- 
tory of  the  Therapy  of  Rickets”  in  which  he 
says  a comprehensive  history  of  rachitic 
therapy  should  be  written  as  it  would  be  a 
touching  and  at  times  pathetic  commentary 
upon  the  boundlessness  of  human,  not  to 
say  medical,  credulity.  It  seems  only  fair 
to  say,  however,  that  cod  liver  oil  has  been 
used  at  intervals  by  physicians  who  saw 
good  results  from  their  treatment  without 
being  able  to  say  why  such  results  were 
obtained,  since  1807,  when  Bardly  speaks  of 
using  cod  liver  oil  on  women  patients  worn 
out  by  “rheumatism”  after  pi'egnancy. 
These  attacks  were  almost  certainly  due  to 
a calcium  depletion  in  the  bones  which  we 
call  today  “osteomalacia.”  The  exact  rela- 
tionship between  rickets  and  osteomalacia 
has  not  yet  been  worked  out.  Cod  liver  oil 
has  come  into  vogue  and  gone  out  of  style 
more  than  once  since  it  was  first  used  as 
a therapeutic  agent  in  the  treatment  of 
rickets.  Dr.  John  Howland  said  at  a meet- 
ing where  the  use  of  irradiated  ergosterol 
was  being  discussed,  that  he  had  watched 
cod  liver  oil  go  out  of  use  and  then  come 
back  again,  and  that  we  should  be  very  un- 
wise if  we  should  ever  allow  it  to  pass  out 
of  general  use  again. 

In  1919  Mellanby  produced  rickets  in 
puppies  by  restricting  their  diets  and  then 
cured  the  disease  by  adding  the  different 
oils  and  fats.  Findlay  and  Patton  at- 
tempted to  produce  the  disease  in  puppies 
and  kept  some  in  the  country  and  some  in 


the  city.  Those  in  the  city  developed  rickets 
and  those  in  the  country  did  not,  though 
they  were  fed  the  same  diet.  They  believed 
that  environment  and  exercise  played  the 
important  part  in  producing  the  disease. 
From  that  time  to  the  present  much  work 
has  been  done  on  the  subject  and  it  all  has 
brought  forth  and  stressed  the  theory  that 
rickets  is  due  to  faulty  diet  and  lack  of 
sunshine. 

Dr.  Ludo  von  Mysenbug  in  his  article 
which  appeared  in  the  Southern  Medical 
Journal,  July,  1926,  made  a very  excellent 
summary  of  the  work  that  has  been  done 
since  the  work  of  Mellanby  and  Findlay  and 
Patton  up  to  1926.  All  the  experiments  and 
investigations  have  shown  that  there  is  a 
reduction  in  the  organic  phosphate  of  the 
blood  serum,  and  that  an  insufficient  amount 
of  lime  salts  is  deposited  in  the  bones.  They 
have  also  shown  that  cod  liver  oil  admin- 
istered by  the  mouth,  and  exposure  of  the 
bare  skin  to  sunlight  or  ultraviolet  light 
from  artificial  sources,  will  bring  the  in- 
organic phosphate  up  to  normal  and  will 
cause  a deposition  of  lime  salts  in  the  bones. 
Since  1926  the  chief  work  that  has  been 
done,  has  been  along  the  line  of  irradiation 
and  the  feeding  of  irradiated  foods  as  a 
cure  and  as  a preventive  of  the  disease. 
The  work  of  Dr.  Alfred  Hess  on  the  use 
cf  irradiated  ergosterol  as  a preventive  and 
as  a cure  of  rickets  is  the  outstanding  work 
of  the  time.  Dr.  Robert  Strong  in  The 
New  Orleans  Medical  and  Surgical  Journal 
of  November,  1929,  has  given  a review  of 
all  the  recent  work  that  has  been  done  on 
the  subject. 

Since  sunshine  is  an  essential  preventive 
of  the  disease,  we  should  expect  to  have 
less  rickets  in  the  sunny  climate  of  New 
Orleans  than  they  have  in  places  with 
less  sunshine.  Drs.  L.  R.  DeBuys  and  Ludo 
von  Mysenbug,  published  a paper  in  The 
A.  Jour,  of  Dis.  of  Ch.,  Sept.,  1924,  on  the 
“Effect  of  the  Routine  Administration  of 
Ccd  Liver  Oil  on  the  Development  of  Rickets 
in  the  Breast  Fed,”  in  which  they  gave  the 
percentages  of  babies  showing  the  clinical 
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symptoms  attributed  to  rickets  in  a group 
cf  191  infants  in  their  first  year  of  life.  Of 
the  babies  studied,  the  plus  readings  ranged 
from  lf|  pluses  to  12  pluses.  Of  these 
babies,  96.8  per  cent  showed  cranial  bosses, 
95.8  per  cent  showed  costal  beading,  85.8 
per  cent  showed  epiphyseal  enlargement, 
81.6  per  cent  showed  flaring  ribs,  62.2  per 
cent  showed  craniotabes.  These  percent- 
ages seem  very  high  considering  the  fact 
that  we  see  but  few  marked  deformities 
from  rickets  among  the  children  of  New 
Orleans.  Dr.  Charles  Williams  published  a 
paper  in  The  A.  Jour,  of  Dis.  of  Ch.,  April, 
1928.  on  “The  Infrequency  of  Severe  Rickets 
in  New  Orleans  and  Vicinity,”  in  which 
he  says  that  he  found  a mild  form  of  the 
disease  in  45  per  cent  of  the  children  under 
three  years. 

This  study  of  our  was  begun  in  October, 
1926.  At  that  time  we  were  examining  all 
the  babies  delivered  by  the  Child  Welfare 
Association  of  New  Orleans  within  24 
hours  after  their  birth.  That  organization 
was  delivering  then  between  45  and  55 
babies  per  month.  The  organization  sees 
the  prospective  mothers  in  the  antenatal 
clinics  every  two  weeks  from  the  time  they 
are  registered  until  one  month  before  the 
expected  delivery,  and  then  it  sees  them 
every  week  until  the  babies  are  born.  A 
trained  nurse  goes  into  the  homes  of  these 
patients  once  a month  to  see  if  they  are 
carrying  out  the  orders  of  the  physician, 
and  to  give  them  any  help  they  may  need  in 
making  ready  for  the  coming  baby. 

We  saw  these  infants  in  their  homes,  as 
stated  above,  and  then  we  saw  them  once 
a month  or  oftener  in  the  child  welfare 
clinics  till  they  were  one  year  old,  and  many 
of  them  we  saw  till  they  entered  school. 
These  infants  were  put  on  cod  liver  oil  when 
first  seen  in  clinics,  but  many  of  them  de- 
veloped rickets  before  they  were  one  year 
old.  We  then  decided  to  regulate  the  diets 
of  the  pregnant  women,  with  the  help  of 
the  obstetricians  who  were  seeing  them  in 
the  clinics,  and  the  trained  nurses  who  were 


visiting  them  in  their  homes,  to  see  if  we 
could  prevent  rickets  entirely. 

We  planned  to  have  these  women  eat  one 
citrus  fruit  a day,  at  least  one  leafy  vege- 
table, and  one  egg  and  to  drink  three  glasses 
of  milk,  in  addition  to  whatever  other  diet 
they  might  choose  for  themselves.  We  knew 
that  there  were  many  women  in  the  clinic 
who  could  not  afford  this  food  every  day. 
We  gave  to  each  of  them  when  she  came  to 
the  clinic  every  two  weeks,  a printed  slip 
containing  a list  of  the  articles  we  wished 
her  to  eat  daily.  Opposite  each  article 
there  were  spaces  left  so  that  they  could 
mark  off  each  day  which  articles  they  had 
eaten  and  which  they  had  not.  We  hoped 
then  to  follow  up  the  babies  of  these  women 
and  see  if  the  children  of  those  who  had 
eaten  our  diet,  rich  in  vitamines,  were  free 
from  rickets.  The  nurses  explained  to  the 
women  the  importance  of  the  diet  both  for 
themselves  and  their  offsprings,  and  showed 
them  how  to  keep  their  diet  sheets  each  day. 
These  diet  sheets  were  collected  from  the 
women  every  two  weeks  at  the  ante-natal 
clinics  and  sent  to  us.  When  the  babies 
were  born  and  came  to  our  clinic  at  the 
Baptist  Hospital  the  charts  were  attached 
to  babies’  histories.  We  wished  to  tabulate 
the  articles  of  diet  consumed  by  these 
women  and  see  which  foods  helped  most  in 
the  prevention  of  rickets,  or  to  see  if  we 
could  tell  that  they  had  helped  in  any  way. 
We  tabulated  these  articles  for  several 
months  but  found  them  too  inaccurate  for 
statistical  purposes.  We  found  that  the 
women  were  writing  down  the  articles  of 
food  they  thought  the  doctors  wanted  them 
to  eat  rather  than  the  food  which  they  had 
actually  eaten.  Our  diet  lists  were  then 
thrown  out  but  we  continued  our  work  with 
the  infants. 

We  wished  to  put  half  our  babies  on  cod 
liver  oil  at  ten  days  and  to  give  the  other 
half  no  oil  till  they  showed  symptoms  of 
rickets  but  the  management  of  the  C.  W.  A. 
would  not  allow  us  to  do  that,  but  required 
that  all  babies  delivered  by  the  Association 
should  receive  the  oil  at  ten  days  old.  We 


222  Crawford  & Williamson — A Study  of  the  Incidence  of  Rickets  in  Infants 


then  had  to  get  babies  delivered  by  mid- 
wives to  use  as  controls.  Our  reason  for 
starting  the  cod  liver  oil  at  such  an  early 
age  was  that  several  observers  had  noted 
that  many  infants  showed  rickets  before 
one  month  of  age. 

We  had  the  nurses  who  were  giving 
post-natal  care  to  the  mothers  to  give  the 
first  dose  of  oil  on  the  tenth  day  after  the 
birth  of  the  child,  in  order  to  show  the 
mother  how  to  give  the  medicine.  We  used 
the  same  technique  as  that  described  by 
Dr.  Martha  Elliott.  The  nurse  grasped  the 
infant’s  face  with  one  hand,  placing  the 
thumb  and  index  finger  on  opposite  sides  of 
the  face,  and  pressed  in  the  cheeks  until  the 
finger  and  thumb  were  between  the  gums. 
While  the  mouth  was  thus  held  open,  she 
poured  in  the  oil  and  held  the  mouth  till  the 
oil  was  swallowed.  In  this  way  the  infant 
could  not  spit  the  oil  out.  These  infants 
were  given  1/2  teaspoon  of  pure  cod  liver 
oil  twice  a day  till  they  were  brought  to  our 
clinic  at  the  age  of  one  month.  The  nurse 
took  with  her  a sample  bottle  of  cod  liver 
oil  which  had  been  given  us  for  our  work 
with  the  babies  and  left  it  with  the  mother. 

When  these  children  were  brought  to  the 
clinic  at  the  Baptist  Hospital  at  the  age  of 
one  month  the  mothers  were  told  of  the 
importance  of  the  oil  and  were  told  to  con- 
tinue the  same  dose  till  the  child  was  two 
months  old,  and  then  to  increase  to  two 
spoons  daily,  and  then  at  three  months  to 
increase  to  three  spoons  daily,  and  at  four 
months  to  give  four  spoons  daily.  This 
amount  of  oil  was  to  be  kept  up  till  the  child 
was  one  year  old. 

Our  clinic  was  held  once  a week.  The 
effort  was  made  to  have  the  children 
brought  back  once  a month  till  they  were 
one  year  old.  Each  time  they  were  brought 
they  were  stripped,  weighed,  and  measured. 
Measurements  were  made  of  their  lengths, 
of  their  sitting  heights,  of  the  circumfer- 
ences of  their  heads,  and  of  their  chests. 
A complete  physical  examination  was  made 


each  time  they  came,  and  a roentgenogram 
was  made  of  their  wrists.  Their  diets  were 
supervised  and  the  mothers  were  instructed 
how  to  give  sun  baths  to  their  children  and 
were  told  of  the  benefits  to  be  derived  from 
the  baths.  The  majority  of  the  babies  were 
breast  fed.  At  six  months  a cereal  was 
added  to  their  diets,  at  seven  green  vege- 
tables were  added,  and  at  nine  months  egg 
yolks  were  given. 

We  divided  our  charts  into  three  groups: 

(1)  Those  who  took  cod  liver  oil  regularly; 

(2)  those  who  took  it  irregularly,  and 

(3)  those  who  took  none  at  all.  We  hoped 
to  be  able  to  say  that  those  who  had  taken 
it  regularly  from  the  tenth  day  of  their  lives 
escaped  all  signs  and  symptoms  of  rickets. 
But  our  expectations  were  not  realized  as 
may  be  seen  from  looking  at  table  No.  1. 
To  make  sure  that  the  children  were  really 
getting  the  oil  we  asked  the  mothers  each 
time  they  came  to  the  clinic  how  many 
teaspoons  a day  were  giving  their  babies, 
and  how  many  bottles  they  had  used  since 
they  had  been  to  the  clinic  last.  We  then 
calculated  to  see  if  the  daily  dose  she  said 
she  had  given  her  baby  when  multiplied  by 
the  number  of  days  in  the  month  would  give 
the  amount  in  ounces  which  she  said  she 
had  used  since  her  last  visit.  If  the  two 
amounts  tallied  fairly  closely  we  put  the 
baby  in  the  group  that  had  received  the 
oil  regularly,  but  when  there  was  too  great 
discrepancy  we  placed  that  child  in  the 
group  of  infants  that  had  received  it  irregu- 
larly. But  even  with  this  care  on  our  part, 
we  have  the  feeling  that  the  only  way  one 
can  be  sure  that  the  disagreeable  dose  has 
been  given  twice  a day  is  to  place  the  child 
in  an  institution  where  an  attendant  will 
administer  it  each  time.  The  babies  listed 
in  table  No.  1 had  the  oil  administered  as 
regularly  as  we  shall  ever  succeed  in  having 
it  given  to  a group  of  infants  kept  in  their 
own  homes. 

The  authors  examined  the  babies  each 
time  they  came  to  the  clinic,  and  made  rec- 
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ords  of  any  signs  or  symptoms  of  rickets. 
Sometimes  we  disagreed  regarding  slight 
signs.  When  we  could  not  agree  we  marked 
the  sign  as  doubtful  till  the  next  month. 
Dr.  L.  W.  Magruder,  the  roentgenologist  of 
the  Baptist  Hospital,  examined  with  us  all 
roentgen-ray  plates.  And  when  one  of  the 
three  disagreed  with  the  other  two,  we 
marked  that  plate  doubtful  till  the  child 
returned  in  a montfi,  and  then  if  the  plate 
did  not  show  any  change  or  further  ad- 
vance of  the  disease  we  marked  it  negative. 
Generally  when  we  suspected  rickets  in  a 
plate,  it  would  show  up  clearly  in  the  one 
taken  a month  later.  Consequently  we 
think  our  diagnosis  of  roentgen-ray  rickets 
may  be  more  accurate  than  our  diagnosis 
of  clinical  rickets. 

In  making  our  diagnosis  of  roentgen- 
ray  rickets  we  used  the  same  criteria  as 
that  used  by  Dr.  Martha  Elliott  and  Dr.  E. 
A.  Park  in  their  New  Haven  study.  We 
were  in  New  Haven  in  1926  and  read 
roentgen-ray  plates  for  three  days  with  Dr. 
Elliott.  The  earliest  roentgenographic  ra- 
chitic changes  were  hair-like  projections 
from  the  distal  end  of  the  shaft  of  the  ulna, 
less  often  from  the  radius,  progressing  in 
later  films  to  definite  fraying,  the  contour 
of  the  shaft  of  the  ulna  becoming  ill  de- 
fined. The  later  changes  were  cupping  with 
coarsening  of  the  structure  of  the  shaft. 
We  should  like  to  show  on  the  screen  some 
of  the  plates  from  which  we  have  diag- 
nosed rickets,  and  some  that  we  have  con- 
i sidered  normal. 

In  the  following  table  we  have  grouped 
the  infants,  taking  the  cod  liver  oil  regu- 
larly, according  to  age  and  sex  and  have 
shown  how  many  of  each  sex  showed 
rickets  by  roentgen  - ray  and  how  many 
showed  it  clinically  at  the  different  months. 


Table 

No.  I. 

No 

. showing 

No.  showing 

roentgen-ray 

clinical 

No.  Babies 
1-2  Months  old : 

rickets 

Percent 

rickets 

Percent 

59 

i 

1.6 

0 

0 

30  males 

i 

3.3 

0 

0 

29  females 

0 

0 

0 

0 

2-3  Months  old : 

47 

8 

17.0 

2 

4.2 

22  males 

4 

18.1 

1 

4.5 

25  females 

4 

17.0 

1 

4.0 

3-4  Months  old  : 

46 

14 

30.4 

8 

17.3 

22  males 

8 

36.3 

5 

27.7 

24  females 

6 

25.0 

3 

12.5 

4-5  Months  old : 

33 

12 

36.3 

9 

24.2 

15  males 

7 

46.6 

6 

40.0 

18  females 

5 

27.7 

3 

16.6 

5-6  Months  old : 

28 

12 

42.9 

9 

32.1 

12  males 

7 

58.2 

6 

50.0 

16  females 

5 

31.2 

3 

18.6 

6-12  Months  old : 

19 

9 

47.3 

7 

36.8 

8 males 

5 

62.5 

4 

50.0 

11  females 

4 

36.4 

3 

27.2 

As  you  will 

notice 

from 

the  above  fig- 

ures,  we  did  not  keep  our  babies  coming  to 
the  clinic  regularly  as  we  tried  to  do.  Many 
of  them  dropped  out  and  one  of  them  was 


seen  for  the  first  time  after  it  was  three 
months  old.  Those  who  remained  through- 
out the  year  came  very  regularly.  In  the 
above  group  we  had  no  babies  that  showed 
marked  clinical  symptoms.  We  had  no  case 
of  bowed  legs  or  knock  knees,  and  no  case 
of  marked  chest  deformity.  The  cod  liver 
oil,  as  used,  did  not  prevent  a mild  degree 
of  the  disease  but  we  had  no  case  of 
marked  deformity.  We  had  no  case  that 
showed  roentgen-ray  rickets  for  the  first 
time  after  the  infant  was  six  months  old. 
A striking  thing  about  our  figures  is  that 
they  show  the  disease  to  have  developed  in 
a greater  percent  of  the  males  than  in  the 
females.  Up  to  the  third  or  fourth  month 
they  seemed  to  have  been  about  equally 
affected.  But  after  that  time  we  notice  that 
a greater  percent  of  males  was  affected. 
Between  three  and  four  months  of  age  36.6 
percent  of  the  males  showed  rickets  by 
roentgen-ray  and  25  percent  of  the  fe- 
males, between  four  and  five  months  of 
age  46.6  percent  of  the  males  showed  it  by 
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roentgen-ray  and  27.7  percent  of  the  fe- 
males. And  by  looking  at  the  table  you 
will  see  that  there  was  a greater  percent 
of  males  affected  throughout  the  year.  The 
figures  also  show  that  a greater  percent  of 
males  showed  clinical  rickets.  In  the  other 
two  groups,  that  is,  those  who  had  the  oil 
irregularty  and  those  who  had  none  at  all, 
a greater  percent  of  the  males  had  the 
disease. 

When  we  had  noticed  that  the  boys  were 
more  prone  to  have  rickets  than  the  girls 
were  we  went  back  over  our  plates  to  see 
if  there  was  any  difference  in  the  ages  at 
which  males  developed  ossification  centers 
at  the  wrist  bones.  We  found,  that  at  the 
time  the  first  plates  were  made,  which  was 
usually  between  the  third  and  sixth  week 
of  age,  59  percent  of  the  males  showed  no 
ossification  center  and  that  50  percent  of 
the  females  showed  none.  At  the  end  of 
the  first  half  year  9.5  percent  of  the  males 
showed  no  center  and  2.3  percent  of  the 
females  showed  none.  Joseph  Pryor  in  an 
article  published  in  the  A.  J.  of  Physical 
Anthropology  Vol.  8 states  that  the  ossifi- 
cation in  the  female  is  in  advance  of  the 
male  from  the  time  of  appearance  of  the 
centers  in  the  embryo. 

We  have  not  seen  any  statistics  giving 
the  ratio  of  rickets  in  male  as  compared 
with  female  children.  Dr.  Charles  Stockard 
reported  in  the  A.  J.  Dis.  Ch.  Aug.,  1928, 
a case  in  which  a fox  hound  bitch  whelped 
a litter  of  pups,  four  of  which  were  males 
and  four  were  females.  One  of  the  males 
died  at  two  days  old  and  one  of  the  females 
died  at  two  months  old.  The  other  six 
were  fed  on  the  mother’s  breast  and  had  the 
same  treatment.  The  three  male  pups  be- 
tween the  ages  of  ten  weeks  and  three 
months  all  showed  enlargements  of  the  dis- 
tal ends  of  the  ulna  and  radius  bones  and 
the  typically  deformed  wrists  and  bent  fore- 
legs of  a rachitic  animal.  One  female 
showed  these  symptoms  to  a mild  extent, 
but  the  other  two  females  showed  no  sign 
of  rickets.  He  states  that  he  believes  a 
more  efficient  calcium  metabolism  of  the 


females  gave  them  a better  development 
of  the  bones.  Hess  recently  reported  that 
in  the  cod  fish,  the  females  seems  to  have  a 
calcium  advantage  over  the  male. 

After  noting  that  male  infants  showed 
a greater  incidence  of  rickets  than  the  fe- 
male infants,  we  examined  the  next  100 
boys  and  100  girls  between  the  ages  of  two 
years  and  ten,  that  we  saw  in  outside 
clinics  to  see  if  we  should  find  the  ratio 
there.  Among  the  100  boys  60  percent  of 
them  showed  deformities  due  to  the  disease 
and  among  the  100  girls  35  percent  of 
them  showed  it.  The  deformities  which 
we  classed  as  due  to  rickets  were:  bowed 
legs,  knock  knees,  marked  rosary,  marked 
epiphyseal  enlargement,  Harrison’s  groove. 

In  table  No.  II  is  a list  of  babies  we  saw 
who  took  the  cod  liver  oil  irregularly.  They 
took  it  irregularly,  because  in  a few  in- 
stances it  made  the  babies  vomit,  but  gen- 
erally it  was  because  of  the  difficulty  of 
giving  the  disagreeable  dose,  or  because  of 
the  carelessness  of  the  mothers. 


Table  No.  II. 


No.  Babies 

No.  showing 
roentgen-ray 
rickets 

Percent 

No.  showing 
clinical 
rickets 

Percent 

1-2  Months  old : 

41 

2 

4.8 

2 

4.8 

23  males 

1 

4.3 

1 

4.3 

18  females 

1 

5.5 

1 

5.5 

2-3  Months  old : 

50 

24  males 
26  females 

11 

5 

6 

22.0 

20.8 

23.0 

5 

2 

3 

10.0 

8.3 

n.i 

3-4  Months  old : 

48 

19 

39.5 

12 

25.0 

27  males 

13 

48.1 

8 

25.9 

21  females 

6 

28.5 

4 

19.0 

4-5  Months  old : 

41 

25 

60.1 

19 

46.3 

22  males 

16 

72.6 

12 

54.5 

19  females 

9 

48.4 

7 

36.9 

5-6  Months  old : 

39 

27 

69.2 

26 

66.6 

20  males 

16 

80.0 

15 

75.0 

19  females 

11 

57.8 

11 

57.8 

6-12  Months  old : 

41 

28 

68.2 

25 

60.9 

23  males 

18 

78.2 

14 

60.8 

18  females 

10 

55.5 

9 

50.0 

The  babies  listed  in  table 

No. 

II  came 

irregularly. 

Of  those 

seen 

in  the  second 

half  of  the 

year  only 

17  of 

them 

had  not 
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been  seen  before  they  were  three  months 

old. 

In  table  No.  Ill  is  a list  of  babies  who 
had  no  cod  liver  oil  at  all.  It  was  difficult 
to  find  babies  who  had  received  no  cod 
liver  oil  at  all,  for  most  of  the  mothers  had 
heard  of  the  benefits  to  be  derived  from 
taking  the  oil  and  most  of  them  had  given 
at  least  a certain  amount  to  their  babies. 


Table  No.  III. 


No.  Babies 
1-2  Months  old : 

40 

20  males 
20  females 

No.  showing: 
roentgen-ray 
rickets 

i 

0 

i 

Percent 

2.5 

0 

5.0 

No.  showing 
clinical 
rickets 

0 

0 

0 

Percent 

0 

0 

0 

2-3  Months  old : 

35 

7 

20.0 

3 

8.6 

19  males 

4 

21.0 

2 

10.5 

16  females 

3 

18.7 

1 

6.2 

3-4  Months  old : 

31 

12 

38.7 

10 

32.2 

18  males 

8 

44.4 

6 

33.3 

13  females 

4 

30.7 

4 

30.7 

4-5  Months  old : 

23 

16 

69.5 

12 

52.1 

11  males 

9 

81.8 

7 

63.5 

12  females 

7 

58.3 

5 

41.5 

5-6  Months  old : 

20 

14 

70.0 

12 

60.0 

12  males 

10 

83.3 

8 

66.6 

8 females 

4 

50.0 

4 

50.0 

6-12  Months  old : 

21 

14 

66.6 

12 

59.5 

13  males 

10 

76.7 

8 

61.5 

8 females 

4 

50.0 

4 

50.0 

In  table 

No.  I in 

which 

are  listed  the 

babies  who  had  cod  liver  oil  regularly  from 
the  tenth  day  of  life  it  will  be  seen  that 
42.9  percent  of  those  who  remained  till 
they  were  six  months  old  had  shown  ric- 
kets by  roentgen-ray  before  that  time.  Had 
the  entire  number  who  started  in,  re- 
mained the  whole  time  we  might  have 
found  a greater  percentage  showing  it.  In 
table  No.  II  in  which  are  listed  those  who 
had  the  oil  irregularly,  it  will  be  seen  that 
69.2  percent  of  those  who  were  with  us 
at  six  months  had  shown  the  disease  by 
roentgen-ray  at  that  time.  In  table  No.  Ill 
in  which  are  listed  those  who  had  received 
no  oil  at  all,  it  will  be  seen  that  70  per  cent 
of  those  wTho  were  with  us  at  six  months 
had  shown  it  by  roentgen-ray  by  that  age. 
Of  all  the  babies  we  saw  before  they  were 


six  months  old  and  followed  into  the  sec- 
ond half  year  of  life,  only  one  showed  ric- 
kets by  roentgen-ray  for  the  first  time 
after  it  was  six  months  old.  In  our  whole 
series  of  cases  we  had  only  three  who 
showed  marked  signs  of  the  disease.  These 
three  were  Italian  babies  who  were  fed 
breast  milk  the  first  three  months  of  life 
and  then  were  fed  irregular  amounts  of 
condensed  milk  at  irregular  hours.  All 
three  were  given  cod  liver  oil  at  irregular 
intervals.  Our  study  would  lead  us  to 
agree  with  Dr.  C.  T.  Williams  that  severe 
rickets  is  rare  in  the  vicinity  of  New  Or- 
leans. 

The  average  monthly  growth  of  the 
heads  of  the  rachitic  babies  and  the  non- 
rachitic was  so  nearly  the  same  that  we 
thought  the  disease  present  was  of  such 
a mild  form  that  it  did  not  affect  the 
growth  of  the  infants.  The  average  gain 
in  length  of  the  two  groups  was  practically 
the  same,  as  was  also  the  gain  in  weight. 

SUMMARY. 

In  our  series  of  cases  we  found  that  cod 
liver  oil  administered  daily  from  the  tenth 
day  of  life  did  not  prevent  rickets,  but 
there  was  a smaller  percentage  of  infants 
affected  in  the  group  receiving  the  oil  reg- 
ularly than  there  was  in  the  groups  receiv- 
ing iit  irregular  or  not  at  all. 

We  found  rickets  appearing  more  fre- 
quently in  the  male  than  in  the  female. 

We  found  the  centers  of  ossification  of 
the  carpal  bones  developing  later  in  the 
male  than  in  the  female. 

The  authors  wish  to  express  their 
thanks  to  Dr.  W.  W.  Butterworth  for  help- 
ful suggestions  and  criticisms  and  also  to 
the  nurses  of  the  Child  Welfare  Associa- 
tion for  their  co-operation  and  their  efforts 
to  send  the  children  to  our  clinics). 

DISCUSSION. 

Dr.  Ludo  von  Meysenbug  (New  Orleans)  : Drs. 
Crawford  and  Williamson  are  to  be  congratulated 
on  this  study  of  the  value  of  cod  liver  oil  in  the 
prevention  of  rickets.  It  is  a difficult  undertaking 
to  carry  out  a survey  of  this  nature  in  the  out- 
patient department.  In  an  institution  where  you 
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have  absolute  control  over  the  babies,  their  diet 
and  medication,  the  situation  is  quite  different. 
A number  of  years  ago,  when  I was  working  with 
Dr.  Hess  in  New  York,  he  had  such  complete  con- 
trol as  is  ideal  for  a survey,  or  study,  of  a dietary 
disease.  He  had,  at  that  time,  made  a survey  of 
the  diet  of  negro  mothers  in  a certain  section  in 
New  York  City  with  the  same  idea  in  mind  that 
Drs.  Crawford  and  Williamson  had — that  of  pin- 
ning the  rickets  in  the  baby  on  the  diet  of  the 
mother.  From  his  experiment,  however,  nothing 
conclusive  was  deduced  as  in  the  study  of  the 
doctors  here.  It  is  extremely  difficult  to  get  a 
correct  statement  of  what  the  mothers  eat. 

I was  trying  to  conjecture  why,  in  this  study, 
the  male  babies  showed  more  rickets  than  the 
females.  Neither  from  personal  observation,  nor 
from  a fairly  extensive  knowledge  of  the  litera- 
ture, have  I heard  of  there  being  that  discrep- 
ancy between  male  and  female.  In  the  text 
books,  Holt,  Hess,  and  others,  definitely  state 
that  there  is  no  difference  between  male  and 
female  in  the  incidence  of  rickets.  Possibly  in  the 
cases  studied,  the  male  babies  grew  more  rapidly 
than  the  females.  But  in  the  paper  no  mention 
is  made  of  a comparative  study  of  growth  in  the 
two  groups  (male  and  female).  If  the  male  grew 
and  increased  in  weight  more  rapidly  than  the 
female,  we  would  expect  more  rickets,  because 
this  disease  attacks  the  more  rapidly  growing 
animal.  There  is  much  that  can  be  said  on  this 
subject.  As  far  as  the  incidence  of  rickets  is 
concerned,  in  our  cases  we  found  no  discrepancy 
between  the  males  and  females. 

In  a study  based  on  the  correlation  of  clinical, 
roentgenologic  and  serologic  findings,  the  earliest 
blood  chemistry  showed  no  rickitic  change  until 
after  the  twelfth  week  or  third  month.  This  has 
been  borne  out  by  Schmorl  in  a survey  of  386 
autopsies:  between  the  ages  of  three  months  and 
four  years  he  found  that  90  per  cent  showed 
evidence  of  rickets — 90  per  cent  of  babies,  dying 
of  any  cause  whatever,  showed  definite  patho- 
logical evidence  of  rickets,  demonstrating  the 
extreme  commonness  of  this  disease. 

When  we  speak  of  sunlight,  we  think  of  sun- 
light in  terms  of  hours.  It  may  surprise  you  to 
know  that  we  have  not  any  more  sunshine  hours 
here  than  in  New  York  City,  yet  here  we  see 
nothing  like  the  severe  rickets,  nor  the  large 
number  of  cases  that  we  see  in  New  York  and 
other  northern  cities  where  the  number  of  sun- 
light hours  is  approximately  the  same.  As  I 
recall  our  studies  at  Touro,  we  found  practically 
the  same  per  cent  of  rickets  in  children  that  Dr. 
Crawford  reported.  Seventy-five  per  cent  of  all 
babies,  whether  breast  fed  or  not,  will  eventually,  ^ 


about  the  first  year,  show  definite  evidence  of 
rickets. 

We  feel,  with  Hess,  that  the  clinical  diagnosis 
precedes  the  roentgen-ray  diagnosis,  that  is,  bead- 
ing of  the  ribs  and  craniotabes  can  be  detected 
sooner  than  the  roentgen-ray  shows  fraying,  or 
cupping  of  the  ulna.  The  blood  chemistry  diag- 
osis  bears  an  intermediate  position;  the  blood 
hosphate  is  reduced  after  the  clinical,  and  before 
he  roentgen-ray  diagnosis  can  be  made. 

The  reciprocal  relation  between  diet  and  sun- 
light is  extremely  interesting,  that  is  to  say,  the 
protection  against  rickets  afforded  by  a full  diet  if 
ou  deprive  of  sunlight,  and,  reciprocally,  the 
protection  given  by  sunshine  when  the  diet  is 
^ficient. 

It  was  not  the  purpose  of  this  paper  to  discuss 
the  comparative  merits  of  viosterol  and  cod  liver 
oil  in  the  treatment  of  rickets,  but  a very  inter- 
esting observation  came  out  the  other  day,  by 
Hess,  in  that  connection.  In  his  study,  one  group 
of  cases  was  given  cod  liver  oil  and  one  group 
viosterol.  He  found,  in  some  instances,  that 

viosterols  gave  no  protection  against  rickets,  but 
when  he  changed  to  cod  liver  oil,  this  gave  com- 
plete protection  and  cure.  I am  not  familiar  with 
any  studies  in  which  viosterol  was  given  to  preg- 
nant women  to  protect  the  baby  against  rickets 
by  ante-natal  influence,  and  it  is  doubtful  whether 
it  would,  because  rickets  is  not  found  at  birth. 
This  has  been  repeatedly  confirmed  by  autopsy. 
Autopsies  on  newly-borns,  or  still-borns,  have 
never  revealed  any  pathological  evidence  of  rick- 
ets— that  has  been  the  universal  observation  over 
a number  of  years. 

Dr.  Rena  Crawford  (closing)  : I wish  to  thank 
the  doctors  for  their  discussions. 

I note  Dr.  von  Mysenbug’s  comments  relative 
to  our  study  showing  the  incidence  of  rickets  to  be 
greater  in  the  male  than  in  the  female,  while  it  is 
generally  stated  that  the  sexes  are  equally 
affected.  I am  unable  to  explain  why  there  was 
this  difference.  It  may  be  that  there  is  a differ- 
ence in  the  calcium  metabolism  of  the  boy  and 
the  girl,  thus  rendering  the  boy  more  susceptible 
than  the  girl.  Hess  recently  published  an  article 
in  which  he  said  the  calcium  metabolism  of  the 
nale  cod  fish  was  not  so  good  as  was  that  of  t"he 
female.  I do  not  know  whether  the  calcium 
metabolism  of  the  human  being  has  been  done 
with  reference  to  sex.  Regarding  the  therapeu- 
tic merits  of  viosterol  in  the  treatment  of  rickets, 
I can  only  say  that  during  the  time  we  were 
making  our  study,  viosterol  was  temporarily  off 
the  market,  and  we  did  not  use  it  at  all. 
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In  the  majority  of  our  eases  we  were  able  to 
make  a diagnosis  of  rickets  by  roentgen-ray 
earlier  than  by  clinical  symptoms.  Elliott,  in  her 
study,  made  a diagnosis  earlier  by  rotengen-ray, 
and  I heard  Hess  say  that  he  had  gone  over 
those  plates  with  her  and  Dr.  Park  and  that  they 
had  agreed  on  the  diagnosis  of  the  plates. 

Dr.  Hilliard  E.  Miller  (New  Orleans)  : I should 
like  to  discuss  this  subject  from  a different  angle 
than  has  been  presented  in  the  paper  and  discus- 
sions, namely  from  an  obstetrician’s  viewpoint. 

We  recognize  four  different,  distorted  condi- 
tions in  a woman’s  pelvis  that  are  a result  of 
rickets.  The  first  is  a*generally  contracted  pelvis, 
where  all  diameters  in  the  pelvis  are  uniformly 
contracted  without  any  distortion  of  the  general 
pelvis.  Secondly,  there  is  typical  richitic  flat 
pelvis.  This  type  gives  the  obstetrician  more  con- 
cern than  any  other  type  of  pelvic  contracture. 
In  this  particular  type  there  is  a delayed  ossifica- 
tion of  the  osteod  substance  of  the  bone  near  the 
epiphysis.  Consequently,  from  the  pull  of  the 
ligaments,  and  the  tension  of  the  muscles,  and 
weakness  of  the  bone,  distortion  occurs.  The 
anterior-posterior  diameter  is  always  shortened. 
This  condition  can  be  readily  recognized  on 
vaginal  examination.  The  pelvis  is  always  shal- 
low, and  the  promontory  confronts  the  examining 
fingers  immediately.  The  condition  can  almost 
be  recognized  when  the  patient  is  lying  flat  on 
the  table,  because  the  diameter  between  the 
spines  is  equal  to,  or  even  greater  than  that  of  the 
crests.  This  condition  can  be  still  further  accen- 
tuated later  on  by  the  actual  development  of  a 
second  promontory,  by  the  constant  drag  of  the 
saxro-iliac  ligaments,  and  the  pressing  forward  of 
the  body  weight.  Further  accentuation  of  this 
particular  type  gives  rise  to  the  kyphotic  pelvis, 
where  you  get  a twist  of  the  spine  with  scoliosis, 
where  the  transverse  diameter  is  very  much 
shortened,  and  the  anterior-posterior  very  much 
lengthened. 

If  the  secret  of  the  prevention  and  cure  of 
rickets  lies  in  the  use  of  sunshine  and  generous 
administration  of  cod-liver  oil,  as  an  obstetrician, 
and  as  one  who  has  had  a fair  number  of  the 
above  discussed  problems,  I heartily  endorse  the 
giving  of  these  treatments,  particularly  to  the 
females. 


LOW  CERVICAL  CESAREAN  SECTION  : 

With  Report  of  28  Cases. 

HILLIARD  E.  MILLER,  M.  B., 

New  Orleans. 

A comprehensive  study  of  classical 
cesarean  sections  done  in  the  hospitals  of 
New  Orleans  from  1921-1926  revealed  sueh 
an  astounding  mortality  for  both  mother 
and  child  that  the  staff  doctors  of  the 
various  institutions  revised  their  indications 
for  operation  and  began  to  perform  the  low 
cesarean  section.  They  learned  that  when 
the  classical  operation  was  performed  two- 
thirds  of  the  patients  had  febrile  convales- 
ences  and  that  in  8.8  per  cent  there  was 
acute  dilatation  of  the  stomach.  The 
maternal  mortality  for  this  series  was  16.1 
and  the  fetal  mortality  18.9. 

The  report  to  which  I have  referred  in- 
dicates that  the  classical  operation  is  not 
a satisfactory  way  of  dealing  with  abnormal 
pregnancies  and  gives  the  following  recom- 
mendation: “In  view  of  the  fact  that  the 

thirty-one  cervical  operations  performed  in 
this  series  had  a zero  mortality,  even  when 
infection  was  undoubtedly  present,  it  would 
be  wise  for  surgeons  contemplating  cesarean 
section  in  the  future  to  familiarize  them- 
selves with  its  technic,  especially  as  the 
convalescence  is  almost  invariably  smoother 
than  after  the  classical  operation.” 

When  this  statement  was  published  I had 
been  doing  the  low  cesarean  for  only  two 
years,  but  even  at  that  time  my  results  had 
been  so  uniformly  good  that  I considered  its 
use  in  all  cases  that  warranted  operation. 
Since  that  time  I have  continued  to  perform 
it  for  there  has  been  a total  absence  of  death 
and  a hitherto  undreamed  of  ease  and 
rapidity  of  convalescence.  After  having 
done  the  low  cesarean  in  several  infected 
cases  and,  as  a result,  familiarized  myself 
with  the  difficulties  of  the  operation,  I con- 
cluded to  choose  this  procedure  in  cases  that 
were  elective.  As  a result  I have  before  me 
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the  records  of  twenty-eight  sections  that 
seem  to  warrant  publication. 

Nine  of  these  twenty-eight  could  be 
classified  as  potentially  infected  in  as  much 
as  the  membranes  had  been  ruptured  for 
nine  or  more  hours  before  labor,  or  because 
trial  labor  had  been  purposely  allowed.  All 
nine  had  had  from  1 to  5 vaginal  exam- 
inations, done  under  the  aseptic  conditions 
of  the  hospital.  Three  of  the  nine  had  been 
in  labor  for  a few  hours  and  the  other  six 
had  been  in  labor  from  10  to  12  hours 
previous  to  my  examination  and  decision  in 
favor  of  cesarean  section.  In  this  connec- 
tion it  is  of  interest  that  all  nine  of  these 
patients  were  operated  on  with  temperature 
of  99°  or  over,  thus  substantiating  the 
theory  of  their  probable  infection.  If  the 
arbitrary  rule  of  100.5  degrees  F.  for  longer 
than  three  days  is  to  guide  us  as  to  mor- 
bidity following  cesarean  section,  not  one  of 
these  cases  could  be  said  to  subscribe  to  this 
rule.  No  instance  of  even  near  morbidity 
resulted  in  the  post  partum  records  of  the 
remaining  19  patients  in  this  series. 

Considering  the  timidity  that  many  of 
our  prominent  obstetricians  display  in  their 
attitude  towards  the  low  cesarean,  I am 
glad  to  be  able  to  give  some  data  about 
repeating  this  procedure.  Three  of  the 
series  have  had  two  low  sections  and  a 
fourth  has  had  three.  In  these  four  patients 
I have  found  the  subsequent  operations  no 
more  difficult  than  the  originals ; the  vesico- 
uterine fold  is  quite  as  generous  and  as 
easily  stripped  up  as  it  was  for  the  first 
operation.  In  the  five  repeated  operations 
I was  able  to  demonstrate  the  site  of  the 
previous  uterine  incision  in  only  one  in- 
stance; and  this,  in  spite  of  the  fact  that 
in  no  case  had  the  preceding  section  been 
done  more  than  two  and  one-half  years 
before.  Furthermore,  in  none  of  these 
recurrent  operations  were  any  adhesions 
encountered. 

It  was  remarkable  to  note  that  the  first 
three  or  four  days  post-operative  were 
free  from  any  conditions  that  approached 
seriousness.  There  were  only  four  cases 


where  distention  necessitated  a flush  and  as 
a rule  the  patients’  bowels  moved  on  the 
second  day  without  laxatives  or  purgatives. 
In  the  great  majority  of  cases  there  wTas 
no  record  of  vomiting  and  in  only  two 
patients  did  it  last  throughout  the  second 
day.  Other  things  being  equal,  this  quick 
recovery  of  equilibrium  and  the  slight  de- 
gree of  discomfort  would  urge  upon  us  the 
adoption  of  the  low  cesarean  section. 

These  are  the  aspects  of  the  case  as  they 
have  presented  themselves  to  me ; for  it  is 
in  response  to  conditions,  as  I have  found 
them,  that  I am  now  turning  wholly  to  the 
use  of  the  low  cesareai!  section.  It  is  a 
well  known  fact  that  in  doing  the  classical 
operation  the  mortality  rises  1 per  cent  with 
each  hour  of  labor,  and  that  it  rises  10  per 
cent  with  every  attempt  at  delivery,  thus 
rendering  it  bad  where  the  obstetrician 
wishes  to  give  the  patient  a trial  labor.  If 
a fetid  discharge  appears  the  mortality 
actually  rises  as  much  as  15  per  cent  and  in 
the  cases  of  recovery  the  convalescence  is 
protracted  and  turbullent. 

My  indications  for  cesarean  are  definitely 
limited.  Absolute  contractions,  borderline 
types  of  contraction  where  trial  labor  re- 
sults in  no  engagement  of  the  head,  funnel 
shaped  pelves  and  uteri  that  have  become 
fixed  by  previous  abdominal  operations  all 
call  for  cesarean  section.  The  presence  of 
obstructing  tumors  such  as  exostosis  of  the 
pelvis  or  the  lodging  of  a fibroid  or  ovarian 
cyst  in  the  true  pelvis  are  also  reasons  for 
choosing  cesarean  section.  In  spite  of  the 
fact  that  the  toxemias  of  pregnancy  and 
placenta  previa  are  best  handled  conserv- 
atively, I do  occasionally  perform  the  low 
cesarean  section  in  the  face  of  such  com- 
plications if  I meet  them  in  a primipera 
with  a long,  rigid  cervix;  provided  that  the 
baby  is  at  or  near  term. 

The  management  of  the  placenta  is  ex- 
tremely important  and  a great  deal  of  blood 
loss  can  be  obviated  by  the  careful  handling 
of  this  feature.  As  soon  as  the  baby’s  head 
is  delivered,  1 c.c.  of  pitutrin  is  given  in- 
tramuscularly, and  after  the  delivery  is 
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complete,  a hot  towel  wrung  out  of  saline 
is  placed  in  the  uterine  cavity  for  a short 
time.  No  attempts  at  manual  extraction 
should  be  instituted  for  within  four  or  five 
minutes  the  pitutrin  will  have  so  far  con- 
tracted the  uterus  that  the  placenta  will 
have  separated  and  dropped  into  the  lower 
segment.  Even  in  the  days  of  classical 
section  where  the  chances  of  cutting 
directly  into  the  placenta  are  greater,  the 
use  of  pitutrin  was  satisfactory  in  checking 
all  flows,  making  the  use  of  retained  gauze 
packs  unnecessary. 

After  high  cesarean  section  uterine  rup- 
tures occur  in  from  4 to  14  per  cent  of  the 
cases  whereas,  in  reviewing  the  subject, 
De  Lee  and  Greenhill(1)  have  found  only 
12  reports  of  rupture  after  operation 
through  the  lower  segment.  Gamble (2)  of 
Johns  Hopkins  has  studied  uterine  scars  in 
connection  with  temperature  charts  and 
found  no  apparent  correlation ; but  it  has 
been  my  experience  that  a febrile  convales- 
cence often  indicates  an  imperfect  healing 
of  the  wound.  Apart  from  the  question  of 
temperature  the  incidence  of  rupture  will  be 
materially  lessened  by  placing  the  incision 
in  the  lower  segment  for  this  portion  of  the 
uterus  acts  only  in  a passive  way  during 
labor  and  during  the  later  involutionary 
stages,  serving  to  little  more  purpose  than 
the  vaginal  canal. 

Furthermore,  if  infections  do  develop, 
they  are  less  likely  to  be  of  a dangerous 
character.  Hofbauer(3)  has  demonstrated 
the  presence  of  a defensive  mechanism  in 
the  lower  segment  and  broad  ligaments 
during  pregnancy.  Infections  of  the  pelvis 
are  generally  known  to  be  less  severe  and 
tend  to  localize  to  an  extent  that  is  true  of 
no  other  part  of  the  body.  The  lymphatics 
of  the  lower  abdomen  are  less  numerous, 
so  serous  transportation  of  bacteria  is  ex- 
tremely limited. 

An  attempt  to  avoid  spilling  potentially 
or  definitely  infected  material  into  the 
abdomen  is  the  principle  upon  which  the 
low  cesarean  section  rests.  It  is  with  this 
thought  in  mind  that  the  vesico-uterine  fold 


is  so  carefully  cut,  clipped  from  around  the 
bladder,  folded  upwards,  and  finally  clamped 
to  the  abdominal  walls.  There  is  no  excuse 
for  a dextrous  surgeon’s  puncturing  the 
bladder  or  entering  the  vagina.  The  nature 
of  the  operation  and  the  structural  pecu- 
liarities of  the  low  segment  render  security 
to  the  parturient  woman  to  an  extent  that 
has  not  hitherto  been  possible  in  similar 
cases.  Statistics  verify  this  statement. 
Williams, (4)  for  instance,  has  done  20  low 
cesareans  since  1921  with  a zero  mortality, 
whereas  his  general  average  is  3.33  per  cent. 
I.  F.  Stein  and  M.  L.  Leventhal(5)  report 
40  cases  of  laparothrachelotomy  without 
death. 

It  is  not  necessary  to  describe  the  opera- 
tion itself,  for  excellent  papers  have  made 
its  technic  familiar,  but  as  there  is  still 
considerable  debate  as  to  the  best  means  of 
suturing,  I will  give  my  methods  and  its 
results.  Chromic  catgut  of  the  twenty-day 
variety  is  routine  for  the  entire  repair  of 
the  uterus ; it  is  used  in  a continuous  suture 
incorporating  the  inner  two-thirds  of  the 
uterus  and  endometrium  and  a second  tier 
of  the  same  gut  is  used  for  the  outer  third. 
Afterwards,  the  flaps  are  released  from  the 
peritoneum  and  a continuous  suture  again 
approximates  their  cut  edges.  The  more 
passive  function  of  this  segment  makes  the 
stitch  quite  as  safe  as  the  interrupted  one. 
It  must  be  admitted,  however,  that  I had 
no  difficulty  in  using  the  same  type  of  sutur- 
ing in  the  classical  operation  and  found  no 
tendency  of  the  wound  to  pull  or  break,  even 
when  submitted  to  the  stress  of  involution 
and  future  pregnancies. 

I grant,  too,  that  in  the  delivery  of  the 
baby  the  older  operation  is  extremely  simple, 
but  this  difference  of  ease  is  no  real  argu- 
ment against  the  use  of  the  low  cesarean. 
The  child  may  be  extracted  by  application 
of  a pair  of  straight  forceps  to  its  head, 
or,  in  whatever  position  it  may  be  lying,  it 
can  be  easily  rotated  anteriorly  by  inserting 
the  fingers  in  its  mouth ; after  this,  the 
forceps  may  be  applied  or  the  head  ex- 
pressed by  the  assistant’s  making  deep 
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pressure  in  the  groins.  In  one  case,  where 
the  baby  was  presenting  transversely,  I 
found  no  difficulty  in  correcting  the  position 
into  a breech  by  inserting  a hand  and  grasp- 
ing a foot.  That  none  of  these  measures  are 
detrimental  to  the  child  is  shown  by  the  fact 
all  twenty-eight  of  the  babies  so  delivered 
were  alive  and  well  when  they  left  the 
hospital. 

Fear  of  the  longer  time  expended  in 
performing  this  operation  is  unnecessary. 
Local  anesthesia  may  be  used  if  the  patient 
has  toxemia  or  cardiac  complications. 
Except  for  one  instance  in  the  present 
series,  I have  found  ethylene  and  ether 
suitable  for  all  purposes.  Under  their  in- 
fluence the  sections  in  this  series  averaged 
35  minutes.  The  longest  time  of  opera- 
tion was  sixty  minutes  and  the  shortest 
time  was  25.  In  this  latter  time  five  of 
the  twenty-eight  cesarean  sections  were 
effected. 

Before  closing  there  are  two  additional 
points  that  I would  like  to  bring  to  your 
attention.  The  first  is  the  question  of  steril- 
ization. After  two  cesareans  I suggest  its 
advisability,  if  the  first  child  is  healthy  and 
the  second’s  viability  is  assured.  I do  not 
urge  this  procedure  but  leave  it  to  the  dis- 
cretion of  the  husband  and  wife  after 
telling  them  of  the  risk  that  they  may  be 
taking  by  having  more  children. 

Lastly,  I would  stress  the  wisdom  of 
post-operative  examinations.  All  of  the 
women  of  this  series  have  been  seen  and, 
within  the  comparatively  short  time  of 
two  months  after  operation,  I found  the 
involution  to  be  complete  and  the  organs 
themselves  compact  and  in  their  correct 
positions. 

DISCUSSIONS. 

Dr.  E.  L.  King  (New  Orleans)  Just  a few  com- 
ments, supplemental  to  what  Dr.  Miller  has  said  of 
this  operation. 

When  caesarean  section  is  indicated,  I believe 
that  the  low  cervical  operation  is  the  method  of 
choice  because  of  the  advantages  it  offers  over 
the  high  operation.  Among  the  chief  disadvant- 
ages of  the  latter  procedure  is  the  frequency  of 


rupture  of  the  scar  in  subsequent  pregnancies  and 
the  danger  of  sepsis  in  cases  of  unduly  prolonged 
labor  and  when  previous  attempts  at  delivery  have 
been  made.  The  classical  caesarean,  however,  has 
the  advantage  of  being  much  easier  to  perform. 

I do  not  know  of  any  instance  where  a great 
number  of  cases  have  been  followed  over  a long 
period  of  time.  For  anyone  to  follow  five  hundred 
or  a thousand  cases  from  a general  hospital  for 
ten  years  would  be  quite  a job,  but  the  informa- 
tion thus  obtained  would  furnish  us  with  more 
accurate  statistics  than  we  have  to  offer  at  pres- 
ent, especially  as  regards  the  incidence  of  rupture 
of  the  scar. 

This  incidence  is  variously  estimated;  it  is  con- 
servatively estimated  at  four  per  cent — a better 
figure  would  be  ten  per  cent  in  the  classical  oper- 
ation. The  frequency  of  rupture  of  the  scar  has 
been  rather  deeply  impressed  upon  me  because 
in  Charity  Hospital  we  had  four  ruptures  of  the 
scar  in  a year,  or  a year  and  a half,  one  done  by 
ourselves  and  three  by  other  operators. 

A point  well  worth  knowing  is  that  the  indica- 
tions can  be  extended  a great  deal  more  in  laparo- 
trachelotomy  than  in  the  classical  section.  In  in- 
fected cases  and  when  an  attempt  has  been  made 
to  deliver  by  forceps,  a very  great  risk  is  taken 
if  a high  section  is  done  on  that  patient,  whereas 
with  the  low,  it  seems,  you  can  become  almost 
reckless  and  take  cases  that  have  been  in  labor 
for  hours  and  days.  Of  course,  if  we  are  too  free 
in  regard  to  this  indication,  some  will  die  of  in- 
fection, but  the  hazard  is  greatly  minimized.  In 
our  service  we  have  taken  cases  handled  by  our- 
selves and  by  others,  and  where  attempts  at  for- 
ceps delivery  have  been  made,  and  gone  ahead 
and  done  low  section  and  gotten  by. 

The  smoothness  of  convalescence  is  another 
point  in  its  favor.  As  Dr.  Levy  mentioned,  dic- 
tation of  the  stomach  is  practically  non-existent. 
The  fever  has  a lower  curve,  or  there  is  no  fever 
at  all  in  most  cases  and  recovery,  as  a whole,  is 
uneventful. 

Some  operators  pack  the  uterine  cavity  as  a 
routine,  allowing  the  pack  to  be  expelled  or  de- 
livered from  below.  As  a rule  we  do  not  do  this 
— we  generally  remove  the  placenta  at  the  time. 
While  we  have  not  tried  leaving  the  placenta  in, 
it  might,  in  some  cases,  be  a good  thing. 

Dr.  Walter  E.  Levy  (New  Orleans)  I fully 
subscribe  to  all  that  Dr.  Miller  says.  He  has 
described,  quite  in  detail,  the  technique  employed 
by  most  of  us  who  perform  this  operation. 

Following  low  section  dilatation  of  the  stomach 
is  rarely,  if  ever,  seen — I have  never  seen  a 
case.  In  my  cases  (in  private  practice  and  the 
out-patient  service  I have  personally  done  thirty- 
two  low  sections)  there  was  no  instance  of  sub- 
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sequent  severe  vomiting  or  dilatation  of  the 
stomach.  During  my  intern  and  house  officer 
days  the  stomach  tube  was  frequently  resorted 
to  following  classical  section  and  I have  often 
seen  patients  suffering  with  nausea  and  disten- 
sion from  twenty-four  to  forty-eight  hours  at  a 
time,  with  the  stomach  tube  inserted  during  that 
entire  period.  After  the  low  type  of  operation 
my  patients  are  given  a soft  diet — I see  no  reason 
whey  they  cannot  eat. 

Of  course,  some  of  my  friends  here  know  that, 
like  the  country  doctor,  “I,  too,  had  a case.”  My 
most  remarkable  case  was  a woman  at  the  Flint- 
Goodrich  Hospital  who  had  been  left  in  labor 
forty-two  hours  by  the  intern.  When  I saw  her 
she  had  a fetid  discharge,  contractions  were 
feeble,  and  her  temperature  was  102°.  I per- 
formed a low  Caesarean  and  she  made  an  abso- 
lutely uneventful  recovery. 

Dr.  Miller  failed  to  mention  the  suggestion  of 
DeLee  not  to  remove  the  placenta,  but  leave  in 
to  discharge  through  the  vagina,  thus  lessening 
the  danger  of  infection.  Some  operators  take 
out  the  placenta  and  insert  an  iodoform  gauze 
pack,  leaving  one  end  to  emerge  from  the  va- 
gina. I do  not  know  whether  this  is  absolutely 
good  practice  or  not.  In  low  section,  with  care- 
ful walling  off  with  a pack,  you  are  pretty  nearly 
safe;  the  lower  abdomen  will  take  care  of  almost 
any  reasonable  amount  of  infection. 

I wish  to  illustrate  a point  brought  out  by 
Beck,  who  works  with  Polak. 

(With  drawings,  Dr.  Levy  demonstrated  Beck’s 
method  of  incising  the  peritoneum  twice  instead 
of  once,  to  overcome  the  tendency,  as  when  only 
one  incision  is  made,  of  the  angles  splitting,  tear- 
ing and  running  to  the  side.) 

Dr.  Hilliard  E.  Miller  (Closing)  I would  like 
to  say  just  one  word  on  the  use  of  the  pack 
in  the  uterus  after  a cesarean  section  has  been 
done.  I have  never  been  convinced  that  it  is  a 
procedure  that  is  necessary  or  one  that  is  al- 
together free  from  evil  effects.  This  is  particu- 
larly true  when  an  elective  cesarean  is  done,  as 
the  cervix  is  little,  if  any,  dilated  and  the  uterine 
contractions  which  were  necessary  to  dilate  the 
cervix  and  assist  in  the  expulsion  of  the  pack 
would  be  quite  a strain  on  the  new  incision  and 
besides,  the  pack,  during  its  stay  in  the  uterus 
helps  to  stagnate  the  lochial  discharges  which  in 
turn,  increases  the  chances  of  infection.  The 
same  remarks  apply  to  leaving  the  placenta  in 
the  uterus. 

I still  maintain  that  1 c.c.  of  pituitrin,  given 
after  the  baby  is  delivered,  will  give  the  best 
results;  always  provided  that  one  waits  for  its 
action  to  separate  the  placenta  and  force  the 
uterus  to  firm  contraction. 


AMYTAL  AS  AN  ANESTHETIC. 

C.  T.  CHAMBERLAIN,  M.  D., 
Natchez,  Miss. 

During  the  past  two  decades  the  art  and 
science  of  surgery  has  made  such  progress 
from  the  standpoint  of  technic  and  mechan- 
ical manipulation  that  we,  perforce,  must 
for  a while  stand  still.  We,  as  surgeons, 
are  intensely  interested  in  and  are  con- 
stantly striving  for  a safer  and  better 
anesthetic. 

Reference  to  attempts  at  anesthesia  and 
analgesia  coexist  with  human  history.  The 
Egyptians  made  attempts  at  analgesia  by 
means  of  pressure  and  tourniquets.  Hick- 
man, of  England,  as  early  as  1820  and 
through  1828  experimented  with  anes- 
thesia on  animals.  The  honor  to  be  the 
first  to  use  ether  on  human  beings  belongs 
to  Crawford  W.  Long,  of  Georgia,  who  first 
used  it  as  an  anesthetic  in  1842.  Inde- 
pendent experiments,  at  the  same  time,  were 
carried  on  with  ether  as  an  anesthetic  by 
Horace  Wells,  a dentist  of  Hartford,  Con- 
necticut, and  by  William  G.  Morton,  of 
Massachusetts  General  Hospital,  Boston, 
in  1846.  The  name  “anesthesia”  was  given 
to  the  condition  brought  on  by  the  admin- 
istration of  ether  by  Oliver  Wendell  Holmes 
in  the  same  year.  In  1848  chloroform  was 
first  used  as  an  anesthetic  by  Sir  James 
Simpson,  of  Edinburgh. 

The  attempt  for  safer  anesthesia  went 
on,  and  still  goes  on.  From  general  anes- 
thesia the  next  step  was  local  anesthesia. 
Cocain,  discovered  by  Neumann  in  1860, 
was  first  used  as  a local  anesthetic  in  1884 
by  Roller.  The  first  attempt  at  spinal  anes- 
thesia was  made  by  J.  L.  Corning,  of  New 
York,  in  1885.  Vast  strides  have  been  made 
within  the  last  few  years  in  making 
anesthesia  safer.  Our  general  anesthetics 
all,  at  first,  were  given  by  inhalation. 
Ether,  however,  was  later  used  both  in- 
travenously and  by  rectum. 
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Ncne  of  these  methods  have  proven  ideal, 
and  we  are  still  striving  for  the  ideal.  I 
am  not  attempting  anything  original  in  this 
paper,  but  I do  believe  that  our  cause  will 
be  aided  if  all  of  us  who  have  had  any 
experience  with  sodium  amytal  as  an  anes- 
thetic will  collate  and  give  our  experience. 

In  our  clinic,  we  have  successfully  used 
scdium.  amytal  in  a fair  variety  of  cases. 
We  have  had  so  far  head  injuries  and  a 
fair  variety  of  abdominal  and  vaginal  work, 
and  herniotomies.  In  our  upper  abdominal 
work  so  far,  we  have  been  unable  to  use  the 
sodium  amytal  without  the  aid  of  gas  or 
local  anesthesia.  We  found  that  in  cases 
where  the  peritoneum  was  opened,  and  any 
extensive  manipulation  made,  the  aid  of 
local  anesthesia  or  gas  was  necessary.  In 
the  nephrectomies  we  were  able  to  use 
sodium,  amytal  alone,  with,  however,  local 
anesthesia  of  the  skin.  In  all  of  these  cases, 
however,  the  local  or  general  anesthetic  had 
to  be  given  in  much  smaller  quantities  than 
under  ordinary  circumstances,  and  we 
obtained  much  more  satisfactory  relaxation. 
The  ages  of  our  cases  ranged  from  eight 
years  to  sixty-two  years. 

In  our  work  we  have  used  exclusively 
sodium  amytal  (sodium  iso-amylethyl  barbi- 
turate) manufactured  by  Eli  Lilly  & Com- 
pany. I want  to  take  this  opportunity  to 
express  my  thanks  to  Messrs.  Eli  Lilly  & 
Company  for  their  unfailing  courtesy  and 
hearty  cooperation  in  our  work. 

In  the  induction  of  anesthesia  by  sodium 
amytal.  the  patient  is  usually  carried  rapidly 
through  the  stages  of  anesthesia.  Follow- 
ing its  use,  excitement,  laryngo-spasms,  etc., 
are  rarely  observed.  Sleep,  as  a rule,  is 
obtained  in  three  to  five  minutes  and  sur- 
gical anesthesia  occurs  within  fifteen  to 
thirty  minutes.  The  dosage  varies  with  the 
weight  of  the  patient  and  the  nature  of 
the  work  to  be  done.  In  minor  surgery, 
10  to  15  milligrams  per  kilo  of  body  weight 
is  usually  sufficient.  Twenty  to  25  milli- 
grams per  kilo  of  body  weight  is  best  in 
major  surgery. 


Our  technic  is  about  as  follows: 

The  weight  of  the  patient  is  obtained, 
when  possible.  Fifteen  to  30  minutes 
before  the  administration  of  amytal  a 
hypodermic  of  morphin  sulphate,  grains, 
%;  hyoscine  hydrobromide,  grains  1/200, 
is  given.  I am  speaking,  of  course,  of 
adults.  Unless  the  patient  is  unusually  ner- 
vous the  amytal  is  not  administered  until 
after  going  into  the  operating  room.  While 
the  surgeons  are  scrubbing  up  the  amytal 
is  administered  by  an  assistant.  The  solu- 
tion always  should  be  made  extempora- 
neously, with  distilled  water. 

Under  no  circumstances  should  any 
solution  be  injected  which  is  not  perfectly 
clear.  The  solution  should  be  administered 
slowly  at  the  rate  of  one  c.c.  per  minute. 
One  gram  is  dissolved  in  10  c.c.  When  as 
much  as  one  gram  and  a half  is  used,  about 
15  c.c.  of  solution  is  required.  Usually,  in 
three  to  five  minutes  the  patient  is  asleep. 
In  our  experience  so  far  there  has  been  no 
stage  of  excitement.  The  patient  goes  to 
sleep  quietly  and  naturally.  Our  patients 
receiving  a maximum  dose  of  amytal  sleep 
from  three  to  ten  hours  and  are  quiet  and 
drowsy  for  24  hours.  We  have  noted  no 
stage  of  excitement.  During  the  first  eight 
or  ten  hours  after  the  operation  the  absence 
of  nausea  and  retching  is  very  gratifying 
to  both  patient  and  surgeon.  There  is  in- 
variably an  initial  fall  of  blood  pressure  of 
from  10  to  15  mm.  This,  however,  returns 
to  its  original  point  within  15  to  20  minutes. 
The  respiration  is  slowed  and  deepened. 
The  pulse  rate  is  not  affected,  except  in 
those  nervous  cases  with  a rapid  pulse, 
when  it  is  slowed  to  normal  limits  within 
five  to  ten  minutes.  Although  it  has  been 
shown  that  73  per  cent  of  sodium  amytal  is 
eliminated  by  the  kidneys,  we  have  noticed 
no  by-effect  on  the  kidneys  with  it,  either 
immediate  or  remote. 

In  uncomplicated  herniotomies  and  ap- 
pedec-tpen,  sodium  amytal  in  one  gram 
doses  can  be  used  successfully,  combined 
with  a small  amount  of  local  anesthesia  for 
the  skin  and  subcutaneous  structures. 
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In  deep  pelvic  work  we  have  found  it 
necessary  to  combine  sodium  amytal  with 
ethylene.  A minimum  amount  of  the  ethy- 
lene, however,  is  used.  We  have  noted  no 
stage  of  excitement,  either  during  its 
administration  or  as  a post-anesthetic 
complication. 

Our  experience  in  obstetrics  has  been 
somewhat  more  limited  than  in  surgery. 
We  have,  however,  noted  the  following: 
First  stage  of  labor : The  dose  of  sodium 
amytal  necessary  to  produce  analgesia  will 
also  frequently  stop  uterine  contractions. 
Sodium  amytal  produces  no  detrimental 
effect  upon  the  fetus.  Second  stage  of 
labor:  The  dose  of  sodium  amytal  which 
produces  analgesia  is  not  so  likely  to  stop 
uterine  contractions  as  is  the  case  in  the 
first  stage.  The  dose  necessary  to  produce 
analgesia  unaccompanied  by  cessation  of 
uterine  contractions  is  often  apt  to  produce 
restlessness  during  the  contractions,  or 
pain.  However,  there  is  no  memory  of  any 
pain.  The  baby  at  times  shows  signs  of 
combined  pallor  and  cyanosis,  but  no  serious 
cases  of  asphyxia  have  occurred.  Third 
stage  of  labor:  The  uterus  contracts  well 

and  there  is  no  excessive  bleeding. 

The  maximum  dose  we  have  administered 
in  obstetrics  has  been  800  milligrams. 

In  our  general  surgery  we  have  given  no 
larger  doses  than  one  and  one-half  grams, 
the  average  dose  being  one  gram. 

Our  conclusions  are  as  follows : 

Disadvantages:  First,  the  difficulty  in 

some  cases  of  getting  into  the  veins,  with 
slough  at  sight  of  injection  if  any  of  the 
solution  is  allowed  to  get  into  the  surround- 
ing tissues.  Second,  lack  of  knowledge  of 
its  lethal  dose,  and  of  any  drug  which  will 
rapidly  counteract  the  effect  of  sodium 
amytal,  should  the  necessity  arise.  Ephe- 
drin  and  caffein  only  partly  counteract  such 
effects. 

Advantages:  First,  sodium  amytal,  in 

the  present  state  of  our  knowledge,  is  an 
ideal  general  anesthetic  in  doses  ranging 


from  800  milligrams  to  one  and  one-half 
grams  in  conjunction  with  gas  or  local 
anesthetic.  Second,  it  is  pleasant  of  admin- 
istration, relieving  the  patient  of  much  of 
the  fear  of  the  operation,  and  is  pleasant 
in  its  after-effects,  greatly  diminish- 
ing post-operative  discomfort.  Third,  it  is 
safe  in  cases  with  pulmonary  complications. 
Fourth,  it  does  not  cause  irritation  of  the 
respiratory  passages,  and  hence  its  adminisr- 
tration  is  not  followed  by  accumulation  of 
mucus  in  the  throat,  coughing  and  vomiting. 
Fifth,  with  further  knowledge  of  its  lethal 
dose,  amounts  may  be  administered  with  the 
view  of  obtaining  greater  relaxation  with 
safety.  Sixth,  sodium  amytal,  very  possi- 
bly, may  prove  to  be  a revolutionary  factor 
in  surgical  anesthesia. 

FRACTURE  OF  THE  FEMUR.* 

F.  H.  HAGAMAN,  M.  D., 

Jackson,  Miss. 

For  an  orderly  discussion  of  fractures  of 
the  femur  it  is  necessary  from  the  stand- 
point both  of  treatment  and  prognosis,  to 
divide  them  into  several  groups  according 
to  their  location  on  the  bone.  We  shall, 
then,  for  the  sake  of  clarity,  arbitrarily 
divide  the  femur  into  four  portions : 1.  The 
anatomical  neck  and  trochanters.  2.  The 
surgical  neck.  3.  The  upper  third  and 
middle  third  of  the  shaft.  4.  The  lower 
third  of  the  shaft  and  condyles.  Available 
for  the  reduction  and  fixation  of  any  frac- 
ture are : I.  Immediate  closed  reduction  by 
manipuation  and  fixation  with  plaster  of 
paris  bandage.  2.  Continuous  traction.  3. 
Operative  reduction.  4.  Any  combination 
of  these. 

For  satisfactory  immobilization  with 
plaster,  we  have  found  that  a double  spica 
bandage,  fitting  snugly  about  the  pelvis,  and 
extending  to  the  knee  of  the  well  side,  is 
necessary,  and  have  adopted  it  exclusively. 
The  bandage  must  extend  to  the  toe  of  the 

* Read  before  the  Section  on  Surgery  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  13, 
1930. 
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affected  side  with  the  limb  in  the  position 
that  equalizes  antagonistic  muscle  action. 

Continuous  traction  is  accomplished  with 
adhesive  fixed  to  the  skin  after  the  method 
of  Taylor,  alignment  being  maintained  with 
Thomas  splint  and  Pierson  knee  attach- 
ment, and  the  splint  suspended  from  a 
Balkan  frame.  Traction  is  of  the  sliding 
type  attached  to  a cross  bar  at  the  foot  of 
the  Balkan  frame,  and  not  from  the  end  of 
the  Thomas  splint. 

Operative  reduction  is  reserved  for  those 
fractures  which  show  unsatisfactory  opposi- 
tion after  a fair  trial  of  one  or  both  of  the 
other  methods.  In  accordance  with  the 
teaching  of  Sherman,  we  feel  that  it  is  wise 
to  wait  ten  days  for  the  organization  of  the 
clot.  During  that  interval  three  days  pre- 
paration of  the  skin  is  carried  out  to  mini- 
mize the  possibility  of  infection. 

Any  operative  procedure  on  bones  is 
necessarily  prolonged,  because  superimposed 
on  the  operative  work  is  the  time  necessary 
for  application  of  plaster.  With  the  use,  in 
the  past,  of  general  anesthetics,  we  have 
expected  and  usually  have  encountered  a 
moderate  to  severe  degree  of  shock  in  all 
operative  cases.  Since  the  perfection  of 
spinal  anesthesia,  however,  our  shock  is 
minimized,  and  I now  approach  open  reduc- 
tion of  fracture  of  the  femur  with  much 
more  equanimity  than  when  gas  or  ether 
was  relied  upon  for  anesthesia. 

Fractures  through  the  anatomical  neck 
or  trochanters,  when  seen  soon  after  the 
injury,  are  practically  all  amenable  to  re- 
duction by  manipulation  and  immobilization 
with  double  spica  bandage. 

CASE  REPORTS. 

Case  1.  Representative  of  fractures  of  the 
anatomical  neck  is  the  case  of  Mrs.  C.,  aged  64 
years,  who  February  10,  1928,  slipped  on  the  stair 
and  fell  on  her  right  side.  She  was  unable  to 
arise  and  there  was  pain  in  region  of  the  right 
hip.  When  seen  shortly  after  the  accident,  she 
was  in  moderately  severe  shock,  the  right  lower 
extremity  was  in  external  rotation,  there  was 
some  increase  in  prominence  of  the  right  tro- 
chanter, and  any  movement  of  the  limb  caused 
severe  pain.  A roentgenogram  showed  a trans- 


cervical  fracture.  The  following  morning,  after 
the  initial  shock  had  subsided,  Whitman  abduction 
treatment  was  carried  out  under  ethylene  anes- 
thesia. Roentgenogram  made  the  following  day 
showed  reduction.  After  eleven  weeks  the  plaster 
was  removed,  and  manipulation  showed  the  frac- 
ture united.  Following  the  removal  of  the  plaster 
there  was  moderate  swelling  with  stiffness  of  joints, 
which  was  treated  with  massage.  No  weight  bear- 
ing was  allowed  for  six  months  from  the  time  of 
accident.  September  5,  1928,  roentgen-ray  exam- 
ination showed  firm  bony  union  with  three-fourths 
of  an  inch  shortening  of  the  limb  from  absorption 
of  bone  in  the  anatomical  neck,  and  she  was  dis- 
charged as  recovered.  Recent  communication 
states  that  her  only  disability  is  shortening,  which 
does  not  interfere  with  the  performance  of  her 
usual  duties. 

Case  2.  As  an  example  of  fracture  through  the 
trochanters,  I have  chosen  Mrs.  G.,  aged  85  years, 
who  on  December  1,  1927,  fell  from  a low  plat- 
form, and  was  unable  to  get  up.  She  was  put  to 
bed  where  she  remained  until  December  21,  with 
Bucks  extension  to  the  limb.  On  that  date  she 
was  brought  to  the  hospital  and  a roentgenogram 
showed  a pertrochanteric  fracture,  which  exten- 
sion failed  to  reduce.  Under  ethylene  anesthesia, 
December  22,  Whitman  abduction  was  applied,  and 
a follow-up  roentgenogram  showed  good  reduction. 
At  the  end  of  eleven  weeks  the  plaster  was  re- 
moved, and  bony  consolidation  was  complete.  She 
was  kept  in  bed  and  wheel  chair  for  twelve  weeks 
longer,  during  which  time  physiotherapy  was  used. 
Weight  bearing  was  allowed  at  the  end  of  six 
months,  and  one  year  later,  she  wrote  that  she 
walked  without  difficulty  or  pain. 

Injury  to  the  first  portion  of  the  femur  often 
occurs  in  the  aged,  efficient  treatment  of  which  is 
usually  successful,  and  when  successful,  prevents 
years  of  invalidism.  A certain  percentage  do  not 
survive,  their  demise,  however,  in  my  opinion,  being 
due  not  to  reduction  of  the  fracture  but  in  spite 
of  it. 

Fracture  of  the  second  portion  of  the  femur, 
does  not  lend  itself  so  readily  to  reduction.  Those 
cases  of  fracture  of  the  surgical  neck  with  com- 
minution into  the  trochanters,  present  especial 
difficulties. 

Case  3.  Mr.  M.,  aged  60  years,  on  October  6, 
1928,  was  driving  a truck  which  turned  over  and 
pinned  him  beneath  it.  In  view  of  the  obliquity 
of  the  fracture,  it  was  thought  unwise  to  attempt 
reduction  by  the  abduction  treatment,  since  it  was 
likely  that  forced  abduction  would  cause  internal 
displacement  of  the  lower  fragment.  Traction, 
therefore,  was  attempted,  but  did  not  result  in 
satisfactory  reduction.  At  operation,  no  difficulty 
was  encountered  in  securing  proper  alignment, 
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which  was  fixed  internally  with  a boiled  beef  bone 
peg  and  kangaroo  tendon  encircling  the  bone. 
Plaster  was  applied  and  convalescence  was  un- 
eventful. Ten  weeks  later  the  plaster  was  removed 
by  his  home  physician  and  I did  not  see  the  patient 
again  until  April,  1930,  when  he  returned  for 
treatment  of  acute  retention  of  urine.  Roentgeno- 
gram then  showed  firm  bony  union  with  conclusive 
evidence  of  vitality  of  the  boiled  beef  bone  peg. 
I mention  this  since  doubt  has  been  expressed  as 
to  the  fate  of  exogenous  bone  grafts.  Here,  at 
least,  is  one  example  in  which  it  has  taken  on 
vitality. 

Case  4.  Mr.  F.,  aged  72  years,  injured  the  left 
thigh  in  an  automobile  accident  July  8,  1928.  He 
was  brought  at  once  to  the  hospital,  where 
roentgen-ray  examination  showed  fracture  of  the 
surgical  neck.  The  limb  was  placed  at  once  in 
traction,  and  follow-up  roentgenograms  showed 
fairly  satisfactory  reduction.  His  physical  con- 
dition remained  good,  but  in  a few  days  he  went 
to  pieces  mentally,  was  unable  to  sleep  or  eat, 
talked  at  random,  and  begged  continuously  to  be 
allowed  to  go  home.  In  view  of  the  mental  state, 
and  the  fact  that  apposition  of  fragments  was  only 
fair,  it  was  decided  to  do  an  open  reduction.  On 
July  21,  internal  fixation  was  accomplished  with 
a vanadium  steel  plate,  and  plaster  applied.  On 
July  25,  he  was  allowed  to  return  home,  where  his 
mental  condition  cleared  up  rapidly.  Eight  weeks 
after  operation  I went  to  his  home  and  removed 
the  plaster  up  to  the  knee  so  that  motion  of  that 
joint  could  be  started.  Four  weeks  later,  or  twelve 
weeks  after  operation,  the  entire  plaster  was  re- 
moved, and  weight  bearing  was  allowed  at  the  end 
of  six  months.  His  son  reports  to  me  that  he 
has  entirely  recovered,  but  neither  his  son  nor  I 
can  offer  sufficient  inducement  to  get  the  old  gen- 
tleman to  return  to  the  hospital  for  another 
roentgenogram. 

The  surgical  neck  is  rich  in  blood  supply,  and 
fractures  in  this  region  heal  readily  without 
absorption  of  bone. 

For  fractures  of  the  upper  and  middle  third  of 
the  shaft,  we  have  found  the  method  of  Dr.  Willis 
Campbell,  so  lucidly  set  forth  in  his  recent  text, 
to  be  unsurpassable. 

Case  5.  Master  M.,  aged  4 years,  on  January  19, 
1928,  was  struck  by  an  auto,  and  brought  to  the 
hospital  immediately  for  roentgen-ray  examination 
which  showed  a transverse  fracture  of  the  shaft. 
Th°re  was  no  evidence  of  shock,  and  immediate 
reduction  of  the  fragments  under  ether  anesthesia 
was  attempted.  With  the  patient  on  a fracture 
table,  the  knee  and  hip  were  flexed,  and  pressure 
was  made,  so  as  to  cause  an  anterior  angulation 
of  the  thigh  at  the  site  of  fracture.  This  was  con- 
tinued until  end  to  end  apposition  was  secured. 


The  angulation  was  then  reduced,  and  the  thigh 
placed  in  alignment.  Position  of  fragments  was 
checked  with  fluoroscopy,  and  a double  spica  band- 
age applied  in  the  usual  manner.  Flexion  and 
abduction  of  the  hip  were  maintained  to  overcome 
the  antagonistic  action  of  the  powerful  flexor  and 
abductor  muscles  of  the  hip.  The  knee  was  flexed 
to  allow  for  better  fixation  of  the  lower  fragment. 
Four  weeks  later,  a roentgenogram  made  through 
the  plaster  showed  perfect  reduction,  and  a short 
single  spica  bandage  was  applied  to  prevent  bow- 
ing at  site  of  fracture  when  weight  bearing  was 
allowed.  Four  weeks  after  that  the  second  plaster 
was  removed.  There  was  anatomical  alignment  of 
the  limb,  with  no  shortening,  and  he  was  dis- 
charged. 

Although  it  is  necessary  to  apply  traction  in 
oblique  fractures  of  the  shaft  to  secure  and  main- 
tain reduction,  it  is  often  possible  to  handle  them 
by  a method  similar  to  the  above. 

Case  6.  Master  J.  C.,  aged  3 years,  on  Decem- 
ber 7,  1927,  fell  from  a horse  and  injured  the  left 
hip.  A roentgenogram  showed  an  oblique  fracture 
of  the  shaft.  With  the  patient  on  a fracture  table 
under  ether  anesthesia,  the  knee  and  hip  were 
flexed  and  traction  made  until  reduction  was  com- 
plete, as  shown  by  fluoroscopy.  A snug  fitting 
plaster  bandage  was  applied  with  the  limb  in  this 
position,  and  a roentgenogram  the  following  day, 
showed  reduet’on.  Eight  weeks  later,  after  re- 
moval of  plaster,  there  was  good  alignment  of  the 
thigh,  and  no  shortening  of  the  limb.  A short, 
single  spica  bandage  was  applied,  which  was  worn 
for  four  weeks,  at  which  time  he  was  discharged. 

A type  of  fracture  of  the  shaft  which  usually 
requires  operative  reduction  is  that  of: 

Case  7.  Mr.  J.  P.,  aged  19  years,  was  in  an 
automobile  accident  February  13,  1930,  and  suffered 
a fracture  of  the  right  femur.  An  attempt  was 
made  to  secure  apposition  by  immediate  manipula- 
tion, and  the  usual  plaster  bandage  was  applied. 
The  following  morning,  however,  position  as  shown 
by  roentgenogram  was  unsatisfactory,  and  on 
February  26,  1930,  under  spinal  anesthesia,  open 
reduction  was  done,  internal  fixation  being  accom- 
plished with  a Sherman  plate.  Since  all  the  perios- 
teum was  accidentally  stripped  from  the  short 
fragment  during  its  reduction,  some  apprehension 
was  felt  as  to  its  ability  to  weather  the  storm. 
A roentgenogram  taken  May  2,  however,  showed 
good  callus  formation,  and  I feel  that  the  prog- 
nosis is  good. 

Transverse  fracture  of  the  lower  third  of  the 
shaft  mav  also  be  managed  quite  satisfactorily  by 
the  Campbell  method,  the  procedure  being  the  same 
as  for  fracture  higher  up.  For  those  fractures 
which  are  oblique  or  extend  into  the  condyles,  con- 
tinuous traction  is  our  method  of  choice. 
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Case  8.  Mrs.  F.,  aged  54  years,  was  in  an  auto- 
mobile accident  on  February  20,  1930,  and  received 
fractures  of  the  second,  third,  and  fourth  and  fifth 
ribs,  compound,  comminuted  fracture  of  the  right 
patella,  and  a comminuted  fracture  of  the  lower 
end  of  the  right  femur.  When  seen,  she  was  in 
severe  shock,  but  responded  to  treatment,  and  the 
right  leg  was  placed  at  once  in  traction-suspension. 
An  alcohol  dressing  was  placed  on  the  punctured 
wound  over  the  patella.  February  23,  roentgeno- 
grams in  antero-poskerior  and  lateral  planes  showed 
good  reduction  of  the  femoral  fracture.  March  9, 
healing  of  punctured  wound  over  patella  was  com- 
plete, and  three-day  preparation  of  the  skin  was 
started,  preparatory  to  open  reduction  of  the 
patella.  Suspension  ropes  were  re-arranged  to 
allow  for  free  access  to  the  knee  region  and  on 
March  12,  under  spinal  anesthesia,  the  operation 
was  done  in  the  patient’s  room  without  disturbing 
traction-suspension.  Seven  weeks  after  the  acci- 
dent, roentgenogram  showed  good  callus  formation, 
the  apparatus  was  removed,  and  physiotherapy 
started.  May  2,  roentgenogram  showed  bony  union, 
there  is  45  degrees  of  motion  in  the  knee,  the 
patella  is  united,  as  shown  by  patient’s  ability  to 
raise  the  limb  with  the  knee  fully  extended. 
Extreme  comminution  of  the  patella  prevented 
accurate  replacement  of  the  fragments,  but  no  fear 
is  felt  in  regard  to  function  since  care  was  taken 
to  suture  the  patella  ligament.  Physiotherapy  will 
be  continued,  and  weight  bearing  at  the  end  of  six 
months. 

DISCUSSION. 

Dr.  T.  E.  Ross  (Hattiesburg)  It  is  not  very 
often  that  one  of  the  older  men  gets  a chance 
to  discuss  a paper.  When  a fellow  gets  up  and 
has  not  much  to  say  about  a paper  he  generally 
says  what  a fine  paper  it  was.  That  is  what  I am 
going  to  do.  His  methods  are  as  correct  as  mod- 
ern surgery  can  possibly  accomplish  at  this  time. 
His  definition  is  good.  We  rarely  see  one  out  of 
line  except  where  he  showed  us.  Although  he 
said  it  was  arbitrarily  done,  it  is  nicely  done. 
Speaking  of  this  traumatic  surgery  and  indus- 
trial surgery  during  the  nineties  and  the  first 
decade  of  this  century,  before  the  roentgen-ray 
and  fracture  table  were  in  use,  the  young  fel- 
lows do  not  know  anything  about  what  we  had 
to  struggle  with.  The  first  question  asked  would 
be  “have  you  been  able  to  set  the  leg?”  We 
would  say,  “yes,”  but  we  could  not  tell  whether 
we  had  it  set  or  not,  and  probably  not.  How- 
ever, we  struggled  along,  and  usually  the  patient 


was  able  to  walk  at  least.  No  doubt  often  we 
did  secure  good  coaptation.  Often  the  alignment 
might  have  been  all  that  we  could  ask,  but  we 
did  not  know  it.  Sometimes  the  limb  was  so  large 
that  you  could  not  tell  what  you  were  doing. 
Thank  God  for  the  roentgen-ray  and  thank  God 
for  the  fracture  table.  Without  those  Dr.  Hag- 
aman could  not  do  much  better  than  we  did.  As 
to  fixation,  when  you  make  a roentgenogram  get 
it  in  proper  alignment,  as  best  you  can.  Fixation 
should  be  done  with  a great  deal  of  study,  and 
you  cannot  fix  it  the  same  way,  following  any- 
body’s method  exactly  in  every  case.  You  have 
to  adapt  your  fixation  according  to  the  particu- 
lar fracture  as  shown  by  the  roentgenogram.  You 
have  to  take  into  consideration  the  position  of 
the  patient,  and  you  have  to  take  into  considera- 
tion the  age  of  the  patient.  Fractures  in  the 
aged,  especially  in  the  very  old,  are  common,  and 
are  hard  to  take  care  of.  They  fall  down  the 
step  of  a stair  or  stumble,  and  there  is  a fracture. 
A large  percentage  of  you  older  men  know  what 
we  were  up  against.  We  did  not  know  how  to 
handle  them.  We  find  now,  however,  in  this 
age  of  automobile  accidents,  in  which  many  old 
people  are  injured,  that  they  do  well  and  fre- 
quently walk  again  without  limping.  These  cases 
are  probably  due  to  the  fact  that  the  bones  were 
in  a healthy  state,  free  from  any  atrophied  con- 
dition. We  get  better  results  and  better  percent- 
ages, better  end  results  and  less  catastrophes.  We 
used  to  have  trouble  in  getting  traction.  Now  we 
have  much  better  apparatus  and  the  crude 
methods  we  used  are  almost  entirely  done  away 
with.  In  trying  to  produce  enough  traction  we 
often  caused  trouble.  The  Taylor  method,  the 
Baldwin  frame,  and  the  Buck’s  extension  men- 
tioned, we  did  not  have,  so  it  was  impossible  for 
us  to  get  the  same  results.  If  these  young  fel- 
lows, with  all  the  new  things  and  up  to  date 
methods  they  have,  if  they  cannot  do  as  well  or 
better  than  we  did  we  have  spent  our  money  edu- 
cating them  in  vain.  In  the  absorption  between 
the  ends  of  the  fragments,  I am  persuaded  he  will 
agree  that  this  occurs  mostly  in  those  cases  of 
anatomical  neck  and  trochanter,  and  you  will  get 
it  because  of  the  age  of  the  patient.  We  do  not 
relieve  the  tension  there  as  much  as  we  should, 
and  the  muscular  tension  with  pressure  on  the 
end  of  the  bone  will  cause  absorption  of  the  end. 
You  will  get  the  shortening  you  speak  of.  To 
relieve  that,  some  traction  even  where  the  align- 
ment is  good,  will  be  effective.  As  to  ununited 
bones — I do  not  know  what  his  experience  has 
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been  in  finding  the  reason  why.  Mine  has  been 
that  if  they  were  somewhat  imperfectly  reduced, 
and  with  soft  tissue  or  a cross  piece  of  bone  there, 
it  is  proper  to  go  down  in  by  open  method  and 
clean  out  these  fragments,  and  you  will  find  that 
you  get  prompt  union.  He  spoke  of  compound 
fractures  of  the  femur,  but  not  of  fractures  of 
the  other  part  of  the  bone  nor  of  impacted  frac- 
tures. I would  like  him  to  say  something  about 
that. 

Dr.  John  C.  Culley  (Oxford)  : The  worst  adver- 

tisement a physician  or  surgeon  can  have  is  a 
poorly  reduced  fracture,  and  the  best  is  a well 
reduced  fracture.  Dr.  Hagaman  has  brought  up  a 
subject  well  worth  considering.  On  account  of  the 
automobile,  airplane,  and  other  fast  methods  of 
transportation,  we  are  going  to  have  more  fractures 
year  by  year,  and  I have  found  it  so.  Dr.  Ross  has 
mentioned  one  thing,  a fracture  table.  I have  that 
it  has  well  repaid  its  cost,  in  ease  of  reduction.  But 
there  is  another  method  of  reducing  fractures  by 
traction  and  placing  on  casts  whereby  we  can  get 
results,  that  is  spinal  anesthesia.  I do  not  mean 
it  should  be  given  in  every  case,  but  you  can 
give  it  any  place,  under  any  conditions,  if 
you  follow  the  technic.  I have  had  wonderful 
results.  Another  point  I would  like  to  mention: 
do  not  forget  in  every  case  of  compound  frac- 
ture to  give  that  patient  tetanus  antitoxin.  I have 
seen  one  case  in  my  experience,  a child  with  com- 
pound fracture  of  the  wrist,  brought  in  fourteen 
days  after  the  accident  with  tetanic  convulsions 
which  could  not  be  relieved.  I have  seen  cases 
of  gangrene  following  fracture.  Serum  should 
be  administered,  and  then  if  you  do  develop  gan- 
grene you  will  have  a clear  conscience  at  least. 
Always  take  a Wassermann  as  routine  procedure. 
A positive  Wassermann  may  not  prevent  union  of 
the  bone,  but  if  you  have  a Wassermann  with  4 + 
blood  findings,  you  will  feel  better  if  you  pick 
it  up  before  the  other  fellow  does. 

Dr.  F.  H.  Hagaman  (closing)  I agree  thor- 
oughly with  all  the  points  brought  out  in  this 
discussion.  Dr.  Ross,  whom  I thank  very  much 
for  what  he  has  said,  has  asked  me  to  say  some- 
thing about  impacted  fractures.  I have  had  no 
experience  with  impacted  fractures  of  the  femur 
except  in  the  anstomical  neck,  and  in  considering 
methods  of  treatment  I have  made  no  differentiation 
between  them  and  unimpracted  fractures. 


HEADACHES  OF  NASAL  ORIGIN. 

H.  R.  FAIRFAX,  M.  D., 

Brookhaven,  Miss. 

What  is  more  common  of  all  human 
ailments  than  headache?  As  nasal  and 
paranasal  defects  are  probably  the  com- 
monest affections  among  otherwise  normal 
persons,  so  also  are  the  nasal  and  para- 
nasal the  most  common  of  all  headaches. 

When  patients  complain  of  long  con- 
tinued troublesome  headaches  without  any 
apparent  evidence  of  deep-seated  internal 
disorder  we  should  at  once  suspect  the  nose 
or  sinuses  as  being  the  location  of  the 
trouble. 

As  the  fifth  pair  of  nerves  are  the  most 
important  of  the  cranial  nerves  of  sensation 
and  many  of  their  terminal  branches  are 
distributed  in  the  nose  and  the  nose  is  so 
near  the  centre  of  the  head,  it  is  easy  to 
believe  that  many  headaches  could  have 
their  origin  in  the  nose.  The  fifth  nerves 
coming  from  both  sides  as  they  do  and 
with  so  many  branches  and  other  points  of 
distribution,  it  is  not  always  easy  to  differ- 
entiate a nasal  from  some  other  headaches 
with  a different  origin. 

Pain  may  arise  from  a simple  coryza, 
also  from  vasomotor  disturbances  which 
produce  tension  or  pressure  upon  the 
meninges  or  upon  the  end  organs  of  sen- 
sation in  the  nose.  Pain  may  come  directly 
from  an  injury  to  the  septum,  from  a de- 
flection of  the  sputum,  mucus  membrane, 
tumors,  malignant  or  benign,  hyperplasia 
and  the  narrowing  of  the  natural  ostia 
encroaching  upon  the  adjacent  nervous 
structures,  the  last  mentioned  being  the 
most  frequent  cause  of  a headache  with  a 
nasal  origin.  Another  cause  is  irritating 
dust  and  pollen  from  the  air,  causing  a 
congestion  and  a swelling  of  the  mucus 
membrane.  This  is  usually  made  worse  by 
bending  forward  with  the  head  low.  Still 

*Read  before  the  Section  on  Eye,  Ear,  Nose  and 
Throat,  at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
May  14,  1930. 
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other  causes  are  contractions  from  post- 
operative scars,  inflammations  which  in- 
clude not  merely  those  actually  occurring 
within  the  mucosa,  periosteum  and  bone, 
but  also  the  effects  of  the  products  of  in- 
flammation upon  the  surrounding  nerve 
endings  as  in  the  case  of  crusts  of  mucus 
and  adhesions. 

Then  indirectly  the  paranasal  sinuses, 
dental  caries,  etc.,  are  causes  of  headaches. 

I have  noticed  this  perhaps  more 
frequently  where  the  maxillary  was  in- 
fected and  the  pain  was  reflected  over  the 
region  of  the  frontal  sinus  with  a little 
tenderness,  but  seldom  any  pain  over  the 
maxillary  region. 

No  general  rule  holds  good  for  the  differ- 
entiation of  headaches  of  nasal  origin  from 
other  headaches.  They  usually  occur  in  the 
morning  and  almost  never  at  night.  Excep- 
tions to  the  rule  are  the  acute  empyemas 
with  obstruction  and  the  pronounced  septal 
infections  which  ache  at  any  and  all  times. 
Posterior  ethmoidal  and  sphenoidal  inflam- 
mations may  cause  vertigo  or  occipital 
headaches. 

The  treatment  is,  of  course,  to  locate  and 
remove  the  cause,  but  it  is  not  always  easy 
and  simple  as  this  sounds.  However,  with 
or  by  the  use  of  good  illumination,  transil- 
lumination, the  roentgen-ray  and  a few 
instruments  for  direct  observations,  much 
can  be  accomplished  toward  removing  this 
frequent  and  annoying  menace  to  health  and 
much  added  to  the  comfort  of  the  patient. 

Dr.  Sluder’s  investigations  and  experi- 
ments have  led  to  much  relief  of  many 
previously  obscure  headaches  which  may 
now  be  attributed  to  irritation  or  inflam- 
mation of  the  nasal  ganglia.  These  ganglia 
are  very  small  and  are  found  close  to  the 
sphenopalatine  foramen  just  posterior  to  and 
immediately  above  the  posterior  end  of  the 
middle  turbinate  bones.  These  ganglia  may 
be  cocainized  and  if  the  headache  is  relieved 
or  disappears  shortly  thereafter  you  may 
usually  say  that  these  ganglia  are  the  seat 
of  the  headache.  For  a more  permanent 


relief  applications  of  a two  per  cent  solution 
of  silver  nitrate,  one  per  cent  solution  of 
formalin,  two  to  20  per  cent  solution  of 
mercurochrome,  or  10  per  cent  solution  of 
phenol  in  glycerin  may  be  used.  These 
irritating  applications  should  be  preceded 
by  a mild  cocainization  of  the  nasal  path  to 
the  ganglia  using  four  to  five  per  cent  solu- 
tion of  cocaine.  If  the  local  applications 
fail  to  give  the  desired  relief,  Dr.  Sluder 
recommended  the  injection  of  a five  per  cent 
phenol  solution  in  95  per  cent  alcohol  and 
one-half  of  one  c.c.  of  this  solution  is  used. 

DISCUSSION. 

Dr.  George  E.  Adkins  (Jackson)  : If  there  is 

any  one  symptom  in  medicine  which  calls  for  real 
team-work,  it  must  be  headache.  The  sinuses, 
maxillary,  sphenoid,  ethmoids  — can  all  produce 
trouble;  narrowing  of  the  nasal  passages — too 
large  a nasal  passage  will  produce  an  atrophy 
and  cause  headache.  Dental  caries,  especially  un- 
erupted teeth,  often  is  the  contributing  factor. 
Such  things  must  be  relieved  from  their  source. 
Dr.  Fairfax  spoke  of  Sluder’s  work  on  the  spheno- 
palatine ganglia.  That  is  all  well  and  good  in  the 
relief  of  symptoms.  I think  the  thing  to  do  is  to 
find  out  why  the  ganglia  were  susceptible.  It  takes 
team-work  to  find  out.  I do  not  know  of  one  single 
ill  affecting  the  human  body  that  will  not  produce 
headache.  I have  attempted  to  classify  headaches 
as  toxic  or  non-toxic.  Sinus  headache  could  be 
classed  as  eitTier.  When  we  remember  that  it  can 
be  produced  by  a burn,  housemaid’s  knee,  prolapsed 
uterus,  inactive  colon,  from  starvation,  from  over- 
eating, from  loss  of  sleep  and  from  over-sleeping, 
can  be  produced  by  anything  that  can  affect  the 
human  body,  it  is  hard  to  say  that  a headache  is 
of  nasal  origin.  One  might  be  able  to  tell  his 
patient  that  he  was  going  to  relieve  him  by  nasal 
treatment,  but  as  long  as  one  is  not  sure,  how  can 
we  pi-omise  that  patient  we  are  going  to  relieve 
him  through  the  nose.  We  can  say  we  hope  so, 
and  that  we  will  do  what  we  can.  I consider  that 
headaches  are  due  to  some  pressure  or  toxemia 
anywhere  in  the  body.  Somebody  has  brought  in 
a new  classification  of  refraction,  which  would  be 
under  either  one  of  the  two.  I can  figure  out  but 
two  causes  for  headaches,  and  these  causes  may  be 
located  anywhere  in  the  body. 

Dr.  L.  S.  Gaudet  (Natchez) : I am  very  glad 

that  our  good  friend  Dr.  McWilliams  called  on  me 
today  to  discuss  this  paper,  if  for  no  other  reason 
than  the  fact  that  I have  been  suffering  from  nasal 
ganglia  headache  for  about  twenty-seven  years  off 
and  on.  I have  had  a submucous  done,  thanks  to 
the  eye,  ear,  nose  and  throat  men,  have  had  the 
ethmoids  cleaned  out;  all  the  sinuses  drained;  the 
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nerve  resected  twice.  After  about  two  months  the 
same  trouble  comes  back  and  every  two  or  three 
weeks  I have  to  go  to  bed  with  cocain  and  aspirin 
and  a hot  water  bottle,  and  after  ten  hours  sleep 
I will  be  all  right  until  the  next  time.  The  treat- 
ment, we  all  agree,  is  to  locate  and  remove  the 
cause,  but  that  is  not  so  easy  to  do.  He  has  cov- 
ered a multitude  of  sins  in  saying  that — locate  the 
cause.  My  case  is  a good  illustration.  We  have 
attempted  to  eliminate  every  possibility,  and  we 
have  not  been  able  to  find  the  cause  of  it,  because 
I still  have  the  trouble.  I have  discovered  one 
thing  that  perhaps  many  men  have  overlooked. 
Whenever  I have  a case  that  gives  me  a good  deal 
of  trouble  and  worry,  then  I go  to  bed  with  a 
headache  and  sleep  it  off.  The  question  of  head- 
ache is  always  interesting,  just  as  Dr.  Fairfax 
and  Dr.  Adkins  said,  because  we  have  it  with  us 
always  more  or  less.  I do  not  believe  there  is  one 
human  being  in  the  world  who  has  not  had  a head- 
ache at  some  time  or  other.  Dr.  Adkins  has 
brought  out  an  interesting  point,  because  I have 
had  some  experience  along  that  line — an  unerupted 
tooth.  I have  seen  cases  that  have  suffered  without 
relief  for  years,  then  the  roentgen-ray  man  dis- 
covers an  unerupted  molar,  our  good  friend  the 
dentist  takes  it  out,  and  it  is  good-bye  headache. 
Coming  to  the  headache  of  nasal  origin,  it  is 
impossible  for  the  otolaryngologist  to  confine 
himself  to  nasal  headache  without  taking  into 
consideration  the  whole  body.  If  we  try  to  con- 
fine ourselves  to  the  nose  and  throat  alone,  without 
consultation  with  the  general  practitioner — this  is 
where  team-work  comes  in — we  are  going  to  make 
a failure  of  the  case.  Even  with  an  old  infected 
antrum,  for  example,  in  those  cases  where  we  do 
clear  up  the  antrum  we  find  that  the  nervous 
system  of  that  patient  has  got  into  such  a condition 
that  even  after  the  antrum  is  taken  care  of  the 
patient  still  has  headache.  I am  glad  Dr.  Fairfax 
did  read  this  paper,  because  we  might  learn  some- 
thing new,  and  I am  sure  every  general  practi- 
tioner and  every  otolaryngologist  is  anxious  to 
learn  anything  that  may  assist  him  in  relieving 
this  condition. 

Dr.  H.  R.  Fairfax  (closing) : There  is  not  much 

to  add.  It  is  a large  subject,  there  is  much  to 
learn,  but  I do  not  know  that  I can  tell  you  any- 
thing new.  Dr.  Lynch  this  morning  brought  out 
the  point  that  in  transilluminating  the  sinuses  in 
children  you  can  be  very  often  mistaken  because 
the  picture  does  not  show  up  as  it  does  in  the 
adult,  and  when  in  doubt  it  is  much  better  to  take 
an  roentgen-ray.  This  I think  is  an  important 
thing. 


PLASTIC  SURGERY  OF  THE  ORBIT.* 

A.  G.  WILDE,  M.  D., 

Jackson,  Miss. 

While  devoted  primarily  to  ophthal- 
mology, I became  interested  in  plastic 
work  in  the  Philippines  during  1914, 
where  in  conjunction  with  eye  surgery  I 
was  called  upon  to  repair  faces  either 
after  injury,  or  after  the  ravages  of  dis- 
ease. At  that  time,  plastic  surgery,  as  we 
understand  it  today,  scarcely  existed,  and 
as  I look  back  at  those  faltering  attempts, 
it  is  evident  many  of  our  results  were 
crude.  However,  they  excited  considerable 
interest  at  the  time,  and  gave  some  inti- 
mation of  plastic  possibilities. 

Prior  to  that  time  there  had  not  been  a 
great  demand  for  plastic  surgery,  and 
little  was  attempted  beyond  the  repair  of 
recent  injuries,  or  correcting  certain  con- 
genital defects,  usually  by  ingenious  trans- 
fers of  skin.  The  World  War,  with  its 
flood  of  lacerated  wounds,  forced  more  at- 
tention to  be  paid  this  branch,  and  during 
the  four  years  of  that  traumatic  epidemic, 
various  plastic  procedures  were  developed, 
that  by  giving  functional  or  cosmetic  im- 
provement, served  to  restore  the  usefulness 
of  the  individual  to  both  himself  and 
society. 

Our  intensive  industrialism,  and  ever 
increasing  demands  for  greater  speed  in 
transportation,  afford  most  of  the  present 
occasions  for  plastic  repair.  Lesions  of  the 
face  are  especially  liable  in  automobile 
accidents,  and  the  motorcycle  and  even 
aeroplane  are  contributing  their  quotas. 
As  the  inescapable  human  element  in  the 
operation  of  machines  will  always  prove 
of  variable  efficiency,  a certain  percentage 
of  accidents  is  to  be  anticipated. 

The  orbital  region  is  so  frequently  the 
site  of  injury,  and  at  the  same  time  so 
conspicuous,  that  occasions  for  its  repair 

*Read  before  the  Section  of  Surgery  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medial  Association,  Vicksburg,  May  13, 
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are  always  liable.  As  it  may  also  develop 
various  neoplasms,  such  as  cysts,  angio- 
mata, or  various  types  of  malignancies, 
defects  remaining  after  removal  afford 
opportunities  for  the  exercise  of  plastic 
skill.  The  line  of  transition  from  one 
type  of  epithelium  to  anther  is  always  a 
point  of  predilection  for  malignant 
changes,  and  they  are  not  uncommon  at  or 
around  the  lid  margins.  As  the  average 
life  expectancy  is  lengthening,  a greater 
percentage  of  people  reach  the  cancerous 
age,  and  hence  its  incidence  will  probably 
increase.  Moreover,  our  people  are  devot- 
ing more  thought,  time  and  means  to  per- 
sonal appearance  than  ever  in  their  his- 
tory, and  as  they  are  becoming  acquainted 
with  the  possibilities  of  plastic  surgery,  it 
seems  reasonable  to  believe  this  will  be  a 
field  of  increasing  demand  and  import- 
ance. 

When  contemplating  any  surgical  at- 
tempt, plastic  or  otherwise,  two  questions 
should  be  considered : first,  is  operation 
really  indicated,  i.  e.,  would  the  welfare  or 
happiness  of  the  patient  be  jeoparized  if 
surgery  was  omitted;  and,  second,  will  the 
methods  employed  be  such  as  to  safegaurd 
both  the  patient’s  welfare,  and  the  sur- 
geon’s professional  standing?  Unless  both 
can  be  answered  in  the  affirmative,  opera- 
tion should  be  avoided. 

As  in  every  operative  procedure  there 
are  so  many  factors  over  which  the  sur- 
geon has  little  or  no  control,  perfect  results 
either  plastic  or  functional  should  never 
be  guaranteed.  All  that  the  surgeon  can 
proffer  is  that  he  is  not  only  equipped  to 
exercise  technical  skill,  but  to  throw 
around  his  patient  all  customary  safe- 
guards, and  barring  the  unexpected  and 
unavoidable,  it  is  reasonable  to  anticipate 
a favorable  outcome.  More  than  this  no 
one  is  warranted  in  promising. 

A patient  who  constantly  complains  of 
a blemish  that  is  of  no  consequence,  and 
at  the  same  time  so  insignificant  as  to  pass 
almost  unrecognized,  is  also  unlikely  to  be 
satisfied  with  any  plastic  result  however 


excellent.  Such  “entangling  alliances” 
should  therefore  be  carefully  avoided.  We 
rarely  meet  a woman  who  is  perfectly 
content  with  the  shape  of  her  nose,  and 
demands  for  its  operative  improvement 
can  attain  the  proportions  of  an  obsession. 
But  unless  its  peculiarity  amounts  to 
actual  disfigurement,  it  had  better  be  left 
alone,  as  she  is  also  liable  to  be  even  less 
pleased  with  any  surgical  outcome.  Under 
no  circumstances  should  major  procedures 
be  attempted  in  order  to  correct  minor 
difficulties.  If  the  result  should  be  suc- 
cessful, little  has  been  accomplished  in 
comparison  with  the  jeopardy  in  which 
both  the  patient  and  surgeon  have  been 
placed.  In  unsuccessful,  embarassing  or 
even  serious  results  may  come  to  both. 

One  of  the  most  interesting  features  of 
plastic  surgery  is  that  no  two  cases  are 
alike.  While  general  principles  are  always 
applicable,  it  is  unusual  to  employ  identi- 
cally the  same  procedure  twice.  Hence 
none  should  be  attempted  until  ample  pre- 
liminary study  has  reviewed  the  various 
possible  methods  of  repair,  and  that  one 
has  been  selected  which  seems  most  feasa- 
able  technically,  and  most  likely  to  yield 
a satisfactory  result. 

Plastic  cases  are  not  emergencies.  The 
time  for  doing  them  is  entirely  optional. 
Hence  that  environment  and  occasion 
should  be  chosen  that  seems  to  offer  the 
best  chances  of  success.  If  the  condition 
is  a recent  lesion,  repair  should  not  be  at- 
tempted until  all  evidences  of  infection 
have  subsided.  If  the  general  health  of 
the  patient  is  good,  resistance  will  be 
high,  healing  will  be  expedited  and  scar 
formation  minimized. 

Unless  the  lesion  is  relatively  simple, 
multiple  stages  of  repair  are  preferable. 
All  scars  become  altered  with  time, 
although  massage  and  physiotherapy  de- 
crease their  adhesions  and  immobility. 
However,  contractions  are  always  to  be 
anticipated,  and  they  will  alter  in  some 
respect  the  appearance  of  the  recent  cor- 
rection. Especially  is  this  true  in  the 
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neighborhood  of  the  lower  lid,  where  eleva- 
tion of  its  margin  must  always  be  done  in 
excess,  otherwise  the  resulting  contraction 
will  produce  a disfiguring  ectropion  that, 
if  severe,  can  lead  to  drying  and  ulcera- 
tion of  the  cornea. 

In  plastic  surgery,  anesthesia  by  nerve 
block  is  always  to  be  preferred,  or  if  that 
is  not  feasable,  by  tissue  infiltration.  The 
latter  has  the  disadvantage  of  producing  a 
local  edema,  that  may  interfere  with  good 
coaptation  of  the  wound,  and  thus  delay 
healing,  or  even  increase  scar  formation. 
One  per  cent  novocain  is  sufficient,  and 
the  rule-of-thumb  method  of  adding  one- 
half  as  many  drops  of  1:1000  adrenalin, 
as  c.c.  of  the  solution  employed,  makes  a 
dilution  of  approximately  1 :30,000,  which 
is  sufficient  for  the  average  case.  For  ex- 
tensive repairs,  especially  in  highly  sensi- 
tive patients,  the  intravenous  use  of 
amytal,  may  be  the  future  anesthetic  of 
choice. 

While  the  abundant  blood  supply  of  the 
face  enables  it  to  throw  off  considerable 
infection  and  materially  assists  healing,  no 
aseptic  precautions  should  be  elided.  The 
end  sought  being  cosmetic  perfection, 
every  possible  aid  should  be  adopted  to 
lessen  the  likelihood  of  unsightly  scar 
formation.  Where  incisions  can  follow 
the  Langer  lines  of  tension  or  natural  folds 
of  the  skin,  the  results  are  less  noticeable. 
When  made  above  the  orbit,  they  can  be 
placed  in  the  brow,  and  their  future  con- 
spicuousness be  greatly  lessened. 

The  skin  surface  is  first  cleaned  well 
with  soap  and  water,  followed  by  vigorous 
rubbing  with  benzene  or  high  test  gasoline, 
to  dissolve  off  fatty  substances.  Ether 
evaporates  too  rapidly  for  this  purpose, 
and  where  patients  have  taken  it  before, 
they  are  liable  to  become  panicky  when  it 
is  used  on  the  face.  Real  sterilization  is 
done  with  3 per  cent  iodine,  or  better  5 per 
cent  picric  acid  in  alcohol.  If  iodine  is 
used,  the  surface  must  be  absolutely  dry, 
as  in  the  presence  of  moisture  its  antisep- 
tic action  is  greatly  impaired.  Also  it 


must  be  allowed  to  quickly  and  completely 
evaporate,  lest  it  produce  a blister  that 
may  invite  surface  infection,  and  cause 
additional  scar  formation. 

Whenever  possible,  defects  of  the  face 
should  be  covered  by  the  adjacent  skin,  as 
it  is  similar  in  color  and  texture  to  that 
replaced,  will  heal  more  rapidly,  and  gives 
a more  natural  appearance  than  when 
transferred  from  a distant  portion.  For 
the  general  orbital  region,  flaps  from  the 
temple  are  available,  and  the  resulting 
scar  is  not  so  conspicuous  as  when  taken 
from  the  forehead.  The  temple  area  has 
an  abundant  blood  supply,  and  if  a large 
transfer  is  desired,  it  can  be  cut  to  in- 
clude the  temporal  artery.  These  pedicle 
flaps  reach  the  area  about  the  eyes,  and 
can  provide  good  cosmetic  and  functional 
results.  The  prime  thing  to  avoid  is  any 
form  of  traction  acting  away  from  the  lid 
edges,  as  it  will  later  interfere  with  their 
proper  closing.  Moreover,  if  an  artificial 
eye  is  to  be  worn,  such  contraction  may 
make  its  retention  impossible. 

When  desirous  of  covering  large  defects, 
and  at  the  same  time  make  no  additional 
local  scars,  the  method  advocated  by  Ferris 
Smith  may  be  used.  A vertical  band  of 
skin  is  loosened  on  the  upper  arm,  the  raw 
surface  joined  together  so  as  to  form  a 
tube,  and  left  in  position  until  it  has  ac- 
quired sufficient  blood  supply.  The  distal 
end  is  then  detached  and  secured  into  the 
face  or  orbit,  with  the  arm  fixed  in  position 
by  plaster  until  the  transplant  adhere. 
However,  as  this  skin  is  thicker  and  gen- 
erally lighter  in  color  than  the  face,  it  is 
preferable  to  build  up  the  orbital  region 
with  such  tissue  as  is  adjacent,  and  if 
necessary  use  the  flap  from  the  arm  to 
cover  secondary  defects  in  some  less  con- 
spicuous position.  Flaps  should  not  be 
taken  from  the  anterior  or  lateral  sur- 
faces of  the  neck,  as  a disfiguring  scar 
always  remains,  and  its  liability  to  keloid 
formation  is  very  imminent. 

Rough  handling  of  tissues  is  to  be  care- 
fully avoided,  as  it  interferes  with  their 
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subsequent  nutrition,  increases  the  likeli- 
hood of  failure,  and  produces  excessive 
scarring.  The  pedicles  of  all  flaps  should 
be  as  large  as  possible  to  include  the  maxi- 
mum blood  supply.  If  there  is  any  doubt 
as  to  its  subsequent  nourishment,  the  de- 
layed transplant  method  should  be  adopted. 
Here  the  flap  is  turned  up,  and  after  all 
bleeding  is  stopped  it  is  carefully  sutured 
back  into  its  bed.  This  augments  the 
blood  supply  through  the  base,  and  at  the 
same  time  assures  nutrition  of  its  tip.  A 
week  later  it  can  be  lifted  and  placed 
where  desired.  In  all  manipulations  the 
skin  should  be  grasped  with  instruments 
only  on  its  under  surface,  in  order  to 
avoid  later  epithelial  necrosis.  Also  it  has 
been  found  to  suffer  less  traumatism  when 
cut  by  a thin  sharp  knife,  than  when  sec- 
tioned by  scissors.  Incisions  made  obliqely 
to  the  skin  surface  offer  no  advantages 
over  the  ordinary  method,  as  they  are 
more  difficult  to  coapt  accurately  with 
sutures,  and  produce  as  much  subsequent 
scar. 

The  ability  of  grafted  skin  to  adhere 
after  transfer  from  another  seems  to  obey 
the  general  rule  of  blood  grouping  in  its 
compatibility.  When  taken  from  a mem- 
ber of  the  same  group  it  is  most  apt  to  be 
successful.  When  from  a non-compatible 
individual,  it  has  little  chance  of  growth. 
Naturally  the  base  to  which  it  is  trans- 
ferred must  be  healthy  and  dry. 

When  necessary  to  build  up  the  site  on 
which  to  later  place  a transplant,  the 
transfer  of  loose  fat  is  seldom  satisfac- 
tory. It  has  been  found  to  have  little  re- 
sistance to  infection,  it  necroses  readily, 
and  will  liquify  and  escape  through  what- 
ever openings  are  available.  Even  should 
it  remain,  this  fat  eventually  becomes  con- 
verted into  connective  tissue,  which  later 
undergoes  the  regular  scar  contaction. 

If  it  is  necessary  to  fill  out  defects  of 
soft  tissues,  and  there  is  nothing  available 
locally  for  transfer,  fascia  lata  can  be 
either  packed  into  the  cavity,  or  used  as  a 
single  sheet  as  desired.  It  seldom  necroses, 


and  later  undergoes  very  little  shrinkage. 
For  replacing  losses  of  bony  parts,  sec- 
tions of  costal  cartilage  buried  in  sub- 
periosteal pockets  adhere  immediately,  and 
give  excellent  and  permanent  results. 
Implantations  of  decalcified  bone,  calf 
cartilage,  celluloid,  ivory,  various  metals, 
and  other  foreign  substances  are  so  sel- 
dom successful,  as  to  constitute  surgical 
curiosities. 

The  use  of  paraffin  under  the  skin  by 
any  method  is  only  mentioned  to  bestow 
upon  it  an  unqualified  condemnation.  1 
know  of  no  more  difficult  or  disagreeable 
task  than  to  attempt  its  removal  after 
becoming  diffused  through  the  tissues,  and 
the  result  is  usually  worse  than  the  condi- 
tion for  which  it  was  originally  given. 
These  unsatisfactory  or  even  disastrous 
results  of  paraffin  injections  have  been  so 
frequently  demonstrated,  that  anyone  using 
it  today  is  liable  to  suit  for  malpractice. 

For  cosmetic  results,  skin  stitches  on 
exposed  areas  should  never  be  left  at  a 
tension,  as  around  each  there  occurs  a 
local  necrosis  that  causes  an  excessive 
production  of  scar.  For  this  reason  it  is 
better  that  the  skin  be  undermined  away 
from  the  incision,  and  brought  together  in- 
dependently of  the  subjacent  tissue,  with 
the  sutures  tied  so  as  to  produce  slight 
eversion  of  the  cut  edges.  As  a further 
precaution  against  tension,  Ferris  Smith 
uses  strips  of  gauze  fastened  by  collodion 
across  the  wound.  These  by  their  contrac- 
tion will  tend  to  further  relieve  the  suture 
line. 

Keloid  formation  is  the  constant  menace 
to  plastic  or  cosmetic  results,  and  its  inci- 
dence is  greatly  increased  by  tension  plus 
mobility.  Ample  dissection  of  flaps  used  to 
cover  defects  will  obviate  the  necessity  of 
tension,  and  where  the  liability  to  movement 
is  constant,  plaster  reenforced  dressings 
may  be  used  until  the  parts  are  well  healed. 
The  only  treatment  we  have  for  keloids  is 
one  of  prophylaxis — by  the  avoidance  of 
tension  on  the  edges  of  the  incision,-  and 
prevention  of  movement  of  the  healing  area. 
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After  the  suture  line  is  completed,  all 
transplants  and  plastic  repairs  should  be 
liberally  covered  with  a bland  sterile  oint- 
ment, and  as  a further  precaution  the  first 
layer  of  dressings  should  be  paraffin  gauze. 
This  is  non-adherent,  and  hence  will  not 
jeopardize  the  suture  line  when  removed. 
Also,  irrespective  of  the  type  or  amount  of 
exudate,  it  can  soak  through  without  drying, 
and  be  absorbed  by  the  overlying  dressing. 
This  is  then  covered  by  cotton,  and  a ban- 
dage firmly  applied.  If  the  bandage  is  too 
loose,  the  transplant  will  either  slip  or  be- 
come floated  off  by  the  serum  or  blood 
collected  beneath.  Also  it  is  preferable  to 
apply  the  bandage  from  the  pedicle  towards 
the  distal  end  of  the  flap,  as  this  tends  to 
force  out  whatever  accumulations  may  be 
present,  and  thus  favor  more  rapid  adhe- 
sion to  its  base.  When  greater  immobility 
is  desired,  melted  paraffin  can  be  poured  or 
painted  on  to  any  thickness  desired,  with 
fresh  layers  of  bandage  added  while  it  is 
still  soft.  This  fuses  the  entire  covering 
into  one  reenforced  dressing,  that  is  clean, 
firm,  comfortable,  and  easily  removed. 

Free  transplants  should  be  inspected  on 
the  third  day.  If  this  is  delayed  until  the 
fifth  or  sixth,  any  exudate  collected  beneath 
may  do  considerable  damage.  If  dressings 
are  removed  too  soon,  i.  e.,  before  union  has 
formed,  the  transplant  may  become  moved 
sufficiently  to  destroy  its  adhesions,  and 
necrosis  may  occur  before  more  can  be 
formed. 

With  pedicle  flaps,  dressings  should  be 
changed  within  twenty-four  hours.  Stitches 
should  be  partially  removed  on  the  third 
day  and  all  be  out  by  the  fifth.  If  left  in 
later,  scarring  may  be  increased.  Care 
must  be  taken  to  insure  that  mattress 
sutures  on  which  there  is  considerable  ten- 
sion, cause  no  local  necrosis,  by  reenforcing 
them  with  a piece  of  rubber,  or  strips  of 
celluloid,  or  by  passing  each  through  a large 
button  that  takes  up  the  pressure  on  the 
skin.  Any  stitch  showing  an  area  of  hyper- 
emia should  be  immediately  removed,  and  a 
penetrating  antiseptic  applied. 


I am  convinced  that  direct  exposure  to 
the  sun  or  ultra-violet  light,  expedites  repair 
of  skin  lesions.  This  may  be  due  to  either 
the  local  hyperemia  produced,  or  the  aug- 
mented general  resistance  of  the  individual. 
This  exposure  should  be  made  at  every 
change  of  dressings,  beginning  with  ten 
minutes  daily,  and  increasing  in  accordance 
with  the  patient’s  tolerance.  When  healing 
is  sluggish  under  a bandage,  such  exposure 
and  drying  will  often  stimulate  epithelial 
proliferation  remarkably,  especially  of  the 
denuded  areas  from  which  Thiersch  grafts 
have  been  removed. 

DISCUSSION. 

Dr.  L.  W.  Long  (Jackson)  : I think  we  all 

appreciate  the  value  of  Dr.  Wilde’s  paper.  So 
far  as  I am  able  to  find  out,  it  is  the  advent  of  a 
new  thing  into  the  Medical  Society  of  Mississippi,, 
Dr.  Wilde  knows  what  he  is  talking  about  from 
the  results  he  gets,  and  we  can  learn  a great  deal 
from  him.  Ordinarily,  major  surgery  is  what  we 
classify  in  the  hospital  as  quick  surgery,  some- 
times emergency,  and  quite  frequently  not  a mat- 
ter of  choice;  it  has  to  be  done.  Whereas  plastic 
surgery  is  a matter  of  choice.  You  can  select  the 
time  and  method,  and  give  it  plenty  of  study 
beforehand,  and  can  be  prepared  to  do  it  as  you 
want  to.  I think  we  could  eliminiate  quite  a 
bit  of  need  for  p’astic  work.  In  ordinary  acci- 
dents where  cases  are  brought  into  the  hospital  I 
have  seen  many  sewed  up  with  ordinary  silkworm 
gut,  with  no  attempt  made  to  approximate  the 
edges  of  the  skin.  I think  we  can  eliminate  a 
lot  of  that  by  using  proper  sutures.  I feel  that 
with  chromic  catgut  you  will  get  five  times  the 
amount  of  reaction  around  the  suture  that  you 
will  around  plain  silk.  You  will  find  a large 
proliferation  of  giant  cells.  With  undyed  black 
silk,  if  it  is  a clean  case  you  need  have  no  hesi- 
tancy in  burying  it.  The  question  always  is 
whether  the  operation  is  really  indicated  and 
whether  the  method  is  safe  for  the  patient  and 
the  physician.  That  is  not  always  considered  in 
many  instances;  much  unnecessary  work  is  done; 
there  are  a great  many  quacks  in  the  business, 
and  as  a consequence  plastic  surgery  has  a more 
or  less  black  eye  in  many  instances.  I think  the 
pinch  graft  to  replace  denuded  areas  has  been 
more  successful  in  my  experience;  it  stands  up 
well  and  will  stand  quite  a lot  of  infection,  where- 
as in  my  hands  the  others  do  not  seem  to  do  as 
well.  Ultraviolet  rays  are  of  great  aid  on  all 
plastic  work,  stimulating  the  epithelium,  helping 
to  cover  the  area  in  a short  time.  Where  the 
lamp  is  used  do  not  use  too  much,  but  where  or- 
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dinary  sunlight  is  used  there  is  not  so  much 
chance  of  getting  into  trouble. 

Dr.  H.  R.  Fairfax  (Brookhaven)  I want  to 
congratulate  Dr.  Wilde  on  this  most  excellent 
paper.  He  has  covered  the  ground  very  well. 
There  is  one  word  of  warning  with  regard  to  this 
keloid  formation  mentioned  by  Dr.  Wilde.  As  an 
illustration,  especially  in  the  colored  race,  which 
is  susceptible  to  keloids,  I am  reminded  of  a 
woman  who  had  had  her  ears  pierced  for  ear- 
rings, and  she  developed  in  each  scar  a keloid 
about  the  size  of  a pea.  She  did  not  like  the 
look  of  them,  and  some  enterprising  young  doc- 
tor attempted  to  improve  the  condition  by  cutting 
them  off,  so  then  she  developed  keloids  about  the 
size  of  hen’s  eggs. 

Dr.  F.  H.  Hagaman  (Jackkson)  : My  experi- 

ence has  been,  so  far  as  contraction  of  the  scars 
is  concerned,  that  the  most  satisfactory  graft  is 
the  sliding  graft.  In  most  cases  it  has  given  me 
better  results  than  any  other  type. 

Dr.  A.  G.  Wilde  (closing)  The  question  of 
suture  material  is  of  primary  importance.  Or- 
dinarily for  skin,  I use  either  dermal  or  silk.  Der- 
mal is  artificial  silk,  and  is  made  with  the  idea  of 
combining  silk  and  silkworm  gut.  There  is  very 
little  gross  reaction  around  it.  Of  course  there 
is  microscopic  reaction.  If  left  in  too  long  it  will 
reach  a point  where  you  have  excessive  scar  for- 
mation. The  thing  to  avoid  is  traction  upon  the 
suture  line;  also,  when  the  line  of  incision  is 
brought  together,  eversion  of  the  cut  edge.  When 
you  finish  you  have  a beautiful  looking  incision. 
After  making  a whole  line  of  sutures  very  close 
together,  I pull  the  skin  up  a bit  with 
a little  hook — no  traction  whatever.  After  about 
five  days  you  should  have  a good  clean  scar.  As 
to  keloids,  as  Dr.  Fairfax  said,  you  take  them 
off  and  they  come  back  larger  than  ever.  They 
are  particularly  liable  to  occur  in  the  colored 
race.  They  have  an  overproduction  of  fibrous 
tissue.  You  seldom  get  them  in  the  white  race 
unless  you  have  traction  at  the  site  of  the  inci- 
sion. In  removing  keloids  we  have  nothing  that  is 
specific.  If  you  must  remove  it,  make  an  incision 
entirely  within  the  keloid,  suture  it  up  and  it  will 
not  proliferate  so  much.  Remove  as  much  as  you 
can,  working  entirely  in  this  hypertrophic  fibrous 
tissue,  and  re-suture.  In  this  way  you  may  get 
it  down.  You  may,  and  you  may  not.  Roentgen- 
ray  and  radium  seem  to  have  some  effect  on  this 
keloid  formation,  but  in  general  the  results  are 
not  brilliant.  Any  way  you  treat  them  you  have 
a long  and  arduous  proposition  before  you. 


THE  EARLY  DIAGNOSIS  OF  OPTIC 
ATROPHY.* 

M.  EARLE  BROWN,  M.  D.,* 

New  Orleans. 

It  is  our  privilege  this  evening  to  study, 
that  we  may  prevent  the  blindness  which  is 
the  inevitable  result  of  complete  atrophy  of 
the  optic  nerve,  the  delicate  fibres  of  which, 
when  once  destroyed  regenerate  no  more, 
its  causes  are  legion  and  its  treatment 
difficult.  We  must  then  consider  each  case 
of  optic  atrophy  as  potentially  one  of  blind- 
ness. It  is  defined  as  a condition  of  paleness 
of  the  optic  disc,  with  degeneration  of  the 
nerve  fibres  of  the  visual  pathway,  either 
by  direct  damage  to  the  neurone  or  by 
proliferation  of  the  supporting  structures, 
with  a permanent  and  progressive  defect  in 
the  visual  field,  generally  with  no  central 
scotoma,  and  with  a lowered  color  acuity 
threshold1  which  is  not  commensurate  with 
form  (white). 

There  are  two  types  of  optic  atrophy 
described  in  the  texts,  primary  and 
secondary.  The  first  type  is  often  called 
gray,  progressive,  spinal,  tabetic,  and  sim- 
ple atrophy,  it  usually  develops  without 
previous  inflammatory  signs,  and  is  due  to 
direct  damage  to  the  neurone.  Secondary 
atrophy  results  from  previous  inflammatory 
disease  causing  damage  to  the  neurone. 

A careful  study  of  the  fundus  with  the 
ophthalmoscope  reveals  the  pathology  con- 
cealed within,  being  a pathological  field 
observed  in  the  living  eye.  The  presence 
of  fibrous  tissue  and  its  arrangement,  the 
changes  in  the  blood  vessels,  the  size  and 
shape  of  the  disc  with  changes  in  the  nerve 
elements  best  seen  with  a red  free  screen 
determine  the  type  of  atrophy  being  studied. 
Syphilis  plays  the  leading  role  as  the 
etiological  factor.3 

Pallor  of  the  optic  disc  is  caused  by  the 
narrowing  of  the  capillaries  with  subse- 
quent emptiness,  also  by  fibrous  tissue  over 
the  disc  and  by  degeneration  of  the  nerve 

*Read  before  the  Orleans  Parish  Medical  Society, 
May  26,  1930. 
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elements  either  by  constriction  or  by  pro-  constitute  normal  vision,4  it  is  obvious  that 
liferation  of  its  supporting  structures,  a lowered  threshold  for  red,  e.  g.,  50  per 
however,  pallor  of  the  disc  per  se  is  not  cent  or  more  reduction  being  diagnostic  of 


diagnostic  of  atrophy,  as  it  is  observed  in 
cases  of  tubercule  of  the  nerve  head,  also  by 
deposits  of  calcareous  salts  in  the  disc,  and 
by  hyaline  bodies  in,  the  nerve  head. 

Visual  fields  are  of  the  concentric  con- 
tracted type  (tubular  fields)  with  90  per 
cent  visual  loss  or  more,  and  less  frequently 
with  re-entering  angles,  colors  being 
affected  first,  red  is  lost  before  the  others. 
Generally  there  are  no  central  scotomas, 
excepting  in  those  cases  produced  by  select- 
ive poisons,  and  in  secondary  atrophy  as  a 
result  of  disease  of  the  retina  or  choroid 
and  where  toxic  substances  are  in  the  blood 
stream.  Central  scotomas  produced  by  cen- 
tral cheroiditis,  or  retinitis  show  a change 
in  the  relative  size  of  objects  (retinal 
metamorphopsia)  blue  being  the  first  color 
to  disappear. 

Field  studies  although  of  paramount 
importance,  when  charting  the  percentage 
of  damage  to  the  neurone  or  its  sup- 
porting structures,  are  not  diagnostic 
of  optic  atrophy  unless  the  destruction  is 
permanent.  Hyperplastic  sphenoiditis2  also 
presents  concentrically  contracted  fields, 
tubular  in  character  with  as  much  as 
90  per  cent  visual  loss ; however,  the  colors 
are  commensurate  with  form,  therefore, 
green  having  the  shortest  wave  length  is 
often  completely  lost,  unlike  the  fields  of 
atrophy,  the  changes  are  not  permanent. 

As  the  visual  fields  are  generally  studied 
after  the  diagnosis  has  been  established  by 
noting  the  opthalmoscopic  changes  in  the 
fundus  it  becames  a valuable  guide  in 
determining  the  progress  of  the  disease. 
As  central  vision  fails  for  colors,  and 
especially  is  this  true  for  red,  before  it 
fails  for  form  (white)  the  authors  method 
of  using  the  color  acuity  test  offers  the 
only  early  diagnostic  sign  of  invasion  of 
the  neuro-epithelium  of  the  visual  pathway. 

As  a red  object  of  3 mm.  in  diameter,  a 
green  object  of  5 mm.  and  a blue  one  of 
7 mm.  must  be  recognized  at  6 meters  to 


an  invasion  of  the  ocular  neuro-epithelium, 
cannot  but  suggest  beginning  atrophy. 

As  many  of  the  sufferers  from  this  dis- 
ease consult  opthalmologists  after  it  has 
progressed  beyond  the  reach  of  therapy 
when  the  visual  loss  has  been  so  extensive 
that  the  perception  of  light  only  remains, 
it  behooves  us  to  pause,  briefly  if  you  may, 
in  an  effort  to  assist  others.  As  the  pro- 
longed ingestion  of  arsenic  is  known  to 
produce  atrophy  of  the  optic  nerve  by 
direct  action  upon  the  neurone,  and  as 
syphilis  being  the  greatest  single  etiological 
factor  in  the  production  of  the  disease,  as 
many  clinicians  employ  the  arsenicals  in 
the  treatment  of  syphilis,  it  is  obvious  that 
the  atrophies  follow. 

It  is  now  possible  to  determine  definitely 
whether  the  neuro-epithelium  of  the  visual 
pathway  is  involved  and  if  so  it  is  a most 
positive  contraindication  to  the  administra- 
tion of  the  arsenicals. 
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DISCUSSIONS. 

Dr.  Henry  Daspit  (New  Orleans)  : To  those  of 

us  doing  organic  neurology,  the  question  of  optic 
atrophy  is  a matter  of  immense  importance.  I am 
far  from  satisfied  personally  as  to  those  cases  who 
should  be  given  arsenicals  and  those  cases  where 
intravenous  arsenicals  are  contraindicated.  Dr. 
Brown’s  method  of  examination  as  far  as  the  use 
of  tryparsamid  is  concerned  is  certainly  very 
suggestive  of  the  desirability  of  avoiding  the  drug 
in  the  type  of  case  where  degeneration  of  the 
“neuro  - epithelium”  is  established.  Tryparsamid 
holds  far  more  danger  to  the  optic  nerve  than  any 
other  arsenical.  In  early  experimental  work  with 
tryparsamid  we  gave  extremely  large  doses  and 
had  little  involvement  of  the  optic  nerve.  Most  of 
the  unfortunate  results  have  occurred  in  indi- 
viduals who  have  been  passed  on  by  capable 
opthalmologists  as  showing  normal  discs  and  fields. 
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Repeated  rechecks  of  fields  and  discs  are  needed 
during  treatment.  We  cannot  be  too  cautious  with 
arsenicals;  they  should  be  avoided  in  instances  of 
obvious  optic  nerve  degeneration.  The  fact  that 
arsenic  does  produce  atrophy  is  without  doubt. 
Nevertheless,  we  must  remember  that  primary 
atrophies  occur  in  many  neuro-syphilitics  who  have 
never  received  arsenic. 

If  there  are  any  opthalmologists  present  who 
can  help  us  out  of  the  difficulty  as  to  when  arseni- 
cals are,  or  are  not,  to  be  administered  I would 
enjoy  hearing  from  them. 

Dr.  M.  Earle  Brown  (closing) : An  opthalmo- 

scopic  study  of  the  fundii  does  not  constitute  a 
complete  ocular  examination,  nor  does  the  recog- 
nition of  Snellen’s  test  type  letters  at  20  feet. 

One  must  be  able  to  determine  the  presence  of 
neuro-epithelial  involvement  in  the  visual  pathway 
before  administering  arsenicals. 

CORNEAL  ULCERS.* 

W.  LAUCH  HUGHES,  M.  D., 

Jackson,  Miss. 

Ulceration  of  the  cornea  is  one  of  the 
most  common  eye  affections,  and  due  to  its 
frequency  and  the  grave  consequencies  fol- 
lowing in  untreated  cases  it  ranks  among 
the  first  in  importance.  Even  in  the  cases 
that  are  treated  early  and  well  we  often 
get  very  serious  impairment  of  vision. 

Before  we  can  have  an  ulcer  of  the  cornea 
two  conditions  must  be  met.  First  we  must 
have  a break  in  the  continuity  of  the  epithe- 
lial layer  of  the  cornea,  and  second,  we  must 
have  an  infection  of  the  broken  surface. 

From  an  etiological  standpoint  corneal 
ulcers  may  come  from  either  an  internal  or 
external  cause.  Bv  far  the  greater  number 
come  from  an  ectogenous  cause  and  this 
route  will  have  our  special  attention.  Bac- 
teriologically  we  find  many  different  organ- 
isms, those  harbored  in  the  conjunctiva  usu- 
ally being  present,  but  often  a culture  from 
the  ulcer  will  be  negative  for  any  organism 
at  all. 

For  practical  purposes  we  shall  discuss 
corneal  ulcers  as  those  arising  from  primary 
and  secondary  causes. 

* Read  before  the  General  Session  at  the  Sixty- 
thiid  Annual  Session  of  the  Mississippi  State 
Medical  Association,  Vicksburg,  May  14,  1930. 


1- — Primary. 

(a)  The  most  common  ulcer  seen  in 
general  practice  is  that  due  to  traumatism. 
This  includes  those  due  to  wounds  from  for- 
eign bodies  or  to  retained  foreign  bodies 
such  as  cinders,  sand,  steel  dust,  rust,  chemi- 
cal burns,  irritation  from  growths  in  the 
lids,  ingrowing  lashes,  and  others  too  num- 
erous to  mention. 

Here  I would  like  to  mention,  particul- 
arly, the  damage  that  can  be  caused  by  a 
cinder,  small  piece  of  steel,  or  other  small 
foreign  bodies  becoming  embedded  in  the 
cornea  and  allowed  to  remain  for  two  or 
three  days.  These  cases  are  seen  very  fre- 
quently by  those  of  you  who  do  industrial 
work  and  as  you  know,  due  to  their  work, 
they  put  off  seeing  a doctor  as  long  as  pos- 
sible. When  they  do  come  in  we  find  the  for- 
eign body  well  embedded  with  a surround- 
ing area  of  ulceration  and  an  early  iritis. 
This  means  that  the  scar  left  by  the  ulcer 
will  cause  a certain  amount  of  visual  defect 
and  that  the  patient  will  be  disabled  from 
thiee  or  four  days  to  several  weeks  whereas 
he  should  have  lost  only  a few  minutes  if  he 
had  consulted  a doctor  at  once. 

(b)  Next  in  frequency  of  the  primary 
ulcers  is  the  small  marginal  ulcer  found  in 
the  aged,  in  the  debilitated,  and  in  the  mar- 
asmic  infant.  The  exact  cause  of  these 
ulcers  is  unknown  but  it  is  thought  to  be 
due  to  an  accumulation  of  uric  acid  salts 
in  the  body.  However,  we  do  know  that  in 
many  cases  a recurrence  can  be  prevented 
by  a proper  diet. 

There  are  other  types  of  primary  ulcers 
but  due  to  their  rarity  we  shall  not  discuss 
them  here. 

2. — Secondary  Ulcers. 

(a)  Probably  the  most  common  of  the 
secondary  ulcers  is  that  seen  accompanying 
catarrhal  conjuctivitis.  These  usually  occur 
along  the  margin  of  the  cornea  but  in  cases 
of  severe  conjunctivitis  may  be  central.  As 
a rule  these  ulcers  are  mild  and  the  prog- 
nosis is  good. 
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(b)  The  ulcer  accompaning  gonorrheal 
conjunctivitis  is  the  one  most  dreaded  by 
the  opthalmologist.  It  is  always  central  and 
leaves  more  or  less  permanent  visual  defect 
if  the  eye  itself  is  not  lost.  Thanks  to  the 
work  of  preventative  medicine  these  ulcers 
are  raely  seen  today. 

(c)  Secondary  ulcers  less  frequently 
seen  are  the  pneumococcic,  the  diphtheritic, 
and  those  accompanying  the  rarer  infections 
of  the  lids.  The  pneumococcic  or  serpigin- 
ous ulcer  when  seen  is  very  difficult  to 
handle  and  the  prognosis  is  always  doubtful 
due  to  its  intractability  and  slow  course. 

In  every  case  of  corneal  ulcer  our  prog- 
nosis to  the  patient  should  be  guarded.  In 
the  most  favorable  of  cases  the  ulcer  always 
leaves  a scar  with  a visual  defect  depending 
upon  its  size  and  location.  The  end  result 
may  be  a very  small  scar  out  of  the  field 
of  vision  or  on  the  other  hand  we  may  get  a 
perforation  of  the  cornea  with  a loss  of  the 
eye.  In  the  early  cases  under  proper  treat- 
ment we  will  usually  have  very  little  per- 
manent damage. 

As  a rule  these  ulcers  begin  in  the  outer- 
most layers  of  the  cornea  and  progress  in- 
ward. The  first  evidence  of  an  ulcer  is  a 
clouding  of  the  corneal  substance  with  a loss 
of  lustre  and  diminished  corneal  reflex. 
Following  this  we  get  an  absorption  of  the 
tissue  involved  and  a depression  of  the  area. 
We  are  usually  able  to  distinguish  a defin- 
ite roughness  of  the  surface  with  a dirty 
gray  color.  All  doubt  as  to  whether  there 
is  a break  in  the  surface  can  be  removed  by 
instilling  a drop  of  1 per  cent  mercuro- 
chrome  into  the  eye.  After  washing  off  the 
excess,  if  there  is  a break,  there  will  be  a 
definite  staining  of  the  area.  Due  to 
nature’s  effort  to  combat  the  infection  one 
of  the  first  signs  is  an  injection  of  the  cili- 
ary or  vessels  immediately  surrounding  the 
cornea.  This  congestion  soon  spreads  more 
or  less  to  the  entire  conjunctiva.  The  pa- 
tient complains  of  photophobia  or  sensitive- 
ness to  light,  of  a roughness  or  scratching 
of  the  eye  when  he  closes  the  lids,  and  usu- 
ally says  there  is  something  under  the  upper 


lid.  If  the  ulcer  is  of  several  days  duration 
he  complains  of  severe  temporal  headaches 
over  the  affected  side,  these  being  more  pro- 
nounced at  night.  There  is  a corresponding 
loss  of  vision  but  this  does  not  concern  the 
patient  so  much  since  due  to  the  photophobia 
he  keeps  his  eye  closed  or  covered  as  much 
as  possible. 

As  to  treatment,  first  remove  the  exciting 
cause,  where  apparent.  Here  let  me  say  a 
word  on  the  removal  of  foreign  bodies 
embedded  in  the  cornea.  It  is  not  only 
necessary  to  remove  the  body  itself  but  any 
rust  or  debris  left  by  it.  In  removing  these 
remember  that  the  cornea  is  probably  the 
most  sensitive  tissue  in  the  body  and  must 
be  handled  accordingly.  Don’t  try  to  re- 
move a cinder  without  first  desensitizing. 
This  can  be  done  easily  and  rapidly  by 
instilling  two  or  three  drops  of  4 per  cent 
cocaine  into  the  eye.  After  four  or  five 
minutes  the  foreign  body  can  be  removed 
and  any  debris  scraped  away  without  any 
pain  whatever. 

After  the  cause  has  been  removed  the 
classical  treatment  for  an  ulcer  of  the  cornea 
is  atropine  and  bandage.  We  usually  use  a 
1 per  cent  solution.  Atropine  puts  the  eye 
at  rest  and  the  bandage  prevents  irritation 
from  the  lids  and  excludes  the  light.  In 
the  use  of  atropine  two  warnings  are  in 
order,  namely,  be  sure  of  your  diagnosis 
as  the  clouding  of  the  cornea  and  loss  of 
corneal  reflex  may  be  due  to  a glaucoma  and 
atropine  might  mean  the  loss  of  an  eye. 
Second,  atropine  must  be  used  with  great 
care  in  the  aged  as  it  is  very  easy  in  these 
cases  to  set  up  a secondary  glaucoma.  Along 
with  the  above  treatment  thorough  elimina- 
tion must  be  had.  Personally,  I like  to  use 
a brisk  saline  repeated  about  every  third 
day.  I will  not  go  further  into  the  treat- 
ment of  these  cases  for  if  the  patient  does 
not  respond  to  this  treatment  within  24 
hours  he  should  be  seen  by  a competent 
opthalmologist. 

I have  tried  to  avoid  as  much  detail  as 
possible  in  this  paper  and  said  very  little 
about  treatment  as  my  object  has  been  to 
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aid  in  the  prevention  and  early  recognition 
of  these  cases  so  that  they  may  have  early 
and  proper  treatment  and  thus  diminish 
the  amount  of  permanent  visual  defect.  If 
this  paper  helps  to  do  this  in  just  one  case 
it  will  have  served  its  purpose. 

DISCUSSION. 

Dr.  A.  G.  Wilde  (Jackson)  : The  question  of 

ulcer  of  the  cornea  which  Dr.  Hughes  has  chosen 
is  important,  not  only  on  account  of  its  high  inci- 
dence, but  on  account  of  its  seriousness.  When 
we  see  an  irritated  eye  it  is  necessary  to  know 
whether  or  not  an  ulcer  is  there.  There  are  three 
conditions  localized  in  the  cornea.  The  first,  ulcer- 
ation in  which  there  is  a grayish  clouding  of  the 
cornea,  but  no  actual  loss  of  the  surface — that  is 
merely  infiltration.  Next  is  an  abrasion  of  the 
cornea,  actual  loss  of  substance,  no  infiltration,  and 
perfectly  clear.  The  ulcer  is  a combination  of  the 
two,  loss  of  substance  plus  an  infiltration.  In 
treatment  there  are  certain  things  to  be  borne  in 
mind.  The  tension  should  be  tested  with  the  fingers 
before  mydriatics  are  instilled.  The  various  anti- 
septics are  of  course  not  applicable  to  the  cornea, 
because  the  tissue  is  too  readily  destroyed.  A very 
small  applicator  with  phenol  can  be  used,  but  the 
zone  of  the  application  is  limited.  You  will  some- 
times find  pus  in  the  anterior  chamber  behind  the 
cornea.  That  does  not  mean  that  the  iris  is 
affected.  As  soon  as  the  external  irritation  is 
relieved  it  will  be  absorbed  and  you  will  have  no 
further  trouble.  There  is  danger  in  applying  any 
kind  of  mydriatic  in  ulcers  that  are  broad  and 
horizontal.  It  is  much  more  dangerous  and  much 
more  painful  than  when  they  are  deep.  A perfor- 
ating ulcer  is  not  so  serious. 

Dr.  L.  S.  Goudet  (Natchez):  I think  this 

paper  should  be  pretty  thoroughly  discussed.  It  is 
of  great  importance  to  the  ophthalmologist  as  well 
as  to  the  general  practitioner.  We  have  two  types 
of  chronic  ulcer  that  come  before  the  eye  man  con- 
tinually; the  phlyctenular  type,  which  we  see  so 
often  in  small  children,  the  fundamental  cause  of 
which  is  malnutrition;  then  the  other  type  seen 
in  the  aged,  usually  a pneumococcic  infection.  The 
ulcer  in  the  aged  not  only  shows  a pneumococcic 
infection  to  contend  with,  but  we  have  to  go  fur- 
ther and  look  to  the  general  condition  of  the 
patient.  That  type  is  usually  found  in  poorer 
people,  not  able  to  have  proper  diet;  we  generally 
find  also  there  is  a focus  of  infection.  My  ex- 
perience has  been  that  in  95  per  cent  of  these 
cases,  if  you  open  the  mouth  you  will  find  a dental 
condition  that  is,  or  may  be,  the  causative  factor. 
I do  a good  deal  of  clinical  work  in  the  city  hos- 
pital at  Natchez.  The  simple  treatment  of  these 
cases  does  not  seem  to  get  us  anywhere.  We  usu- 
ally have  to  send  them  to  the  dentist,  place  them 


on  a diet,  and  many  times  have  to  hospitalize  them 
for  weeks  at  a time  before  we  get  the  eye  cleared 
up.  In  the  phlyctenular  ulcer  of  children  the  treat- 
ment of  the  ulcer  alone  is  not  so  good,  although  of 
course  it  does  some  good,  but  we  have  to  seek  for 
the  infection.  Dr.  Hughes  brought  out  a point 
upon  which  I have  had  a number  of  discussions, 
as  to  whether  we  should  bandage  the  eye.  We  still 
have  differences  of  opinion  on  these  conditions. 
Some  men  think  we  should  not.  My  experience 
has  been  that  after  we  clear  up  an  eye  with  an 
ulcerative  condition,  it  should  be  bandaged,  because 
every  time  the  patient  opens  and  closes  his  eye  he 
is  rubbing  the  surface  and  making  the  condition 
worse.  I have  found  that  after  filling  the  con- 
junctival cavity  with  1/3000  solution  bichlorid 
ointment,  we  get  results.  In  conditions  of  the  con- 
junctiva where  there  is  no  corneal  ulcer,  I believe 
in  leaving  the  eye  open  and  treating  it  many  times. 
But  in  ulcer  I believe  it  should  be  bandaged.  Many 
people  object  to  that — they  do  not  like  to  wear  a 
bandage,  and  I think  such  cases  should  be  put  in 
an  institution. 

Dr.  W.  L.  Little  (Wesson)  : I notice  that  Dr. 

Hughes  mentioned  the  use  of  cocain.  I do  not  use 
cocain.  I am  a general  practitioner,  and  I have 
not  kept  cocain  in  the  office  for  years.  I use  novo- 
cain and  then  a modified  application  of  silver.  I 
want  to  know  if  he  finds  cocain  better  than  mor- 
phin. 

Dr.  George  P.  Sims  (Gulfport)  : In  regard  to 

the  treatment  of  infected  or  pneumococcic  ulcer. 
It  is  highly  essential  and  important  that  whatever 
is  used,  carbolic  acid  or  anything  else,  should  be 
brought  in  contact  with  the  infected  tissue.  That 
is  the  essential  thing.  I am  in  the  habit  of  doing 
that — curetting  the  ulcer  with  a small  sharp  curet 
and  they  applying  a boric  acid  solution.  Then  with 
a probe,  the  sort  used  for  dilating  the  tear  duct, 
I get  up  to  where  the  infected  material  is.  I 
mention  carbolic  acid  because  it  is  said  to  be  non- 
destructive to  healthy  tissue.  I always  get  good 
results. 

Dr.  Lauch  Hughes  (closing)  : I certainly 

appreciate  this  very  free  discussion.  In  answer 
to  Dr.  Little’s  question  as  to  why  I advocate  the 
use  of  cocain  rather  than  novocain.  It  infiltrates 
the  mucous  membrane  more  rapidly.  I have  not 
used  novocain  in  this  condition,  but  in  trying  to  use 
it  otherwise  I have  found  it  is  not  so  thorough. 
I want  to  have  the  cornea  absolutely  dead,  or  the 
patient  will  flinch.  The  use  of  cauterization  in 
these  ulcers  I do  not  think  much  of.  If  you  get 
your  ulcer  clean  I find  they  generally  clear  up  with- 
out cauterization.  When  I do  use  it  I use  just  a little 
iodine  applicator — so  far  I have  not  had  occasion 
to  use  any  other.  So  far  as  bandaging  the  eye  is 
concerned,  I do  not  think  you  can  make  an  absolute 
rule.  If  you  have  any  gonorrheal  infection  and 
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bandage  it,  you  will  bandage  up  that  pus  and 
secretion,  which  is  not  going  to  help,  and  if  you 
leave  it  open  it  will  continue  the  irritation.  You 
have  to  make  your  rule  according  to  the  patient’s 
condition  and  progress.  If  you  can  get  rid  of  the 
secretion,  keep  it  bandaged  and  all  is  well. 


NEURALGIA;  TIC  DOULOUREUX; 

TREATMENT  BY  INJECTION 
OF  QUININ  UREA.* 

W.  A.  LURIE,  M.  D„ 

New  Orleans. 

It  is  my  apparent  success  with  the  in- 
jection of  quinin  urea,  in  a small  series  of 
cases  which  have  come  under  my  treatment 
in  the  past  year,  that  prompts  me  to  make 
this  report  at  this  time.  It  may  be  that  a 
larger  series  of  cases  or  a longer  lapse  of 
time  may  prove  my  findings  incorrect. 
However,  the  relief  experienced  by  these 
few  patients  and  the  simple  method  em- 
ployed make  me  feel  that  the  relief 
which  can  be  so  easily  had,  should  not  be 
denied  the  numbers  who  suffer  from  these 
conditions. 

Neuralgia  is  a term  which  is  rather 
loosely  applied  to  include  all  types  of  pain 
more  particularly  involving  the  various 
areas  about  the  head,  most  often  the  jaws. 
The  pain  is  not  constant  in  character,  and 
varies  in  severity  from  a mild  twinge  or 
ache  to  a more  intense  seizure,  with  in- 
crease in  spasm  or  twitch,  and  greater 
pain.  By  greater  pain  is  meant  that  the 
pain  may  be  both  more  severe  and  longer 
in  duration,  and  more  frequent  in  its  onset. 
This  latter  type  of  case  may  merit  the 
classification  of  a true  tic  douloureux. 
These  cases  perhaps  develop  as  a result  of 
the  continuation  of  some  undiscovered 
lesion  of  apparently  minor  local  signifi- 
cence,  the  presence  of  which  initiated  the 
symptoms.  Because  of  the  uncertainly  of 
the  origin  of  these  symptoms  and  the 
frequent  oral  location  of  some  pathology, 
many  teeth  are  sacrificed  and  many  need- 
less other  operations  are  performed,  in  the 


*Read  before  the  Orleans  Parish  Medical  Society, 
May  26,  1930. 


area  of  the  distribution  of  the  fifth  cranial 
nerve.  The  typical  pain  classified  as  neu- 
ralgia involves  the  areas  of  distribution  of 
the  sensory  branches  of  this  nerve.  Usually 
only  one  set  of  nerves  or  one  branch  on  one 
side  is  affected.  This  is  not  absolute, 
though  exceptions  are  rather  rare. 

The  patient  with  a severe  neuralgia, 
approaching  the  major  type,  usually  pre- 
sents a rather  definite  history  of  onset  of 
symptoms,  and  the  subsequent  train  of 
their  increasing  severity  and  constancy  in 
onset.  A sudden  severe  pain  or  a slight 
muscle  twitch  in  a definite  area  will  have 
been  noticed  always  to  follow  the  same 
irritant  or  to  occur  quite  regularly  after 
some  often  normal  necessary  act.  These 
painful  attacks  have  been  known  to  follow 
the  mastication  of  food,  to  recur  at  a cer- 
tain period  of  the  day,  or  at  a definite  time 
after  eating.  This  has  often  led  to  the 
removal  of  teeth  on  the  affected  side,  for 
the  relief  of  the  pain,  even  though  such 
teeth  present  no  cavities  or  abnormalities 
of  any  character;  a practice  which  cannot 
be  too  severely  condemned.  Such  patients 
are  most  often  made  worse  instead  of 
better,  for  the  protecting  element  of  the 
teeth  over  the  tissue  area  involved  is  lost, 
unless  the  protection  of  a denture  is  imme- 
diately had.  It  is  often  the  topical  irrita- 
tion which  causes  a subsequent  increase  of 
the  pain  incident.  Another  fact,  which  is 
lost  sight  of  after  the  wholesale  extraction 
of  teeth  for  this  condition,  is  that  the  loss 
of  teeth  permits  of  an  over-action  and  over- 
contraction of  the  masseter  muscles.  The 
inequality  of  the  action  of  this  pair  of 
muscles,  often  in  itself  may  be  a causative 
factor  of  facial  pains  and  neuralgia.  In 
such  cases  the  early  symptoms  soon  become 
more  pronounced  and  severe,  and  the  in- 
terval between  the  seizures  materially 
shortened.  Even  the  length  of  time  of  the 
attack  may  be  increased. 

The  typical  neuralgic  seizure  cannot  be 
easily  described  because  of  the  great  vari- 
ation in  the  type,  degree  and  location  of 
symptoms.  However,  there  is  a constancy 
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in  them  to  this  degree;  a sudden  pain  or 
muscle-twitching  in  a given  area,  which 
lasts  a definite  time,  regularly;  and  which 
is  followed  by  a lesser  or  greater  degree  of 
soreness  over  the  same  area  after  the  spasm 
or  pain  has  subsided.  The  whole  attack 
may  last  but  a few  seconds,  or  it  has  been 
known  to  last  for  hours.  In  this  series  of 
cases  the  acutely  painful  seizures  lasted  as 
long  as  eight  minutes  while  soreness  was 
experienced  almost  constantly.  The  seizures 
vary  from  occasional  to  daily  or  hourly  or 
even  oftener.  The  continuation  of  these 
severe  symptoms,  in  the  face  of  treatment 
for  their  relief,  merits  the  classification  of 
the  case  one  of  a major  neuralgia  or  tic 
douloureux.  Most  of  these  patients  are  over 
40  years  of  age,  although  cases  do  develop 
in  younger  people. 

The  treatment  of  neuralgias  of  both  the 
minor  and  major  type  is  rather  unsatisfac- 
tory as  is  indicated  by  the  long  list  of 
medicines  used  for  this  purpose.  The  sur- 
gery so  often  resorted  to  is  not  without  its 
dangers,  and  a procedure  which  is  not  to 
be  undertaken  without  a serious  weighing 
of  the  benefits  which  results  for  the  risk 
taken.  For  this  reason,  less  dangerous 
methods  of  treatment,  endeavoring  to  de- 
stroy or  lessen  the  sensitivity  of  the  sensory 
nerve  trunk  have  been  undertaken.  Of  the 
most  common  procedures,  that  of  the  injec- 
tion of  95  per  cent  alcohol  into  the  nerve 
trunk  and  even  into  the  Gasserian  ganglion 
has  attained  prominence.  This  method  is 
not  without  its  dangers  and  its  train  of 
disastrous  sequelae.  Chief  among  these  is 
the  fact  of  a sensory  paralysis  following 
the  injection,  which  may  be  distributed 
over  the  area  of  the  branches  of  the  nerve 
injected  or  over  the  entire  area  controlled 
from  the  ganglion.  This  loss  of  sensation 
adds  to  the  dangers.  The  insensibility  of 
the  eye  ball  is  a potent  danger.  A foreign 
body  may  become  lodged  in  the  eye  without 
sensation,  thus  encouraging  infection.  Such 
an  infection  is  the  more  severe  because  of 
the  trophic  disturbance  which  result  from 
the  injection.  Such  accidents  often  end  in 
the  loss  of  an  eye. 


The  pathology  underlying  these  condi- 
tions has  not  been  found  to  be  constant. 
However,  all  treatment  has  been  directed 
to  the  destruction  of  the  sensory  nerve 
fibres  to  the  area,  or  to  stimulate  fibrosis. 
It  was  this  thought  which  prompted  me  to 
use  quinin  urea  in  these  conditions,  to 
encourage  a non-pathological  fibrosis.  It  has 
been  my  observation  that  in  making  local 
injections  for  oral  operations  about  this 
area,  that  local  anesthetics  injected  into 
these  areas  only  had  a very  transient  effect. 
However,  this  was  not  true  of  quinin  urea. 
Quinin  urea  in  1 per  cent  sterile  solution  by 
means  of  a long  fine  needle  was  therefore 
first  injected  into  the  space  just  back  of  the 
malar  process.  The  injection  was  done  per 
ora  using  the  malar  process  and  border  of 
the  alveolar  process  as  landmarks,  and  in- 
jecting upward,  backward  and  inward.  The 
injection  is  made  slowly  and  the  point  of 
the  needle  moved  frequently.  This  allows 
a greater  distribution  of  the  solution  over 
a larger  area,  and  lessens  the  possibility  of 
depositing  any  quantity  of  the  solution  into 
a vessel  in  this  very  vascular  area.  It  has 
been  my  experience  that  following  the  first 
injection  there  will  be  considerable  swell- 
ing which  will  appear  almost  immediately. 
However  the  patient  will  experience  a sense 
of  relief  from  pain.  While  this  relief  is 
comparative  at  first,  it  will  be  found  to 
become  absolute,  and  to  last  longer  after 
each  subsequent  injection.  One  must  allow 
time  for  the  desired  fibrosis  to  take  place. 
This  action  may  have  this  happy  effect  on 
the  perineural  tissues,  without  the  de- 
structive irritating  effects  of  the  alcohol 
injections.  In  making  the  injection,  the 
attempt  is  made  to  reach  the  area  of  the 
branch  of  the  nerve  affected.  If  the  symp- 
toms indicate  an  affection  of  the  mandibular 
division  the  injection  is  made  more  in  a 
backward  direction,  while  if  ocular  or  in  the 
maxilla,  more  upward  and  inward. 

The  anesthesia  following  these  injections 
is  only  slight  and  such  as  follow  ordinary 
oral  operations  and  the  blocking  of  the 
nerve  to  the  area.  There  is  no  disturbance 
of  the  senses  of  taste  or  smell.  The  patient 
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is  not  required  to  discontinue  his  work. 
Often  after  the  first  injection  he  may  be 
found  markedly  improved.  It  will  be  early 
noted  the  seizures  are  less  frequent  and  less 
severe  than  before  the  injections.  These 
results  are  best  illustrated  by  recounting 
several  histories. 

CASE  REPORTS. 

Case  1.  Mrs.  A.  B.  was  referred  because  of  pain 
of  paroxysmal  character  which  had  existed  for 
more  than  two  years,  and  which  was  growing 
gradually  more  severe  in  spite  of  all  the  treatment 
that  had  been  given.  For  the  relief  of  this  con- 
dition, this  patient  had  submitted  to  the  removal 
of  all  her  teeth  on  the  left  side  in  both  jaws.  The 
pain  in  this  case  was  referred  more  particularly  to 
the  lower  jaw,  although  after  the  onset  of  a seizure, 
the  soreness  was  also  referred  to  the  maxilla  as 
well  as  to  the  mastoid  areas.  This  patient  had  lost 
much  weight  because  of  loss  of  sleep  and  inability 
to  eat,  for  mastication  would  bring  on  a seizure. 
This  patient  would  have  from  four  to  six  attacks 
in  24  hours  lasting  about  two  minutes  followed  by 
about  a half  hour  period  of  sorness.  In  a period 
of  ten  weeks,  this  patient  received  six  injections, 
with  decrease  in  pain  and  increase  in  rest  intervals 
between  each  injection.  There  has  been  no  pain 
since  the  last  injection,  which  was  given  in  last 
November.  Up  to  this  time  the  patient  reports 
herself  well. 

Case  2.  Mr.  C.  C.  was  referred  to  me  last 
November  because  of  a left  sided  neuralgic  pain 
with  muscle  spasm,  followed  by  soreness.  Seizures 
would  come  on  once  daily,  about  7 P.  M.  and  were 
characterized  by  about  two  minutes  of  sharp  agon- 
izing pain,  centralized  under  middle  of  zygomatic 
process,  followed  by  several  hours  of  pain  in  the 
left  eye  and  over  an  area  described  as  covering 
that  of  all  the  upper  molars  on  that  side.  There 
was  a constant  soreness  of  the  entire  left  side  of 
the  face  and  head.  Examination  revealed  a tender 
spot  in  the  mouth  in  the  position  from  which  the 
molars  were  extracted.  There  were  no  pathological 
changes  noted  on  the  dental  roentgenogram  of  the 
area.  Local  applications  were  made  and  general 
treatment  administered  with  only  very  temporary 
relief  until  January  when  the  first  injection  of 
2 c.c.  of  a 1 per  cent  solution  of  quinin  urea  was 
made  per  ora  into  the  area  previously  described. 
There  was  immediate  and  marked  swelling  of  the 
left  side  of  the  face,  with  relief  of  pain.  This 
patient  received  four  injections  over  a period  of 
seven  weeks,  and  now  has  been  free  from  pain 
since  the  last  injection  early  in  March.  This 
patient  has  also  gained  in  weight,  having  previ- 
ously been  losing  continuously. 


Case  3.  Another  case,  still  under  treatment 
should  be  mentioned.  This  patient  at  present  is 
improved,  but  not  yet  sufficiently  so  to  be  classi- 
fied among  relieved  cases  that  bear  reporting. 
This  patient’s  seizures  were  of  the  most  severe  1 
have  ever  seen.  After  the  first  outcry  of  pain,  a 
muscle  twitching  of  the  corner  of  the  mouth  would 
begin,  and  be  followed  by  clonic  contractions  of 
all  the  muscles  of  the  face,  with  final  drawing  ot 
the  patients  head  sharply  to  the  affected  side. 
These  attacks  would  come  hourly,  day  and  night 
and  last  about  eighty  minutes.  An  attack  could  be 
brought  on  by  any  contact  within  the  mouth  on 
the  affected  side.  In  the  past  month  this  patient 
has  had  nine  injections,  the  interval  of  injection 
being  increased  as  relief  was  experienced.  The 
seizures  were  noted  to  be  less  after  the  first  in- 
jection, and  at  last  reports  there  were  several  days 
of  complete  relief  noted  between  injection  dates. 
There  was  an  early  reduction  in  the  daily  number 
of  seizures  to  three  in  24  hours  and  these  lasting 
but  two  minutes. 

CONCLUSIONS. 

In  conclusion  I want  to  say  that  I believe 
that  the  results  I have  observed  in  this 
short  series  of  cases  warrant  this  report  at 
this  time  so  that  a greater  number  of  cases 
can  be  brought  under  observation.  The 
injection  of  quinin  urea  in  the  treatment  of 
neuralgia  appears  to  be  a safe  procedure, 
and  one  giving  promise  of  happy  results 
without  the  dangers  of  the  use  of  more  toxic 
and  destructive  solutions  or  methods.  This 
form  of  treatment  need  not  require  oper- 
ating room  preparation  nor  hospitalization. 
The  injections  are  made  without  previous 
anesthesia  and  do  not  destroy  the  senses  of 
taste  or  smell  or  sensation  to  the  degree  of 
dangerous  possible  sequelae. 

DISCUSSION. 

Dr.  Z.  T.  Young  (New  Orleans)  : I want  to 

congratulate  Dr.  Lurie  on  this  most  comprehensive 
discourse  as  well  as  express  my  profound  appreci- 
ation for  the  privilege  of  observing  the  three  cases 
cited.  While  the  series  of  patients  considered  is 
too  limited  to  draw  any  definite  conclusions,  this 
particular  treatment,  quinine-urea  injections  per 
ora,  appears  to  offer  at  least  the  prospect  of  a 
comparatively  safe  mode  of  attack  in  this  distress- 
ing condition.  It  sounds  a new  note  in  an  age-old 
disease  which  continues  to  sorely  harass  humanity 
and  may  be  the  rational  harbinger  of  hope  for 
many  sufferers  who  can  find  solace  and  beguiling 
security  only  when  under  the  influence  of  the 
delusive  poppy. 
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Among  numerous  methods  of  treatment  employed 
in  trigeminal  neuralgia,  it  seems  that  alcohol  injec- 
tions have  been  most  favored.  In  view  of  this,  it 
is  rather  remarkable  how  this  method  has  been  dis- 
cussed and  cussed,  principally  the  latter.  The  dis- 
tressing and  dangerous  sequaelae  ocular  manifes- 
tations of  all  these  unfortunate  patients  have  been 
laid  directly  at  the  door  of  alcohol  injection.  And 
not  without  good  and  sufficient  reason,  I dare  say. 

It  is  needless  to  deny  that  these  very  eye  symp- 
toms are  gigantic  pathological  problems  in  them- 
selves; of  frequent  occurrence,  often  defying  all 
available  methods  of  therapeutic  combat.  Indeed, 
it  might  not  be  altogether  amiss  to  call  your  atten- 
tion to  the  responsibility  of  the  opthalmologist  in 
those  too  numerous  cases  whose  eyes  become  in- 
volved; either  as  a result,  shall  we  say,  of  the 
disease  itself  or  of  the  alcohol  injection,  which 
latter  is  almost  always  blamed. 

Be  that  as  it  may,  eye  pathology  supervenes 
weeks,  often  months,  subsequent  to  the  apparent 
cure  of  the  neuralgia  by  alcohol  injection.  Sud- 
denly as  a cloud  from  blue  heaven  the  eye  becomes 
involved,  and  thereby  hangs  a tale  of  much  woe 
for  the  victim  and  the  unwary  eye  physician  con- 
cerned. 

The  eye  is  irritated  very  little  despite  the  gravity 
of  the  corneal  condition.  Ciliary  injection  is  pres- 
ent, but  the  eye  does  not  lacrymate,  and  the  patient 
states  he  has  no  pain.  These  two  symptoms  indi- 
cate beyond  a doubt  paresis  of  the  trigeminus.  The 
entire  region  supplied  by  the  first  branch  of  this 
nerve  is  anaesthetic. 

The  picture  presented  by  the  cornea  itself  is 
quite  peculiar;  its  center  is  dull,  opaque  and 
denuded  of  epithelium  far  toward  the  periphery, 
leaving  only  a narrow  strip  at  the  margin  which 


is  clear  and  covered  with  epithelium.  The  floor 
of  the  large  defect  is  cloudy. 

Thus  we  observe  that  in  peratitis  neuroparalytica 
the  center  of  the  cornea  first  becomes  dull,  then 
the  epithelium  begins  to  be  cast  off ; the  cloudiness 
increases,  the  floor  of  the  said  loss  of  substance 
becomes  more  or  less  gray  and  may  finally  become 
purlent.  The  course  is  extremely  slow,  it  is  to 
be  noted.  In  less  severe  cases,  the  corneal  epithe- 
lium may  remain  in  place,  lusterless  and  dry. 
When  it  has  once  been  cast  off  ulcerations  develop 
from  secondary  infection,  which  at  least  leave 
opacities,  but  usually  go  on  to  perforation  of 
cornea,  prolapse  of  the  iris,  with  serious  impair- 
ment, most  often  complete  loss  of  sight — And  this 
in  spite  of  all  known  methods  of  treatment. 

Dr.  Lurie  has  brought  out  several  points  which, 
to  my  mind,  suggest  the  vast  superiority  of  quinine- 
urea  injections;  viz: — 

(1)  The  small  quantity  of  quinine-urea  re- 
quired— 2-4  cc.  of  a non-toxic  substance. 

(2)  It  is  an  office  procedure,  not  requiring 
anaesthesia  of  the  area  injected. 

(3)  No  after-effects — either  shock  or  otherwise. 
Does  not  require  2 days’  hospital  confinement  and 
does  not  produce  either  anaesthesia  or  paralysis 
of  the  parts  3-6  months  thereafter. 

(4)  Complete  absence  of  eye  pathology — as 
described  above — at  least  in  that  patient  of  his 
under  observation  6 months. 

Dr.  Lurie  (Closing)  : I just  want  to  make  one 

remark  to  the  effcet  that  in  all  these  cases  exam- 
ination was  made  to  ascertain  whether  any  local 
source  of  pain  existed,  and  if  any  was  found,  the 
patient  was  given  the  opportunity  to  have  that 
corrected  before  injections  were  made. 
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OUR  PRESENT  KNOWLEDGE  OF 
ACUTE  ANTERIOR  POLIOMYE- 
LITIS: A REVIEW. 

ROBERT  A.  STRONG,  M.  D.,* 

New  Orleans. 

We  have  again  come  around  to  that  part 
of  the  calendar  year  when  the  incidence  of 
epidemic  poliomyelitis  reaches  its  annual 
peak.  There  is  nothing  with  which  we  have 
to  deal  in  the  practice  of  medicine  that  is  so 
disheartening  or  saddening  as  to  see  a 

*From  the  Department  of  Pediatrics,  School 
of  Medicine,  Tulane  University  of  Louisiana. 


perfectly  normal  child  almost  hopelessly 
crippled  for  life  by  this  disease.  Small 
wonder  that  it  has  been  a problem  which 
has  attracted  the  attention  of  many  of  our 
outstanding  investigators,  and  while  it  is 
true  that  as  yet  there  is  no  specific  treat- 
ment which  measures  up  to  what  we  think 
it  should,  the  progress  which  has  been  made 
is  altogether  encouraging. 

Doubtless  greater  progress  would  have 
been  made  towards  a solution  of  this  per- 
plexing problem  if  it  were  not  for  the 
fortunate  fact  that  epidemic  poliomyelitis  is 
a disease  of  comparatively  low  incidence. 
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The  material  for  study  has  been  conse- 
quently small,  and  it  has  been  difficult  to 
determine  easily  the  efficacy  of  the  several 
protective  measures  which  have  been  sug- 
gested in  recent  years. 

ETIOLOGY. 

Most  of  our  worthwhile  knowledge  dates 
from  the  epidemics  of  1907  and  1908,  which 
were  high  in  morbidity  and  mortality  but 
proportionately  fruitful  in  information.  It 
will  be  recalled  that  it  was  in  1909  that 
Landsteiner  and  Popper (1)  discovered  that 
poliomyelitis  could  be  communicated  to 
monkeys  by  the  intraperitoneal  inoculation 
with  a suspension  of  human  poliomyelitic 
nervous  tissue.  Soon  after,  Flexner  and 
Lewis (2)  showed  that  the  disease  could  be 
transmitted  indefinitely  from  animal  to  ani- 
mal. This  gave  us  our  first  evidence  that 
poliomyelitis  was  infectious  and  there  could 
be  no  other  conclusion  than  that  the  etiologic 
factor  is  a living  organism  that  multiplies 
in  the  tissue.  Microscopic  examination  of 
poliomyelitic  tissues  failed  to  reveal  any 
visible  microorganisms.  It  was  then  that 
the  conclusion  was  reached  that  it  was  an 
organism,  either  beyond  the  range  of  the 
microscope  or  that  it  was  of  such  a char- 
acter, that  it  would  not  take  a stain.  It  soon 
became  known,  however,  that  the  virus 
would  pass  through  Berkefeld  filters. 

The  next  step  in  the  effort  to  determine 
its  etiology  was  when  Flexner  and  Nogu- 
chi(3)  succeeded  in  growing  a minute  ana- 
erobic globoid  body  from  poliomyelitic  tis- 
sue. Later  they  were  successful  in  recover- 
ing these  bodies  after  passage  through  mon- 
keys. These  cultivation  experiments  were 
repeated  by  Smith<4)  and  Amoss(5)  found 
small  bodies  morphologically  identical  with 
the  Flexner-Noguchi  organism.  Later,  how- 
ever, Amoss(6)  failed  to  discover  any  im- 
munological relation  between  the  globoid 
bodies  and  the  filtrable  virus.  In  any  event, 
these  studies  have  failed  to  be  helpful  in  the 
control  of  the  disease. 

Several  investigators  endeavored  to  as- 
sociate a strain  of  streptococci  with  poliomy- 
elitis. Conspicuous  among  them  were  Rose- 


now<7),  Nuzum(8)  and  Mathers(9).  In  spite 
of  insistence  to  the  contrary  Bulk 10 ) has 
shown  that  none  of  the  streptococci  are 
capable  of  producing  experimental  poliomy- 
elitis. Smillie(11)  expressed  the  belief  that 
the  streptococcus  could  not  be  implicated  in 
the  pathology  of  the  disease,  and  that  it  was 
either  a frequent  contaminating  organism 
or  a secondary  invader.  Amoss  and  Eber- 
son(12)  later  found  that  the  serum  which 
had  been  developed  by  Rosenow  and  by 
Nuzum  and  his  co-workers  from  the  strain 
of  streptococci  suspected  had  neutralizing 
powers  neither  in  vitro  or  in  vivo  or  any 
therapeutic  property  in  monkeys. 

Notwithstanding  these  contradictory  re- 
sults, interest  was  awakened  in  the  use  of 
the  streptococci  serum  for  the  prevention 
and  treatment  of  poliomyelitis  So  Long, 
Olitsky  and  Stewart(13)  again  studied  the 
cultivation  of  poliomyelitic  tissues  to  deter- 
mine, if  possible,  the  source  of  the  strep- 
tococci which  had  been  suspected  of  being 
the  causitive  factor.  Their  investigation 
corroborated  the  conclusion  that  they  were 
nothing  other  than  agonal  invaders. 

In  rebuttal  of  these  findings  Rosenow<14) 
has  again  insisted  that  his  first  impressions 
are  correct.  For  the  present,  therefore,  the 
conflict  of  opposed  opinion  concerning  the 
streptococci  as  a cause  of  poliomyelitis 
leaves  the  question  unsettled.  In  the  mean- 
time, the  Council  on  Pharmacy  and  Chemis- 
try(15)  has  decided  to  refuse  to  accept  any 
poliomyelitis  antistreptococcus  serum  until 
more  evidence  of  its  usefulness  becomes 
available. 

DIAGNOSIS. 

Recent  studies  have  indicated  that  the 
only  truly  effective  treatment  for  poliomy- 
elitis is  convalescent  serum.  In  order  to  be 
effective,  however,  it  positively  must  be 
given  in  the  preparalytic  stage  of  the 
disease.  This  means  that  it  must  be  given 
during  the  first  five  days.  The  early  detec- 
tion of  poliomyelitis  is  absolutely  necessary 
in  order  to  accomplish  anything  with  con- 
valescent serum.  In  sporadic  cases  or  in  the 
early  days  of  an  epidemic,  the  diagnosis  of 
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the  disease  is  by  no  means  simple.  At  this 
season  of  the  year,  however,  every  physician 
should  be  on  the  alert  to  detect  symptoms 
which  are  usually  typical  in  the  first  few 
days  of  an  impending  poliomyelitis.  The 
symptomatology  has  been  described  in  many 
excellent  articles  in  text-books,  but  in  no 
place  has  it  been  outlined  better  than  in 
a communication  of  Avcock  and  Luther (16) 
who  reported  their  observations  in  106  cases 
in  the  Massachusetts  Epidemic  in  1927. 

They  summarized  the  symptoms  as  fol- 
lows : 

“The  child  seems  prostrated  to  a greater 
degree  than  the  temperature,  which  is  usu- 
ally under  102°F.,  would  indicate.  The  face 
is  flushed,  the  expression  is  anxious,  and 
there  is  frequently  pallor  about  the  nose  and 
mouth.  The  throat  is  mildly  infected,  but 
not  enough  in  itself  to  account  for  the  child’s 
condition.  The  pulse  is  usually  rapid,  out  of 
proportion  to  the  temperature.  The  rest  of 
the  physical  examination  is  negative,  except 
for  that  portion  which  deals  with  the  ner- 
vous system.  There  is  frequently  a rather 
coarse  tremor  when  the  child  moves,  which 
may  be  very  striking.  There  is  a distinct 
rigidity  of  the  neck;  however,  this  is  not  as 
marked  as  that  usually  seen  in  meningitis. 
The  patient  tilts  the  head  on  the  neck  but 
does  not  bend  the  neck  on  the  shoulders.  As 
a result,  the  head  can  be  brought  about  half 
way  forward,  when  resistance  is  encoun- 
tered, and  the  child  complains  of  pain.  More 
constant  and  more  characteristic  than  the 
stiffness  of  the  neck  is  a stiffness  of  the 
spine.  This  is  best  brought  out  by  having 
the  patient  sit  up  in  bed  and  try  to  bend  the 
head  down  onto  the  knees.  The  average 
child  ill  with  other  infections  is  very  flexible 
and  has  no  difficulty  in  doing  this.  If  these 
patients  bend  forward  at  all,  it  is  from  the 
hips,  with  the  spine  held  rigidly,  Many  of 
them  cannot  assume  a comfortable  sitting 
position  without  propping  themselves  up  on 
their  arms.  Anterior  flexion  of  the  spine 
often  causes  a drawing  pain  in  the  lumbar 
region.  Kernig’s  sign  is  not  usually  marked 
at  this  state,  but  the  deep  reflexes  are  fre- 
quently hyperactive  rather  than  diminished. 


as  they  are  later.  A cerebral  tache  is  almost 
always  present,  not  infrequently  becoming 
a purplish,  irregular  blotchy  line  a half  inch 
or  more  in  width.  It  is  the  presence  of  these 
signs  and  symptoms  which  justifies  a prob- 
able diagnosis  of  anterior  poliomyelitis  and 
calls  for  a final  step  in  the  diagnosis. 

The  next  step  is  the  exxamination  of  the 
spinal  fluid.  The  fluid  is  usually  under  mod- 
erately increased  pressure  (from  150  to  200 
mm.  of  water).  Misroscopically,  the  fluid  ap- 
pears to  be  clear,  but  when  viewe  by  trans- 
mitted light,  it  presents  a faint  haziness 
which  has  been  described  by  Zingher  as  a 
“ground  glass”  appearance.  There  is  an 
increase  in  cells,  usually  between  50  and  250, 
but  occasionally  as  high  as  700  to  800,  or  as 
low  as  20.  These  cells  may  early  be  largely 
polymorphonuclear,  but  later  are  lympho- 
cytes. There  is  an  increase  in  globulin.” 

TREATMENT. 

As  has  been  previously  suggested,  the 
only  treatment  which  approaches  a specific 
is  in  the  use  of  serum  obtained  from  patients 
who  have  had  the  disease.  There  have  been 
a number  of  epidemics  in  which  it  has  been 
used  from  which  conclusions  can  be  drawn 
as  to  its  value.  In  1927  Aycock  and  Luther 
used  it  in  the  Massachusetts  Epidemic  in 
106  patients  during  the  preparalytic  stage, 
and  only  one  of  these  patients  developed 
fatal  paralysis. 

Of  the  remainder,  64  per  cent  developed 
paralysis,  but  the  average  total  paralysis,  as 
well  as  the  severe  grades  of  paralysis,  were 
much  lower  than  in  untreated,  nonfatal 
cases  elsewhere  in  Massachusetts  during  the 
same  period. 

In  the  following  year  it  was  used  in  an 
outbreak  in  Baltimore  under  the  direction 
of  Amoss(17).  Thirty-three  cases  were 
treated  in  the  preparalytic  stage  and  of 
these,  twenty-five  were  discharged  without 
paralysis.  There  was  slight  paralysis  in  4 
which  disappeared  at  the  end  of  three 
months.  In  the  remaining  4,  the  paralysis 
was  slight.  In  the  same  epidemic,  25  were 
treated  after  the  onset  of  paralysis.  Five 
completely  recovered  in  three  months.  Four- 
teen had  severe  paralysis,  2 died,  and  the 
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remaining  cases  showed  slight  weakness  or 
no  report  was  received  after  they  left  the 
hospital.  In  9 cases  of  the  bulbar  type 
treated  with  convalescent  serum  only  2 died. 

These  statistics  would  suggest  the  great- 
est optimism  but  Amoss  reminds  us  that 
the  virulence  of  outbreaks  varies  consider- 
ably and  conclusions  should  not  be  reached 
until  comparisons  are  made  with  untreated 
controls  in  the  same  epidemic.  Neverthe- 
less, convalescent  serum  is  the  most  valuable 
treatment  that  is  known  at  the  present  time 
for  the  disease.  Unfortunately,  however,  the 
average  practitioner  is  confronted  with  the 
common  difficulty  which  applies  to  all  con- 
valescent serum — it  is  not  available  very 
often  when  it  is  most  needed. 

COLLECTION  OF  SERUM  FROM  DONOR. 

Serum  from  recently  recovered  cases  is 
recommended,  as  it  is  presumed  to  have  a 
greater  antibody  content.  In  a recent  com- 
munication Amoss(18>  states  that  he  has  col- 
lected serum  from  suitable  cases  three  or 
four  weeks  after  onset. 

He  describes  the  collection  of  serum  as 
follows : 

“Obviously,  the  donor  should  be  free 
from  infectious  disease  and  the  blood  Was- 
sermann  negative.  As  much  blood  as  can 
be  safely  withdrawn  (from  200  to  500  c.c. 
according  to  the  weight  of  the  patient)  is 
collected  in  sterile  centrifuge  tubes  or  con- 
venient sterile  flasks,  care  being  taken  to 
direct  the  stream  so  that  there  is  the 
minimum  amount  of  damage  to  the  red 
cells.  The  blood  is  allowed  to  clot  and  stand 
at  room  temperature  over  night.  The 
serum  is  drawn  off,  centrifuged,  and  inac- 
tivated at  56°  C.  (132.8°  F.)  for  one-half 
hour.  After  testing  for  sterility,  it  is  re- 
centrifuged, tested  for  sterility  and  placed 
in  20  c.c.  bottles  without  preservative. 
When  kept  continuously  in  the  ice-box,  the 
serum  is  probably  useful  for  one  year. 
Samples  of  serum  from  several  sources 
when  available  are  given  consecutively  in 
one  treatment.  In  emergency  cases,  the 
blood  may  be  withdrawn  from  the  donor 
into  a sterile  flask  containing  sufficient 
sodium  citrate  (chemically  pure)  to  prevent 


coagulation,  and  immediately  centrifuged 
and  the  plasma  used  for  intravenous  in- 
jection only.” 

AMOUNT  INJECTED. 

Since  at  best  only  weakly  immune  serum 
is  available,  correspondingly  larger  amounts 
of  serum  must  be  given.  Obviously,  the 
amount  of  serum  which  can  be  injected  in- 
traspinally  is  limited,  and  Draper  has 
called  attention  to  the  severe  reactions 
which  follow  the  intraspinal  injection  of 
large  amounts.  On  account  of  this  limita- 
tion and  for  other  reasons  about  to  be 
described,  Amoss  uses  the  combined  route  of 
intraspinal  and  intravenous  injections. 
Flexner  and  Amoss(19>  found  that  poliomy- 
elitis antibodies  in  the  blood  would  pass  into 
the  spinal  fluid  if  the  meninges  were  in- 
flamed, and  Amoss  and  Eberson(20)  showed 
that  the  disappearance  of  antibodies  from 
the  spinal  fluid  in  meningitis  proceeds  at  a 
slower  rate  if  immune  serum  is  also  injected 
intravenously. 

After  withdrawal  of  the  spinal  fluid  the 
needle  is  left  inserted  and  the  lumen  stopped 
with  the  stylet,  so  that  no  more  fluid 
escapes.  Samples  of  the  fluid  are  examined 
microscopically  and  chemically  within  seven 
minutes.  If  the  fluid  findings  and  clinical 
picture  warrant  the  diagnosis  of  acute 
poliomyelitis,  15  to  30  c.c.  of  serum  are 
given  immediately  and  very  slowly  intra- 
spinally,  and  the  needle  is  then  withdrawn. 
This  method  saves  time  and  a second  lumbar 
puncture  in  positive  cases.  The  patient  is 
placed  in  a comfortable  position  and  from 
50  to  100  c.c.  of  serum  are  injected  intrav- 
enously. The  injections  are  repeated  after 
twelve  hours  in  severe  cases.  If  the  symp- 
toms are  aggravated  and  the  respirations 
become  irregular  or  rapid  and  shallow, 
another  lumbar  puncture  should  be  made 
immediately  and  the  excess  of  fluid  with- 
drawn. 

The  so-called  antipoliomyelitis  serums, 
obtained  from  horses  immunized  with 
streptococci  from  poliomyelitic  central  ner- 
vous tissues,  contain  no  neutralizing  power 
against  the  virus  when  tested  by  the  in  vivo 
method  of  Amoss  and  Eberson.  These 
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serums  therefore  cannot  be  considered  as 
having  specific  therapeutic  properties. 

As  has  been  previously  suggested,  the 
availability  of  convalescent  serum  has  been 
the  chief  drawback  to  its  use.  Several 
medical  centers,  however,  have  taken  the 
occasion  to  prepare  for  outbreaks  in 
advance.  Donors  have  been  located  and 
arrangements  have  been  made  for  procur- 
ing blood  from  them  when  and  if  required. 
No  review7  of  this  subject  would  be  complete 
without  mention  of  the  splendid  work  that 
Governor  and  Mrs.  Franklin  Roosevelt  are 
doing  at  Warm  Springs,  Georgia.  Governor 
Roosevelt  has  a particularly  sympathetic 
interest  in  poliomyelitis,  because  of  his  own 
misfortune  in  acquiring  the  disease  about 
fifteen  years  ago.  He  and  Mrs.  Roosevelt 
established  the  Georgia  Warm  Springs 
Foundation  for  the  rehabilitation  of  the 
little  victims  of  this  disease.  In  addition  to 
occupational  and  physical  therapy  and  or- 
thopedic treatment,  their  little  charges  are 
educated  and  assisted  towards  becoming 
self-supporting.  Last  year  this  foundation 
shipped  a large  quantity  of  convalescent 
serum  to  the  Rockefeller  Institution  in  New 
York  City,  and  this  serum  was  distributed 
through  the  committee  on  poliomyelitis  of 
the  Academy  of  Medicine  in  New  York. 

It  is  to  be  hoped  that  some  day  a more 
generally  available  serum  will  be  perfected. 
This  will  not  be  done,  however,  until  the 
etiology  of  the  disease  is  definitely  settled. 
In  the  meantime,  every  effort  should  be 
made  to  diagnose  poliomyelitis  in  the 


preparalytic  stage,  in  order  that  convales- 
cent serum,  which  is  the  only  serum 
containing  viruscidal  or  neutralizing  anti- 
bodies for  the  virus  of  the  disease,  can  be 
used. 
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CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


INTESTINAL  OBSTRUCTION  DUE  TO 
WATERMELON  SEED. 

A.  L.  ANDERSON,  M.  D.,  and 
C.  W.  ANDERSON,  M.  D. 

Hernando,  Miss. 

I.  W.,  negro  male,  aged  56  years,  was 
first  seen  on  August  14,  1930,  complaining 
of  frequent  and  severe  tenesmus.  The 
patient  could  remain  on  the  bed  only  a 
few-  minutes  without  attempting  a stool. 
His  past  history  was  negative.  The  phy- 
sical examination  was  negative,  except  for 


a mass  in  the  right  lower  abdominal  quad- 
rant. A rectal  examination  revealed  sev- 
eral watermelon  seeds  near  the  rectal  ori- 
fice. Repeated  salt  solution  and  olive  oil 
enemas  were  each  time  productive  of  from 
15  to  20  seeds  and  temporary  relief.  On 
August  18,  rectal  examination  was  at- 
tempted and  hard  impaction  felt  about  two 
inches  from  rectum.  Under  general  anes- 
thesia, with  a rectal  speculum  and  long 
forceps  not  less  than  one  quart  of  water- 
melon seeds  were  removed.  The  patient 
made  a complete  recovery. 


Editorials 


257 


NEW  ORLEANS 

Medical  and  Surgical  journal 

Established  18H 


Published  by  the  Louisiana  State  Medical  Society 
under  the  jurisdiction  of  the  following  named 
Journal  Committee: 

H.  B.  Gessner,  Ex-Officio 
For  one  year:  S.  M.  Blackshear,  M.  D., 

H.  W.  Kostmayer,  M.  D.,  Chairman 
For  two  years:  W.  H.  Seeman,  M.  D., 

Randolph  Lyons,  M.  D.,  Secretary 
For  three  years:  John  A.  Lanford,  M.  D. 

EDITORIAL  STAFF 


John  H.  Musser,  M.  D Editor-in-Chief 

L.  S.  Lippincott,  M.  D Editor 

Willard  R.  Wirth,  M.  D. Editor 

H.  Theodore  Simon,  M.  D Associate  Editor 

Frank  L.  Loria,  M.  D. Associate  Editor 

D.  W.  Jones,  M.  D Associate  Editor 

H.  L.  Rush,  M.  D Associate  Editor 


COLLABORATORS— COUNCILORS 


For  Louisiana 
H.  E.  Bernadas,  M.  D. 
Daniel  N.  Silverman,  M.  ' 
C.  C.  DeGravelles,  M.  D. 
J.  B.  Benton,  M.  D. 

C.  P.  Gray,  M.  D. 

John  McKowen,  M.  D. 

D.  C.  lies,  M.  D. 

G.  M.  G.  Stafford,  M.  D. 


For  Mississippi 

J.  W.  Lucas,  ,M.  D. 
i.L-  L.  Minor,  M.  D. 

M.  W.  Robertson,  M.  D. 
T.  W.  Holmes,  M.  D. 

D.  W.  Jones,  M.  D. 

W.  G.  Gill,  M.  D. 

E.  M.  Gavin,  M.  D. 

J.  W.  D.  Dicks,  M.  D. 

D.  J.  Williams,  M.  D. 


Paul  T.  Talbot,  M.  D General  Manager 

1551  Canal  St. 

SUBSCRIPTION  TERMS:  $ 3.00  per  year  in 

advance,  postage  paid,  for  the  United  States;  $3.50 
per  year  for  all  foreign  countries  belonging  to  the 
Postal  Union. 

News  material  for  publication  should  be  received 
not  later  than  the  twentieth  of  the  month  preced- 
ing publication.  Orders  for  reprints  must  be  sent 
in  duplicate  when  returning  galley  proof. 

The  Journal  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor. 

Manuscripts  should  be  addressed  to  the  Editor 
1551  Canal  St.,  New  Orleans,  La. 


AMERICAN  HOSPITAL  ASSOCIATION 
MEETING. 

Two  months  ago  we  called  attention  to  the 
fact  that  the  American  Hospital  Association 
would  hold  its  convocation  in  New  Orleans 
the  week  of  October  20.  We  wish  to  repeat 
what  was  said  at  the  time,  that  this  is  one  of 
the  largest  and  most  comprehensive  medical 
meetings  held  in  the  country,  and  one  which 
will  be  of  great  assistance  to  those  who  are 
connected  with  hospitals  in  any  way,  be  they 
physicians,  nurses,  social  workers,  dietici- 
ans or  what  not.  As  a matter  of  fact,  the 
meeting  is  so  highly  educational  that  any 


physician  irrespective  of  hospital  affili- 
ations or  freedom  from  contact  with  hos- 
pital management  would  derive  benefits 
from  attending  the  sessions. 

The  last  of  the  week  preceding  the  big 
meeting  will  be  characterized  by  the  Annual 
Meeting  of  the  American  Protestant  Hospi- 
tal Association  as  well  as  gatherings  of  some 
smaller  organizations.  The  main  convocation 
commences  Monday  night,  at  which  time 
Governor  Long  of  Louisiana  and  Mayor 
Walmsley  of  New  Orleans  will  welcome  the 
participants  who  have  come  from  other 
localities.  Dr.  C.  G.  Parnell,  President  of 
the  American  Hospital  Association  will  re- 
spond. It  is  expected  that  the  organization 
will  have  the  good  fortune  to  hear  Mr.  Julius 
Rosen wald  of  Chicago,  a philanthrophist 
whose  name  is  well  known  throughout  this 
country,  but  who  rarely  speaks  on  public 
occasions.  On  Tuesday  night  at  the  Trustees 
Meeting,  which  will  be  presided  over  by  Mr. 
Charles  Rosen,  Governor  Graves  of  Ala- 
bama will  give  the  principle  address,  to  be 
followed  by  Dr.  Stewart  Roberts  of  Atlanta. 
Wednesday  evening  will  be  devoted  to  social 
activities,  including  a boat  trip  up  the  river, 
and  Thursday  evening  the  program  will  be 
conducted  by  various  nursing  groups.  The 
forenoons  of  each  day  will  be  given  over  to 
round  tables  at  which  various  problems  of 
hospital  management,  the  relation  of  the 
staff  to  the  hospital,  the  teaching  of  internes, 
and  so  on  will  be  informally  discussed.  The 
afternoon  sessions  will  be  given  over  to  the 
small  section  meetings,  when  such  sections 
will  meet  as  those  on  the  small  hospital,  the 
tuberculous  hospital,  social  service,  and 
nursing. 

The  various  committees  that  are  respon- 
sible for  the  excellent  program  that  has  been 
arranged  for  this  meeting  are  insistent  upon 
extending  a most  cordial  and  warm  invita- 
tion to  the  doctors,  nurses  and  social  work- 
ers of  the  State  of  Louisiana  and  Missis- 
sippi to  attend  all  the  meetings,  while  the 
evening  sessions  will  be  open  to  the  laity.  It 
hardly  seems  believable  that  any  of  those 
who  are  directly  responsible  for  hospital 
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management  will  miss  this’ opportunity  of 
meeting  with  others  throughout  the  coun- 
try interested  in  the  same  subject,  but  it 
would  seem  that  not  only  to  this  more 
special  group,  but  also  to  the  medical  pro- 
fession as  a whole,  a splendid  opportunity  is 
given  to  learn  about  a branch  of  medicine 
which  is  not  truly  scientific  but  which  from 
the  professional,  economic,  and  social  stand- 
point is  equally  important. 


FAREWELL  TO  SUMMER. 

The  increasing  coolness  of  the  air,  and 
the  gradual  disappearance  of  flowers,  the 
shorter  hours  of  daylight,  all  conspire  to 
indicate  that  fall  is  on  us  and  winter 
approaches.  The  vacation  season  is  fin- 
ished ; the  general  relaxation  of  effort  that  is 
universal  with  the  onset  of  warm  weather 
is  a thing  of  the  past,  for  this  year  at  least. 
Now  must  we  buckle  down  to  work,  to  hard 
and  sustained  effort.  The  problems,  which 
last  spring,  were  postponed  for  the  nonce, 
again  rear  their  heads  and  must  be  dealt 
with  now.  Some  of  these  may  be  merely 
local,  but  capable  of  arousing  intense  inter- 
est ; others  are  of  great  general  importance ; 
state  medicine,  industrial  medicine,  group 
practice,  governmental  philantrophy,  the 
curtailment  of  private  practice  are  ques- 
tions that  require  solution,  perhaps  not  in 
the  immediate  future  but  at  least  in  the  not 
far  distance. 

Summer  is  done.  Our  medical  societies 
are  starting  again,  hospital  staffs  are  recon- 
vening. The  medical  profession  is  facing 
the  future.  How  best  can  we  help  this  win- 
ter in  doing  our  share  to  elevate  ourselves 
and  to  advance  our  profession?  Does  not 
the  answer  to  this  question  seem  obvious? 
Could  a better  one  be  formed  than  by  reiter- 
ating that  a persistent  and  regular  attend- 
ance at  the  reopened  meetings  of  our  medi- 
cal societies,  a participation  in  their  activi- 
ties, and  a share  in  the  work  of  organized 
medicine  will  do  more  for  the  individual  and 
for  our  medical  group  than  any  one  measure 
that  comes  to  mind.  We  must  get  together, 


stick  together  and  possibly  fight  together  to 
maintain  our  present  position  of  independ- 
ence and  individualism.  Now  is  the  time  to 
cultivate  the  habit  of  regular  attendance 
at  professional  meetings  where  not  only  are 
we  instructed  and  taught,  and  in  turn  may 
help  to  teach  but  at  the  same  time  develop 
an  esprit  de  corps  which  will  enable  us 
to  work  together  most  successfully  for  the 
good  of  our  profession. 


NEPHROPTOSIS. 

The  recurring  cycles  of  attention  to 
various  diseases  and  disorders  which  is  so 
characteristic  of  medicine  and  surgery  is 
well  illustrated  by  the  recent  revival  of  inter- 
est in  the  movable  kidney  and  measures  for 
the  relief  of  the  condition.  It  was  not  so  many 
years  ago  that  the  diagnosis  of  nephropto- 
sis was  made  with  a surprising  frequency. 
Kidneys  which  could  be  barely  felt  just 
below  the  costal  margin  were  assumed  to 
be  abnormal  and  held  responsible  for  in- 
numerable vague  and  irregular  symptoms 
which  only  by  the  broadest  stretch  of  the 
imagination  could  possibly  arise  from  the 
organ  wandering  but  a few  inches  from  its 
bed.  As  a result  of  the  attitude  by  physici- 
ans, various  measures  were  employed  to 
anchor  the  kidney  where  it  was  believed  to 
belong.  These  procedures  varied  from  ex- 
tensive operations,  many  of  which  undoubt- 
edly permanently  injured  the  renal  tissue, 
to  so-called  medical  methods  which  depended 
upon  encasing  the  sufferer  in  intolerably 
tight  and  uncomfortable  belts  and  corsets. 
In  spite  of  these  various  forms  of  active 
treatment  the  patients  rarely  recovered  and 
in  fact,  if  operated  upon,  were  frequently 
worse  than  before  their  operations.  Gradu- 
ally a certain  scepticism  developed  concern- 
ing the  importance  of  the  movable  kidney 
as  a source  of  trouble.  Soon  the  pendulum 
swinging  far  to  one  side  and  the  diagnosis 
of  movable  kidney  was  considered  unintel- 
ligent and  operative  procedures  viewed  with 
abhorence. 
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With  the  advent  of  the  urologist,  bringing 
with  him  a gradually  increasing  number  of 
exact  methods  of  diagnosis,  the  concept  of 
the  harmlessness  of  a ptotic  kidney  began 
to  change.  This  specialist  has  shown  us 
that  the  movable  kidney  is  frequently  re- 
sponsible for  severe  local  symptoms  which 
in  turn  are  responsible  for  a host  of  nervous 
symptoms,  and  may  be  incriminated  as  the 
etiologic  factor  upon  which  may  be  hung 
the  general  symptoms  associated  with  infec- 
tion, occult  until  the  kidney  involvement  is 
revealed  by  thorough  study. 

The  diagnosis  established,  treatment 
should  correct  the  conditions  without  doing 
further  injury  to  the  organ.  Unfortunately 
most  of  the  operative  procedures  mulitate 
the  renal  parenchyma  or  produce  serious 
infections.  To  obviate  these  disconcerting 
possibilities  Deming*  has  devised  an  extra 
peritoneal  operation  which  he  has  used  suc- 
cessfully for  seven  years.  By  means  of  a 
series  of  fine  sutures  a basket  sling  for  the 
kidneys  is  so  formed  that  it  becomes  impos- 
sible for  the  organ  to  descend.  The  result 
of  the  treatment  in  the  relatively  small 
series  of  23  cases,  show  that  95  per  cent 
of  the  patients  were  cured  or  completely 
relieved  of  their  symptoms  and  these  indi- 
viduals had  been  completely  incapacitated. 
A most  conservative  surgical  attitude  and  a 
sane  selection  of  cases  was  exhibited  by  this 
surgeon.  It  is  to  be  hoped  that  such  a 
judicious  position  will  be  generally  assumed. 
There  are  undoubtedly  a certain  group  of 
people  made  invalids  as  a result  of  a ptosed 
kidney.  There  numbers  are  few  but  they 
can  be  helped,  and  they  should  be,  by  a 
operation  which  is  apparently  safe,  suc- 
cessful and  free  from  the  possibilities  of 
producing  injury  to  the  kidney  or  capsule. 

* Deming,  C.  L. : Nephroptosis  : Causes,  Relation  to  Other 
Viscera,  and  Correction  by  a New  Operation,  Jour.  Arm. 
Med.  Assn.,  95:  251,  1930. 


DR.  GRANGER  TO  BE  HONORED. 

The  Board  of  Administrators  of  the 
Charity  Hospital  have  sent  out  invitations 
to  a reception  on  Sunday,  the  fifth  of 
October,  to  be  given  in  honor  of  Dr. 
Amedee  Granger,  who,  on  this  day,  will 
celebrate  the  twenty-fifth  anniversary  of 
continuous  service  as  chief  of  the  Depart- 
ment of  Radiology.  This  is  a well  merited 
expression  of  appreciation  of  a man  who  has 
labored  long  and  faithfully  for  the  good  of 
the  institution.  Graduating  from  Tulane  in 
1901,  Dr.  Granger  early  appreciated  the 
importance  to  medicine  of  the  relatively 
new  science  made  available  by  the  studies 
of  the  German  physicist  Roentgen,  and  an- 
nounced only  six  years  previous  to  the 
graduation  of  this  pioneer  worker.  Granger, 
completing  his  undergraduate  training,  pre- 
pared to  make  his  life  work  roentgenology, 
and  studied  under  the  best  known  roent- 
genologists in  this  country  and  Europe.  It 
followed  that,  on  his  return  to  New  Orleans, 
the  Board  of  Administrators  of  the  Charity 
Hospital,  as  always  on  the  alert  for  the  best 
available  men,  should  make  him  the  head  of 
the  new  radiologic  department. 

When  Granger  first  took  the  position 
radiology  was  in  its  infancy.  During  the 
twenty-five  years  of  service  he  has  seen 
the  science  grow  to  manhood,  one  of  the 
most  valuable  adjuncts  to  medical  and  sur- 
gical diagnosis  and  treatment.  In  the 
growth  of  this  new  specialty  it  is  particu- 
larly gratifying  to  report  that  the  New 
Orleans  roentgenologist  has  done  as  much 
by  research  and  investigations  as  any  man 
in  the  country  to  help  this  child  among  the 
sciences  attain  its  growth. 

The  Administrators  of  the  Charity  Hos- 
pital have  done  a very  magnanimous  thing 
in  showing  to  the  public  their  appreciation 
of  the  years  of  devoted  science  of  one  of 
the  members  of  their  staff.  Not  only  does 
it  honor  one  man  but  also  it  makes  the  large 
number  of  physicians  on  the  Charity  Hos- 
pital staff  feel  that  their  efforts  are  appre- 
ciated by  those  in  authority. 
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KING’S  DAUGHTERS  HOSPITAL,  GREEN- 
VILLE. 

At  the  meeting  of  the  Staff  of  the  King’s 
Daughters  Hospital,  Greenville,  on  August  13, 
some  25  visiting  doctors  joined  the  members  of 
the  staff  in  a light  banquet,  which  was  followed 
by  a program  by  the  local  men.  A very  interest- 
ing feature  was  the  showing  of  the  Canti  films, 
followed  by  a general  discussion. 

At  the  September  meeting  of  the  Staff,  Dr.  A. 
G.  Payne  discussed  spinal  fracture  and  presented 
two  cases  of  fracture  in  the  lumbar  region.  One 
case  was  treated  by  operation  and  traction  with- 
out application  of  a cast.  The  other  was  treated 
by  a simple  plaster  trough.  Both  patients  made 
splendid  recoveries. 

Dr.  Paul  Gamble  presented  a case  of  persistent 
incontinence  of  urine  due  to  old  post  operative 
adhesions.  This  was  promptly  relieved  by  lapar- 
otomy with  release  of  adhesions  from  the  bladder. 
There  has  been  no  return  or  need  of  further 
catheterization.  T.  B.  Lewis,  M.  D. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting  August  9,  1930. 

Abstract:  Cirrhosis  of  the  Liver. — Dr.  A.  Street. 

Patient — White,  male,  aged  32  years,  admitted 
to  hospital  August  13,  1930.  Occupation,  oil  well 
foreman. 

Present  Complaint — Low  back  pain  and  supra- 
public  discomfort,  made  worse  by  body  motions. 
Stiffness  in  right  posterior  cervical  region  and 
right  shoulder,  duration  14  months.  Much  dys- 
pepsia; no  nausea  or  vomiting.  Unable  to  work  at 
all  for  the  past  year.  Has  lost  20  pounds  in 
weight  in  seven  months.  Constipation;  sweats 
considerably  at  night;  no  fever.  Appetite  is 
usually  fairly  good.  Passes  much  mucus  by  the 
bowel.  There  is  no  hunger  pain,  but  he  feels  bet- 
ter after  eating. 

Previous  History — Gastroenterostomy  in  1919 
for  duodenal  ulcer  after  which  he  felt  well  for 
three  years.  Formerly  had  had  sick  headaches, 
but  non.e  recently.  No  venereal  history.  Typhoid 
fever  when  a chi  d.  Formerly  drank  considerable 
whisky. 

Family  History — Not  remarkable;  no  tubercu- 
losis. 

Physical  Examination — Only  fairly  developed, 
poorly  nourished,  and  appears  mentally  depressed. 
Temperature  98.6°  F. ; pulse  88;  respiration  20. 
Skin  appears  normal,  except  over  the  back  where 
it  shows  roentgen-ray  burns  from  numerous  exam- 
inations. Lymph  nodes  not  enlarged.  Thyroid 


not  enlarged.  Reflexes  normal.  Tonsils  show 
chronic  inflammation  of  crypts.  There  is  one  un- 
erupted tooth.  Lungs  are  clear.  Examination  of 
heart  shows  nothing  abnormal.  Abdomen  shows 
a right  upper  rectus  laparotomy  scar;  no  rigidity; 
no  tenderness;  no  masses.  Rectal  examination 
shows  prostate  normal  to  palpation  and  no  abnor- 
mal findings. 

Blood:  Erythrocytes  4,896,000;  hemoglobin  87 
per  cent;  leukocytes  7,300;  small  lymphocytes  26 
per  cent;  large  mononuclears  5 per  cent;  neutro- 
phils 65  per  cent;  eosinophils  4 per  cent;  bleeding 
time  10  seconds;  coagulation  time  5 minutes  30 
seconds;  no  malaria  found;  blood  Wassermann, 
Kahn  and  Kline  and  Young  test  negative.  Stool: 
Moderate  amount  of  mucus;  otherwise  not  re- 
markable. Urine:  Nothing  abnormal.  Prostatic 
Fluid:  No  pus  and  normal.  Gastric  Analaysis: 
Total  acid  66;  free  HC1.  55;  combined  acid  3; 
chemical  blood  xx.  Roentgen-ray:  Sinuses  showed 
cloudy  left  sphenoid  and  left  antrum.  As  the 
patient  already  had  a roentgen-ray  burn  on  the 
back  from  numerous  examinations,  further 
back  from  numerous  examination,  roentgen-ray 
and  fluroscopic  examinations  were  omitted. 

Tentative  Diagnosis:  (1)  Chronic  sinusitis;  (2) 
unerupted  tooth;  (3)  mucus  colitis;  (4)  gastro- 
jejunal  ulcer. 

Treatment — Patient  was  put  on  ulcer  diet  and 
stomach  lavage  done  each  morning  for  one  week. 
Operation  on  September  23,  1930;  high  right 
paramedian  incision.  Liver  small  and  markedly 
cirrhotic.  Duodenum  shows  no  evidence  of  ulcer. 
Stomach  appears  normal.  There  is  a large  pos- 
terior gastroenterostomy  stoma,  made  parallel  to 
the  long  axis  of  the  stomach  and  close  to  the 
pylorus.  The  afferent  limb  of  jejunum  goes 
sharply  to  the  right.  There  are  numerous  adhe- 
sions, and  some  enlarged  glands  in  the  omentum, 
but  no  definite  evidence  of  ulcer  at  the  stoma. 
Gall-bladder  is  very  large  and  free  of  stones  and 
the  wall  appeared  apparently  normal.  As  there 
was  no  ulcer,  the  gastronenterostomy  was  taken 
down,  and  cholecystostomy  done. 

Subsequent — Patient  tolerated  the  operation 
well  and  progressed  beautifully  until  the  seventh 
‘ day  when  he  had  dilation  of  the  stomach.  This 
was  treated  by  lavage  and  intravenous  glucose 
with  good  results,  and  he  is  now  up  and  about  and 
free  of  symptoms  except  that  he  frequently  says 
that  he  has  sour  stomach. 

I feel  that  the  impoi-tant  pathological  condition 
in  this  case  is  the  cirrhosis  of  the  liver.  I do  not 
believe  we  would  have  diagnosed  it  without  the 
exploratory  laparotomy.  The  prognosis  appears 
to  be  bad. 
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Staff  Meeting  September  10,  1930. 

Abstract:  A Few  Thyrocardiac  Cases. — Dr.  L. 
J.  Clark. 

The  four  cases  that  I have  to  present  have  teen 
puzzling.  One  that  did  not  present  as  marked  a 
picture  of  decompensation  as  some  do,  has  been 
operated  upon  and  has  derived  satisfactory  results. 
The  next  patient  is  one  that  had  had  a partial 
thyroidectomy  performed  about  ten  years  ago.  She 
was  seen  about  six  months  ago  with  a classical 
picture  of  broken  heart  compensation,  and  has 
responded  well  to  rest  and  the  usual  medical 
thyroid  treatment.  The  third  is  one  of  those 
puzzling  borderline  cases  that  offers  a great  deal 
of  doubt  as  to  a proper  diagnosis.  The  fourth  case 
is  one  of  pseudo-angina. 

Case  1 : White,  female,  aged  27  years,  admitted 
to  the  hospital  March  29,  1930,  complaining  of 
nervousness,  dyspnea,  and  crying  spells.  Onset 
about  three  months  before;  considerable  loss  of 
weight  and  appetite.  Examination  showed  blood 
pressure  150/80;  pulse  140,  regular;  systolic 
murmur  at  apex;  enlarged  symetrical  thyroid; 
slight  exopthalmos,  marked  tremor;  basal  meta- 
bolic rate  plus  43. 

Patient  was  treated  medically  and  basal  meta- 
bolic rate  came  to  normal.  Partial  thyroidectomy 
done  ten  days  after  admission,  followed  by  a 
smooth  convaleneence.  Patient  later  became 
pregnant  and  had  an  exacerbation  of  cardiac 
symptoms  which  necessitated  interruption.  Since 
then  has  had  no  further  trouble. 

Case  2:  White,  female,  aged  50  years,  complain- 
ing of  dyspnea,  orthopnea,  marked  nervousness, 
and  swelling  of  abdomen.  On  physical  examina- 
tion patient  presented  a rather  classical  picture 
of  early  heart  failure. 

Blood  pressure  150/100;  pulse  130,  regular; 
heart  enlarged;  gallop  rhythm;  electrocardiogram 
not  remarkable.  Liver  edge  two  fingers  below 
costal  margin;  rales  in  bases  of  lungs;  some 
slight  edema  of  lower  extremities.  Basal  meta- 
bolism determination  refused.  There  was  a small 
mass  on  the  left  side  of  the  neck  in  the  area  of 
the  incision  of  previous  thyroid  operation  ten 
years  ago.  This  mass  was  definitely  a portion  of 
the  thyroid.  There  was  no  definite  exophthalmos 
or  tremor. 

Patient  was  put  to  bed  and  given  sodium  bro- 
mide, sodium  iodide  and  cascara.  Responded  very 
well  to  treatment  considering  the  fact  that  she 
was  very  hard  to  keep  in  bed.  She  has  been 
seen  often  and  recently  rate  and  rhythm  are 
normal,  there  are  no  rales  in  chest  and  no  en- 
largement of  the  liver.  Aside  from  some  infec- 


tion in  the  kidneys  and  chronic  nephritis,  this 
patient  is  in  good  condition. 

Case  3 : White,  female,  aged  35  years,  married, 
no  children,  complaining  of  peculiar  fainty  spells, 
and  dyspnea  on  exertion.  Is  a chronic  sufferer 
from  a digestive  disorder;  has  much  “rheuma- 
tism” and  complains  of  feeling  tired  and  of  loss 
of  energy.  Examination  showed  blood  pressure 
134/90;  pulse  90,  regular;  definite  hyperemia  of 
face  and  neck  with  a slight  salmon  tint;  septic 
tonsils  and  teeth;  tenderness  over  gall-bladder. 

The  tonsils  and  teeth  were  removed  with  some 
benefit.  She  still  has  some  dyspnea  and  feels 
tired.  Has  been  taking  Lugol’s  solution  with  fair 
results.  Basal  metabolism  determination  was  re- 
fused in  this  case,  but  I do  not  thing  that  the  rate 
is  increased. 

This  type  of  case  is  always  puzzling.  The 
questions  asked  are — is  it  a rheumatic  heart  or  a 
thyroid  heart,  or  both. 

Case  4:  White,  female,  single,  aged  21  years, 
complaining  of  paroxysmal  precordial  pain,  gradu- 
ally getting  worse.  Enlarged  area  in  thyroid  with 
moderately  elevated  basal  metabolic  rate.  Condi- 
tion rapidly  became  worse  until  the  thyroid  was 
removed  about  eight  months  ago.  No  recurrence 
of  symptoms  since. 

Discussion:  There  are  several  factors  which  are 
responsible  for  the  ease  with  which  underlying 
hyperthyroidism  as  a causative  factor  in  cardiac 
failure  has  been  overlooked.  One  of  these  is  that 
the  urgent  and  most  evident  portion  of  the  picture 
of  cardia  failure  due  to  hyperthyroidism  is  the 
cardiac  failure,  the  distressing  orthopnea,  the 
edema,  and  at  times,  the  ascites  and  general 
anasarca.  Another  factor  is  that  the  underlying 
heart  disease  may  be  correctly  diagnosed  because 
of  rheumatic  infection  and  finding  of  valvular 
lesions,  yet  hyperthyroidism  as  the  precipitating 
cause  may  be  overlooked. 

Furthermore,  in  the  primary  or  exophthalmic 
type  of  hyperthyroidism,  the  thyroid  gland  is  not 
only  often  without  enlargement,  but  also  may  not 
be  of  sufficient  size  even  to  be  visible.  To  add 
further  difficulty  to  the  diagnosis,  the  hyperthy- 
roidism often  associated  with  cardiac  decompen- 
sation evidences  itself  not  by  the  striking  and 
typical  activation  of  hyperthyroidism  as  seen  in 
young  and  active  individuals,  but  rather  by  a form 
of  hyperthyroidism  characterized  by  apathy  in  con- 
trast to  activation. 

Thyroidism  in  itself  does  not  by  its  direct  action 
upon  the  heart  produce  destructive  changes  in  the 
heart.  Thyroidism  frequently  associated  with 
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cardiac  decompensation  is  atypical  and  of  the 
apathetic  type  which  is  less  striking  and  much 
more  dangerous  than  the  activating  type. 

There  are  practically  no  cases  of  cardiac  decom- 
pensation due  to  associated  thyroidism  which  can- 
not be  submitted  to  surgery  with  only  a reasonable 
risk.  The  possibility  of  restoration  of  cardiac 
capacity  after  removal  of  the  associated  thyroid- 
ism in  thyrocardiacs  is  extraordinary.  Toxic 
adenomata  are  no  more  apt  to  cause  cardiac  fail- 
ure than  are  primary  hyperthyroidism  or  exop- 
thalmic  goitre. 

Abstract:  Intracranial  Hemorrhage  in  the  New- 
born.— Dr.  G.  C.  Jarratt. 

Patient — Newborn  infant.  Very  difficult  ex- 
traction with  much  force  necessary  to  extract  the 
on-coming  head.  At  birth,  child  was  very  cyanotic 
and  was  resuscitated  with  much  difficulty  by  the 
use  of  cold  and  hot  water  dips  and  carbon  dioxide 
and  oxygen  mixture.  Shallow  sighing  respiration 
began  after  about  20  minutes.  The  cry  of  the 
child  was  shrill  and  of  the  type  heard  with  in- 
creased intracranial  pressure.  Ten  c.  c.  of 
mother’s  whole  blood  was  immediately  given  intra- 
muscularly. Spinal  puncture  showed  a bloody 
fluid  under  increased  pressure. 

Physical  Examination — Well  developed  and 
nourished  white  male  infant,  weight  seven  and 
one-half  pounds.  Cyanosis;  shallow  and  sighing 
respiration;  anterior  fontanelle  open  and  not 
bulging;  no  spasticity  or  muscular  weakness 
noticed.  Roentgen-ray  examination  of  chest 
showed  enlarged  thymus  for  which  roentgen-ray 
treatment  was  given. 

Course  and  Treatment — First  day;  child  re- 
fused to  nurse  breast  or  bottle;  given  breast  milk 
from  medicine  dropper.  Shrill  cry  still  present; 
child  crying  a great  deal;  anterior  fontanelle  bulg- 
ing; some  spasticity  of  upper  and  lower  extremi- 
ties. Spinal  puncture  done  and  eight  c.  c.  of 
bloody  fluid  withdrawn;  fluid  under  increased 
pressure.  Fontanelle  depressed  after  puncture. 
Another  spinal  puncture  done  after  12  hours  and 
five  c.  c.  of  bloody  fluid  obtained  under  less 
pressure  than  before. 

Second  Day:  Child  cried  a great  deal  during 
the  night;  fed  by  medicine  dropper.  No  spasticity 
of  lower  extremities;  upper  extremities  flaccid  and 
are  not  moved;  fontanelle  bulging. 


Spinal  puncture  done  and  eight  c.  c.  of  bloody 
fluid  obtained  under  pressure.  Another  spinal 
puncture  done  in  evening  and  eight  c.  c.  of  bloody 
fluid  obtained,  but  less  bloody  than  in  morning. 

Third  Day:  Fontanelle  tense;  flaccidity  of  upper 
extremities.  Spinal  puncture  done  and  15  c.  c.  of 
blood  tinged  fluid  obtained  under  pressure.  Still 
being  fed  with  medicine  dropper. 

Fourth  Day:  Child  beginning  to  use  left  arm, 
but  not  right  arm.  Anterior  fontanelle  tense. 
Nourishment  taken  from  bottle  for  first  time. 
Spinal  puncture  done  and  15  c.  c.  of  amber  colored 
fluid  obtained  under  pressure. 

Fifth  and  Sixth  Days:  Child  taking  nourishment 
satisfactorily;  using  left  arm  more  and  more,  but 
r.ot  right.  Marked  left  internal  strabismus. 

Seventh  Day:  Fontanelle  bulging;  spina!  punc- 
ture done  and  12  c.  c.  of  xanthochromic  fluid 
obtained  under  some  increased  pressure. 

Eighth  to  Twelfth  Day:  Child  taking  formula 
and  gaining  satisfactorily;  fontanelle  normal;  con- 
tinues to  gain  strength  and  use  of  left  arm,  but 
not  of  right. 

Twelfth  Day:  Vomiting  formula;  anterior  fon- 
tanelle tense;  spinal  puncture  done  and  20  c.  c. 
of  xanthochromic  fluid  obtained  under  very  little 
pressure. 

From  the  twelfth  to  seventeenth  days,  child  con- 
tinued to  gain,  nursed  from  bottle  normally,  and 
slept  as  a normal  child.  Child  was  discharged 
from  hospital  with  normal  use  of  extremities, 
except  right  arm,  which  still  showed  weakness  to 
a marked  degree,  but  being  used  to  some  extent. 

The  internal  strabismus  was  still  present.  Spinal 
puncture  done  and  clear  fluid  obtained  under  no 
increased  pressure.  Roentgen-ray  of  chest  showed 
no  thymus  enlargement. 

Discussion:  I feel  that  one  cannot  at  this  time 
give  an  opinion  as  to  the  outcome  of  the  condition 
in  this  patient.  As  to  life  I feel  sure  that  the 
child  will  continue  to  thrive.  As  to  paralysis  and 
mentality,  fime  will  only  tell.  I do  feel  that  early 
recognition  of  these  cases  with  the  giving  of 
whole  blood  and  therapeutic  spinal  puncture  at 

frequent  intervals  until  spinal  fluid  becomes  clear 
are  the  only  means  of  treatment  we  have  and  will 
alleviate  some  of  the  bad  results  we  too  often  see. 
In  some  cases  cure  is  apparently  obtained. 
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CHAIRMEN  OF  SECTIONS. 

The  following  Chairmen  of  Scientific  Sections  for 
the  approaching  meeting  of  the  Louisiana  State 
Medical  Society,  New  Orleans,  April  14,  15,  and  16, 
1931,  have  been  appointed  by  the  President: 

Medicine  and  Therapeutics — Dr.  Randolph  Lyons, 
New  Orleans. 

Pediatrics — Dr.  Maud  Loeber,  New  Orleans. 

Nervous  Diseases — Dr.  Clarence  Pierson,  Pine- 
ville. 

Bacteriology  and  Pathology — Dr.  W.  H.  Seemar.n, 
New  Orleans. 

Public  Health  and  Sanitation — Dr.  W.  -J.  San- 
didge,  Shreveport. 

Gastro-Enterology — Dr.  Sidney  K.  Simon,  New 
Orleans. 

General  Surgery — Dr.  J.  Q.  Graves,  Monroe. 

Gynecology  and  Obstetrics — Dr.  H.  W.  Kost- 
mayer,  New  Orleans. 

Eye,  Ear,  Nose  and  Throat — Dr.  S.  M.  Black- 
shear,  New  Orleans. 

Urology — Dr.  Frank  J.  Chalaron,,  New  Orleans. 

Radiology — Dr.  Lester  Williams,  Baton  Rouge. 

Orthopedic  Surgery — Dr.  H.  A.  Durham,  Shreve- 
port. 

Those  desirous  of  reading  papers  should  com- 
municate with  the  various  Chairmen  as  promptly 
as  possible.  The  program  for  each  Section  must  be 
in  the  hands  of  the  Secretary-Treasurer  not  later 
than  February  14,  1931. 


Dr.  H.  Daspit,  Dean  of  the  Graduate  School  of 
Medicine  of  the  Tulane  University  of  Louisiana, 
addressed  the  Teachers’  Institute  at  the  Charles  J. 
Colton  Public  School,  October  9,  1930,  on  “What 
Society  Has  a Right  to  Expect  From  the  Public 
Schools”  from  a mental  hygiene  standpoint. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATION. 

The  United  States  Civil  Service  Commission 
announces  the  following  competitive  examinations: 

Medical  Officer,  Associate  Medical  Officer,  Assist- 
ant Medical  Officer. 

Applications  for  medical  officer,  associate  medi- 
cal officer,  and  assistant  medical  officer  must  be  on 
file  with  the  United  States  Civil  Service  Commis- 


sion, Washington,  D.  C.,  not  later  than  December 
30,  1930. 

These  examinations  are  to  fill  vacancies  in  the 
Veterans’  Bureau,  Public  Health  Service,  Coast 
and  Geodetic  Survey,  Panama  Canal  Service,  and 
Indian  Service. 

On  account  of  the  needs  of  the  service,  papers 
will  be  rated  as  received  and  certification  made 
as  the  needs  of  the  service  require. 

Full  information  may  be  obtained  from  the 
United  States  Civil  Service  Commission,  Wash- 
ington, D.  C.,  or  from  the  Secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the 
post  office  or  customhouse  in  any  city. 


NOTICE  OF  EXAMINATION  FOR  ENTRANCE 

INTO  THE  REGULAR  CORPS  OF  THE 
UNITED  STATES  PUBLIC  HEALTH 
SERVICE. 

Examination  of  candidates  for  commission  as 
Assistant  Surgeon  in  the  Regular  Corps  of  the 
U.  S.  Public  Health  Service  will  be  held  at  the 
following-named  places  on  the  dates  specified: 

At  Washington,  D.  C.,  Nov.  3,  1930. 

At  Chicago,  111.,  Nov.  3,  1930. 

At  New  Orleans,  La.,  Nov.  3,  1930. 

At  San  Francisco,  Cal.,  Nov.  3,  1930. 

Candidates  must  be  twenty-three  years  and  not 
over  thirty-two  years  of  age.  They  must  have  been 
graduated  in  medicine  at  a reputable  medical  col- 
lege, and  have  had  one  year’s  hospital  experience 
or  two  years’  professional  practice.  They  must 
satisfactorily  pass  oral,  written,  and  clinical  tests 
before  a board  of  medical  officers,  and  undergo  a 
thorough  physical  examination. 

Successful  candidates  will  be  recommended  for 
appointment  by  the  President,  with  the  advice  and 
consent  of  the  Senate. 

Request  for  information  or  permission  to  take 
this  examination  should  be  addressed  to  the  Sur- 
geon General,  U.  S.  Public  Health  Service,  Wash- 
ington, D.  C. 

H.  S.  CUMMING, 
Surgeon  General. 


THE  NURSE  THE  DOCTOR  WANTS. 

The  Committee  on  the  Grading  of  Nursing 
Schools  reports  that  the  ideal  nurse  for  the  present- 
day  physician  is  one  who  has  good  breeding  and  an 
attractive  personality,  skill  in  giving  general  care 
and  making  patients  comfortable,  who  can  observe 
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and  report  symptoms  well,  takes  care  to  follow  med- 
ical orders  and  is  adept  at  handling  people. 

This  picture  of  the  perfect  nurse  was  ascertained 
from  questionnaires  sent  to  doctors  in  many 
branches  of  medicine,  by  the  Committee  on  the 
Grading  of  Nursing  Schools,  which  is  conducting 
a five-year  study  of  nursing  and  its  problems.  The 
above  qualifications  were  the  five  most  stressed  by 
the  more  than  4,000  physicians  from  all  parts  of 
the  country  who  answered  the  queries. 

Just  how  the  various  requirements  for  a good 
nurse  rank  in  the  minds  of  the  physicians  as  a 
whole,  may  be  seen  from  the  following: 

65  per  cent  want  the  nurse  to  have  skill  in  gen- 
eral care;  65  per  cent  skill  in  making  the  patient 
comfortable;  45  per  cent,  skill  in  observing  and  re- 
porting symptoms;  43  per  cent,  care  in  following 
medical  orders;  34  per  cent,  good  breeding  and 
attractive  personality. 

The  modern  physician  thus  places  the  old- 
fashioned  concept  of  a nurse  as  “a  pair  of  hands 
and  feet’  at  the  bottom  of  the  list.  His  demand 
now  is  for  a woman  of  good  background,  of  high 
professional  principles,  with  thorough  training  and 
experience  in  the  actual  care  of  the  patient,  as 
nurse  for  his  case. 

The  study  shows  that  the  demand  for  practical 
nurses  by  physicians  is  steadily  dropping,  with  84 
per  cent  preferring  the  graduate,  registered, 
trained  nurse  at  all  times  for  their  own  cases,  and 
an  additional  8 per  cent  preferring  them  always  for 
certain  types  of  cases. 

The  general  practitioner  and  the  internist  are 
most  interested  in  the  ability  of  the  nurse  to  give 
general  care,  69  per  cent  and  70  per  cent,  respect- 
ively, registering  for  this  quality,  as  compared  with 
the  average  percentage  of  65.  The  neurologist  is 
least  interested  in  it,  though  more  than  half  of 
those  questioned  checked  for  it. 

Skill  in  observing  symptoms  is  most  desired 
from  the  nurse  by  the  surgeon,  neurologist,  obstet- 
rician and  pediatrician.  The  three  last-named 
groups  also  had  a more  than  average  interest  in 
the  qualification  of  good  breeding  and  personality. 
The  surgeons  emphasized  skill  in  asepsis  and  care 
in  following  medical  orders  as  well. 

The  neurologists  are  by  far  the  most  interested 
in  having  for  their  patients  nurses  who  can  handle 
people,  61  per  cent  checking  this,  as  compared  with 
an  average  of  30  per  cent. 

Nurses  who  take  particular  care  to  follow  orders 
shine  brightest  in  the  eyes  of  the  pediatricians,  57 
per  cent  of  them  desiring  this  qualification,  wflile 


the  average  demand  is  43  per  cent.  The  surgeons 
and  the  obstetricians  are  most  interested  in  having 
nurses  familiar  with  hospital  routine  and  their 
personal  methods. 

MEETING  OF  THE  AMERICAN  PUBLIC 
HEALTH  ASSOCIATION. 

The  59th  Annual  Meeting  of  the  American  Public 
Health  Association  will  be  held  in  Fort  Worth, 
October  27-30.  This  is  one  of  the  very  important 
meetings  of  the  year  not  only  for  the  medical  man 
and  the  health  officer  but  also  for  those  engaged  in 
health  control.  The  program  calls  for  addresses 
from  nearly  two  hundred  speakers  and  includes 
some  of  the  country’s  leading  health  officers,  physi- 
cians, scientists,  sanitary  engineers,  experts  in 
epidemiology,  in  child  and  industrial  hygiene,  and 
many  other  phases  of  public  health.  The  speakers 
inclue  Surgeon  General  Gumming,  President  of  the 
Association;  S.  W.  Wynne,  M.  D.,  Commissioner  of 
Health  of  New  York  City;  Rafael  Silva,  M.  D., 
Chief  of  the  Department  of  Public  Health  of  Mex- 
ico City,  Mexico;  Gordon  Bates,  M.  D.,  General 
Secretary  of  the  Canadian  Social  Hygiene  Associ- 
ation of  Toronto;  John  M.  Bunker,  Ph.  D.,  Pro- 
fessor of  Biochemistry  and  Physiology  of  the  Mas- 
sachusetts Institute  of  Technology;  W.  A.  Evans, 
M.  D.,  Director  of  the  Health  Department  of  the 
Chicago  Tribune;  W.  H.  Ross,  M.  D.,  President  of 
the  New  York  State  Medical  Society;  William  C. 
Hassler,  M.  D.,  Health  Officer  and  Executive  Offi- 
cer of  San  Francisco;  T.  F.  Murphy,  M.  D.,  Chief 
Statistician  for  Vital  Statistics,  Bureau  of  the  Cen- 
sus, Washington,  D.  C. ; John  A.  Farrell,  M.  D., 
Associate  Director,  International  Health  Division, 
Rockefeller  Foundation,  New  York;  John  W.  Burns, 
M.  D.,  President,  Texas  State  Medical  Association; 
James  A.  Hayne,  M.  D.,  Commissioner  of  Health  of 
South  Carolina;  Louis  I.  Dublin,  Ph.D.,  Chief  Stat- 
istician of  the  Metropolitan  Life  Insurance  Com- 
pany, New  York  City;  Joseph  C.  Bloodgood,  M. 
D.,  C.  E.  A.  Winslow,  Dr.  P.  H.,  Yale  University, 
New  Haven,  Conn.;  Aristides  Agramonte,  M.  D., 
Professor  of  Bacteriology  of  the  University  of 
Havana.  Cuba;  George  W.  McCoy,  M.  D.,  Director 
of  the  National  Institute  of  Health,  Washington; 
W.  N.  Dickie,  M.  D.,  Secretary  of  the  California 
Board  of  Health;  J.  G.  Cunningham,  M.  D.,  of  the 
Provincial  Board  of  Health  of  Ontario,  Canada; 
and  many  others. 

The  Association  calls  attention  to  the  fact  that 
following  the  Annual  Meeting  a nine-day  tour  in 
Mexico  has  been  arranged  for  the  Association  mem- 
bers and  their  families.  A considerable  number  of 
tickets,  however,  have  been  sold  for  this  tour. 
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FROM  OUR  PRESIDENT. 

SCIENTIFIC  PROGRAMMES. 

“A" 

Programs  of  past  meetings  have  been  under 
fire  from  the  President’s  correspondents  to  an 
extent  that  shows  some  degree  of  irritation.  An 
analysis  of  eleven  communications  reveals  two 
chief  complaints. 

1st.  There  is  too  large  a proportion  of  papers 
by  non-members. 

2nd.  There  are  too  many  “repeaters,”  both  for 
papers  and  for  the  opening  of  discussions. 

The  question  of  the  number  of  non-members  on 
the  programmes  has  been  discussed  often  and 
sometimes  warmly.  One  president,  some  years  ago, 
insisted  on  an  “All  Mississippi”  meeting.  Last 
year  the  proportion  of  members  to  non-members 
was  only  28  to  10.  That  appears  a little  out  of 
proportion,  especially  in  the  section  on  Hygiene 
and  Public  Health,  where  members  furnished  only 
one-half  of  the  programme.  In  the  Eye,  Ear, 
Nose  and  Throat  Section,  which,  being  smaller 
than  the  others,  can  get  closer  in  touch  with  its 
chairman,  it  has  been  the  custom  of  late  years  to 
have  as  visitors  one  ophthalmologist  and  one  oto- 
laryngologist. This  leaves  ample  room  for  the 
members  and  at  the  some  time  brings  us  in  touch 
with  what  is  going  on  outside  the  State.  Moreover, 
it  makes  an  invitation  to  appear  on  our  program 
something  of  an  honor,  and  the  chairmen  are 
thereby  enabled  to  secure  visitors  of  real  ability 
and  reputation.  At  the  last  meeting  there  were 
papers  by  Drs.  E.  C.  Ellett  of  Memphis  and  R.  C. 
Lynch  of  New  Orleans.  For  so  small  a section  to 
draw  that  kind  of  talent  is  a distinct  argument 
against  making  ourselves  cheap  by  promiscuous 
invitations. 

An  argument,  or  at  least  an  excuse,  for  “re- 
peaters” from  among  our  own  membership  is 
readily  found  in  the  fact  that  the  chairmen  do  not 
always  find  it  easy  to  fill  their  programs.  Mem- 
bers invited  to  furnish  papers  frequently  decline, 
sometimes  do  not  even  reply  to  the  chairman’s 
letter  of  invitation,  so  the  chairman,  who  is  re- 
quired by  hook  or  crook,  to  furnish  a programme, 
cannot  always  be  justly  blamed  if  he  calls  for 
help  from  the  “faithful  few.”  The  same  state  of 
affairs  applies  to  the  discussions  for  the  chairman, 
very  naturally,  likes  to  be  reasonably  sure  that 
the  men  appointed  to  open  discussions  will  be  on 
hand  to  do  so.  So  he  appoints  men  he  thinks  will 
respond.  Sometimes  he  hits,  sometimes  he  misses 
by  a mile  or  two.  There  are  two  gentlemen, 


members  of  more  than  average  reputation,  who 
have  in  recent  years  been  frequently  assigned  the 
task  of  opening  a discussion  and  who  have  never 
yet  responded.  In  fact,  they  rarely  attend  a 
meeting. 

The  program  committee  should  remedy  all 
this,  but  the  program  committee,  for  pretty 
much  always,  has  been  little  more  than  three 
names  on  paper.  The  By-Laws  give  them  very 
definite  powers  and  duties,  but  it  is  questionable 
if  any  of  them  have  ever  read  the  By-Laws.  At 
least  that  is  the  impression  one  gets  from  the  way 
they  fail  to  exercise  their  powers  and  neglect 
their  duties.  So  our  programs  do  leave  much 
to  be  desired.  Consider  the  last  one. 

There  were  an  even  hundred  speakers,  chosen 
from  among  our  members.  One  man  read  two 
papers  and  opened  one  discussion.  One  read  a 
paper  and  opened  two  discussions.  Four  men  read 
each  a paper  and  opened  a discussion.  Nine  men 
opened  two  discussions  each. 

So  that  fifteen  men  were  assigned  to  furnish 
one-third  of  the  programme.  The  crowning  error 
was  the  assignment  of  President  Gamble  to  open 
the  discussion  of  Dr.  Gray’s  paper.  Such  things 
just  aren’t  done  in  the  best  medical  circles, 
although  Dr.  Gray  describes  it  as  “the  most 
thrilling  moment  of  the  whole  meeting.” 

The  1930  program  was  selected  for  analysis 
simply  because  it  is  the  most  recent.  We  have 
had  others  just  as  bad.  In  the  past  three  years, 
duplications  have  been  quite  heavy.  Jake  Ullman 
is  apparently  our  favorite  work-horse,  his  name 
having  appeared  on  the  program  six  times  in 
that  period.  Boswell  and  Dearman  run  second, 
five  times  each;  and  eleven  others  tie  for  third 
place  with  a total  of  four  each. 

All  of  this  is  respectfully  referred  to  the  Com- 
mittee on  Scientific  Work,  the  section  chairmen 
and  all  members  who  are  invited  to  read  papers 
or  open  discussions  at  the  next  meeting.  The 
critics  should  remember  that  they  have  no  “kick” 
unless  they  have  responded  to  every  request, 
either  to  furnish  papers  or  open  discussions. 

E.  F.  HOWARD,  M.  D. 


WARREN  COUNTY  HEALTH  DEPARTMENT. 

From  Dr.  F.  Michael  Smith,  Health  Officer: 

“We  are  proud  of  the  Mississippi  Section  of  our 
Journal  every  month  and  congratulate  you  on 
the  most  creditable  showing  this  section  is  mak- 
ing. 


266 


Mississippi  State  Medical  Association 


“There  is  no  special  news  from  the  Warren 
County  Health  Department  other  than  unusual 
activities  in  typhoid  inoculations  and  immunizing 
against  diphtheria,  typhoid  and  smallpox,  chil- 
dren who  are  expecting  to  enter  school  this  fall. 
It  might  be  of  interest,  however,  to  mention  that 
the  department  was  complimented  by  a visit  dur- 
ing the  month  of  August  from  foreign  health 
officials  who  are  studying  the  methods  and  activi- 
ties of  public  health  work  in  the  United  States. 
Our  two  visitors  for  August  were  Dr.  Jivko  Atha- 
nass  Michailoff  from  Sofia,  Bulgaria,  and  Dr.  J. 
Hernandez  Lira  from  the  department  of  health, 
state  and  city  of  Veracrus,  Mexico.” 


NATCHEZ  CHARITY  HOSPITAL 
Dr.  S.  L.  Hutchinson  resigned  on  September 
1 to  enter  private  practice  at  Tupelo,  his  home 
town.  Dr.  Hutchinson  has  been  with  the  Charity 
Hospital  for  three  years,  during  which  time  he 
has  made  many  friends. 

Dr.  G.  H.  Butler,  McComb,  is  now  Assistant 
Superintendent. 

The  Staff  of  the  Natchez  Charity  Hospital  meets 
on  the  third  Tuesday  of  each  month  at  8 o’clock, 
P.  M.,  in  the  hospital  dining  room.  The  Staff  is 
now  composed  of  the  following  members:  Active 
Medical  and  Surgical,  Drs.  H.  M.  Smith,  W.  K. 
Stowers,  J.  W.  Chisholm,  Marcus  Beekman,  H. 
Ratcliff  and  E.  E.  Benoist;  Consulting,  Drs.  P. 
Beekman,  J.  S.  Ullman,  J.  D.  Shields  and  J.  C. 
Rice;  Eye,  Ear,  Nose  and  Throat,  Drs.  Lucien  S. 
Gaudet  and  R.  T.  Smith;  Dental,  Drs.  L.  O’Fer- 
rall  and  G.  S.  Handy. 


HARD  TIMES. 

“Say  fellows,  what  is  all  this  we  hear  about 
hard  times?  Why  are  we  so  pessimistic?  Deep 
down  in  our  hearts  we  have  implicit  confidence  in 
ourselves,  in  our  banks,  in  our  business  houses, 
and  in  our  government,  so  instead  of  talking  so 
discouragingly,  why  not  give  verbal  expression  to 
our  true  feelings.  There  is  good  psychology 
in  it. 

We  don’t  mean  for  you  to  discount  the 
current  depression  and  the  lessons  we  ought  to 
learn  from  it,  but  instead  of  always  and  everlast- 
ingly talking  hard  times  and  starvation,  let’s  talk 
ourselves  into  better  times.  When  your  compan- 
ion begins  talking  hard  times,  try  showing  him 
how  much  better  off  we  are  than  practically  the 
rest  of  the  world.  We  have  fair  crops,  and  much 
better  than  other  part  of  the  country.  It  isn’t  so 
bad.  It  is  much  worse  elsewhere.  There  is  better 
business  just  around  the  corner — let’s  talk  it  up, 
and  quit  dashing  cold  water  in  its  face.” — Claude 
Hathorn. 


STATE  CHARITY  HOSPITAL,  JACKSON. 

“On  Friday,  August  29,  Dr.  Willis  Walley, 
newly  appointed  superintendent  of  the  State 
Charity  Hospital,  had  the  first  meeting  of  the  new 
Staff,  composed  of  Drs.  Anderson,  Burnham, 
Crofford,  Diamond,  Garrison,  W.  H.  Hall,  R.  W. 
Hall,  Jones,  Magee,  Merritt,  McLean,  Moore,  B.  N. 
Walker,  Ware,  and  Werkheiser. 

“Dr.  Walley  gave  an  elaborate  discourse  on  the 
duties  of  the  respective  members  of  the  staff  and 
what  he  expects  of  each  of  them.  The  main  idea 
is  that  he  expects  them  to  work  together  harmoni- 
ously for  the  welfare  of  the  institution  without 
bickerings  or  petty  jealousies,  and  with  loyalty  to 
the  great  idea  of  doing  the  most  possible  for  the 
public  good  with  the  facilities  at  hand. 

“The  institution  is  greatly  run  down  both  in 
physical  properties  and  in  the  estimation  of  the' 
public,  and  it  will  take  hard  work  and  man  sacri- 
fices to  get  it  up  to  what  it  ought  to  be;  but  the 
new  superintendent  is  determined  to  bring  it  back 
to  standard.  Just  now,  there  are  many  prob- 
lems to  face.  The  building  is  in  bad  condition, 
beds  and  bedding  are  short,  the  operating  outfits 
are  dilapidated  and  a good  part  of  the  hospital 
has  been  closed  on  account  of  the  small  appro- 
priations to  run  it.  But,  worst  of  all,  nearly 
three-fourths  of  the  appropriation  for  the  year 
1930  has  been  spent  in  the  first  seven  months  of 
the  year,  and,  in  addition,  there  are  outstanding 
debts  of  nearly  $5,000,  many  of  which  should 
have  been  paid  out  of  last  year’s  appropriation. 
If  these  debts  are  paid  now,  it  will  leave  just 
about  enough  out  of  the  State  appropriation  to 
run  this  institution  two  months.  Unless  about 
$7,000  can  be  raised  from  some  source,  the  insti- 
tution will  have  to  close  down  for  about  two 
months. 

“The  biennial  report  shows  that  Hinds  County 
has  had  about  one-third  of  all  the  patients  ad- 
mitted in  that  time.  It  was  suggested,  therefore, 
that  Hinds  County  ought  to  make  a special  appro- 
priation to  the  institution  to  prevent  it  from  hav- 
ing to  be  closed  down,  and  a committee  was 
appointed  to  present  this  matter  to  the  Board  of 
Supervisors  at  its  next  meeting. 

“Dr.  Walley  has  reopened  some  of  the  hospital, 
and  by  the  use  of  cots  he  can  now  take  care  of 
about  one  hundred  patients  at  a time,  many  more 
than  have  been  accommodated  recently.  Even  at 
that,  he  cannot  begin  to  take  care  of  all  the 
worthy  cases.  He  is  also  looking  carefully  into 
all  applications  to  see  that  only  cases  of  real 
charity  are  admitted.  The  physicians  of  the  State 
are  especially  urged  to  cooperate  with  him  in  this 
matter.  Heretofore,  many  physicians  have  sent 
here  cases  who  are  able  to  pay  for  services,  and 
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thus  many  deserving  cases  have  been  turned  away 
from  lack  of  room. 

“This  is  a charity  hospital  and  hereafter  it  will 
be  conducted  for  charity  cases  only,  says  the  new 
superintendent.”  D.  W.  JONES,  M.  D. 

DR.  JOSEPH  C.  ARMSTRONG. 

Dr.  Joseph  C.  Armstrong  was  born  in  Vaiden, 
December  4,  1873.  He  died  at  Jackson,  July  3, 
1930,  of  chronic  nephritis.  Dr.  Armstrong  gradu- 
ated in  medicine  at  Vanderbilt  University,  after- 
wards spending  two  years  in  the  New  York  Poly- 
clinic. He  practiced  medicine  for  25  years  at 
Water  Valley  and  moved  to  Jackson  after  spend- 
ing two  years  with  the  American  Expeditionary 
Forces  during  the  war.  Since  1921,  his  practice 
has  been  limited  to  internal  medicine.  Dr.  Arm- 
strong had  built  up  a large  practice,  and  was 
highly  esteemed  by  his  fellow  practitioners  and 
alj  who  knew  him. 

Dr.  E.  L.  Walker,  Magee,  reports  that  he  has 
delivered  five  sets  of  twins  this  year  and  that 
single  births  have  been  unusually  large. 


WOMEN’S  AUXILIARY. 

From  Mrs.  Henry  Boswell,  Recording  Secretary: 

“The  officers  and  councilors  and  state  chairmen 
of  the  Auxiliary  to  the  Mississippi  State  Medical 
Association  met  in  the  Preventorium  at  Sanato- 
rium August  28,  for  the  purpose  of  organizing  a 
drive  for  membership  and  to  perfect  plans  for 
the  chief  work  of  the  Auxiliary,  that  of  raising 
funds  to  be  used  in  the  rehabilitation  of  the  chil- 
dren in  the  Preventorium. 

“The  visiting  ladies  were  given  a lovely  luncheon 
in  the  Preventorium  dining  room,  where  they  en- 
joyed watching  the  fifty  children  celebrating  their 
monthly  birthday  party.  After  luncheon  Mrs. 
Brame,  Dr.  Boswell  and  Mrs.  D.  J.  Williams  were 
presented  by  Mrs.  Polk,  State  President.  They 
talked  of  the  far-reaching  work  of  the  Preven- 
torium and  inspired  every  one  present  to  go  to 
work  at  once  to  do  everything  possible  in  this 
work  that  touches  the  lives  of  all  our  people  so 
closely. 

“Those  present  besides  Mrs.  Brame  and  her 
staff  of  workers,  were:  Mrs.  L.  L.  Polk,  Purvis; 
Mrs.  S.  W.  Johnston,  Vicksburg;  Mrs.  A.  Street, 
Vicksburg;  Mrs.  W.  C.  Poole,  Cary;  Mrs.  D.  J. 
Williams,  Gulfport;  Mrs.  W.  L.  Little,  Wesson; 
Mr.  and  Mrs.  Henry  Boswell,  Sanatorium;  Mrs. 
Howell  and  Dan  Howell,  Gulfport,  and  Mrs.  H.  C. 
McCabe,  Vicksburg.” 


Mrs.  J.  H.  Wright,  Hernando,  is  Councilor  for 
the  Second  District,  and  Mrs.  J.  C.  Culley,  Oxford, 
for  the  Fourth  District. 


COUNCIL  MEETING. 

The  Council  and  Officers  of  the  Mississippi  State 
Medical  Association  met  in  special  session,  upon 
the  call  of  President  Howard,  at  the  Edwards 
House,  Jackson,  at  5 p.  m.,  Thursday,  August  21. 
There  were  present:  Drs.  E.  F.  Howard,  President; 
J.  C.  Culley,  President-elect;  T.  M.  Dye,  Secre- 
tary; C.  W.  Patterson,  M.  J.  L.  Hoye,  and  L.  L. 
Polk,  Vive-President;  L.  S.  Lippincott,  Editor  of 
the  Journal,  and  D.  J.  Williams,  M.  W.  Robinson, 
J.  W.  Lucas,  W.  G.  Gill,  and  D.  W.  Jones,  Coun- 
cilors. 

President  Howard  went  into  an  elaborate  dis- 
course on  organization,  and  the  duties  of  the 
respective  officers  of  the  Association  in  that  mat- 
ter. He  gave  a detailed  statement  of  the  list  of 
physicians  eligible  for  membership  in  the  several 
counties,  not  now  in  the  Association,  and  earnestly 
requested  the  co-operation  of  all  of  the  officers  in 
urging  every  eligible  physician  in  the  State  to 
affiliate  himself  with  the  organization.  He 
divided  the  state  into  three  districts  and  appointed 
the  vice-presidents  as  mentors  of  the  sevei’al  dis- 
tricts, in  charge  of  a campaign  for  membership. 
The  respective  Councilors  were  admonished  as  to 
their  duties  as  the  official  organizers  of  the  Associ- 
ation, and  urged  to  take  up  with  their  respective 
secretaries  the  matter  of  membership.  In  other 
words,  an  intensive  campaign  was  projected  with 
the  object  of  bringing  into  the  membership  of  the 
Association  every  eligible  doctor  in  the  State. 
After  adjournment  of  this  meeting,  the  Council 
went  into  executive  session.  Councilor  Gill  pre- 
sented a signed  request  from  a majority  of  the 
physicians  of  Scott  County  asking  that  this  county 
be  transferred  to  the  Fifth  District  with  member- 
ship in  the  Central  Medical  Society.  The  request 
was  approved  and  the  secretary  of  the  Council  was 
instructed  to  take  up  the  Charter  of  Scott  County 
and  merge  the  same  into  the  Central  Medical  So- 
ciety. A like  request  was  submitted  by  Councilor 
Minor,  in  writing,  for  Panola  County,  requesting 
that  this  county  be  allowed  to  come  into  the  North 
Mississippi  Six  County  Medical  Society.  The  re- 
quest was  approved  and  Councilor  Minor  was 
instructed  to  take  up  the  Charter  of  the  Panola 
County  Society  and  merge  the  same  as  requested 
into  the  North  Mississippi  Medical  Society,  secur- 
ing a new  charter.  Secretary  Dye  was  requested 
to  again  remind  the  local  societies  that  dues  must 
be  paid  by  February  1.  Failure  of  the  Secretary 
of  a local  Society  to  file  his  report  by  February  1, 
automatically  suspends  that  Society  from  mem- 
bership until  such  report  is  filed;  and  the  members 
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thereof  are  ineligible  for  defense  by  the  Council 
during  that  interval.  It  is  urged  that  dues  be 
collected  before  January  1,  as  far  as  possible. 

Secretary  Dye  was  requested  to  send  a list  of 
physicians  in  each  county,  not  members  of  the 
association,  to  the  respective  Councilors  immedi- 
ately after  receiving  these  reports. 

The  Council  approved  defense  of  the  law-suit  of 
J.  H.  Smith  vs.  R.  A.  Clanton  et  al,  and  ordered  a 
check  issued  for  attorney’s  fee  in  this  case.  In  the 
case  of  Ira  Martin  vs.  Dr.  S.  H.  Hariston,  Coun- 
cilor Gill  was  instructed  to  look  into  this  matter, 
the  plaintiff  in  this  case  died  since  the  suit  was 
filed. 


Council  adjourned  to  meet  in  May  at  the  regular 
Convention. 


D.  W.  JONES,  Secretary. 


DR.  E.  L.  GILBERT 

“Dr.  E.  L.  Gilbert  was  born  December  24,  1875 
in  Sumter  County,  Alabama.  When  a very  small 
child  his  father  and  mother,  Mr.  and  Mrs.  R.  L. 
Gilbert,  moved  to  Binnsville,  Miss.,  where  Dr.  Gil- 
bert was  reared.  He  received  his  literary  education 
at  Fairview  College,  Binnsville,  and  the  State  Nor- 
mal School  at  Iuka.  He  received  his  medical  edu- 
cation at  Memphis  Medical  College,  where  he  speci- 
alized in  surgery  and  graduated  in  1901;  after 
which  he  took  several  post  graduate  courses  in 
New  Orleans,  and  Chicago. 

“After  graduation,  he  located  at  his  home  town, 
Binnsville,  taking  up  general  practice  and  surgery 
for  twelve  years,  at  the  same  time  acquiring  quite 
a large  farming  interest.  In  1903  he  was  married 
to  Sallie  Palmer  Owens  who  became  of  great  assist- 
ance in  his  life  work  until  her  death  in  January, 
1929.  Twins,  Edward  Lee  and  Evan  Lonnie  were 
born  to  them  in  December,  1904. 

“Dr.  Gilbert  moved  to  Scooba,  Miss.,  in  1913 
and  formed  a partnership  with  Dr.  J.  B.  Mooney, 
opening  the  iScooba  Sanitarium  the  same  year.  He 
remained  there  with  a large  surgical  practice  until 
1922.  May  1,  1922  he  moved  to  Electric  Mills, 
Miss.,  and  became  chief  surgeon  of  the  George  C. 
Hixon  Memorial  Hospital,  owned  by  the  Sumter 
Lumber  Company,  and  worked  there  until  his  death, 
August  13,  1930. 

“It  is  indeed  with  a heartful  of  grief  of  a deep 
personal  nature,  as  well  as  tenderest  sympathy  for 
his  bereaved  sons  and  an  appreciation  of  the  fact 
that  Kemper  County  has  lost  one  of  her  greatest 
benefactors,  that  I shall  add  these  words  of  devo- 
tion and  homage  to  the  brief  outline  above  of  the 
life  of  one  of  the  best  friends  I have  ever  known. 

“Upon  entering  the  practice  of  medicine  in  1910, 
it  was  my  good  fortune  to  have  entered  into  a part- 


nership with  Dr.  Gilbert,  then  located  in  Binnsville, 
and  it  was  while  associated  with  him  so  closely,  and 
observing  daily  his  utter  devotion  to  both  his  work 
and  his  home,  and  his  unfailing,  unselfish  interest 
in  the  welfare  of  his  community,  that  I learned  to 
love  and  appreciate  the  wonderful  character  that 
he  was.  He,  or  his  loyal  wife,  who  was  so  much 
help  and  inspiration  to  him,  were  never  too  tired 
or  sleepy  to  get  up  and  respond  to  a call  for  help, 
even  though  they  knew  no  worldly  recompense 
might  ever  be  expected.  Later,  in  his  hospital 
work,  he  was  the  same  good  friend  and  neighbor, 
ever  ready  to  go  and  do;  much  more  than  human 
strength  could  long  endure,  never  turning  away 
the  poor  and  needy,  always  sharing  the  burdens  of 
others  with  a helpful  work  and  a pleasant  smile. 

"Although  devoting  himself  unreservedly  to  his 
heavy  professional  work,  yet  never  once  did  he  fail 
any  duty  that  befell  him  as  a progressive,  helpful 
citizen  of  his  community.  His  interest  and  gener- 
osity in  all  school  and  general  welfare  work  was 
ever  to  be  depended  upon.  He  was  deeply  loved 
and  respected  by  the  doctors  throughout  the  county, 
and  was  President  of  the  Kemper  County  Medical 
Society. 

‘Although  in  failing  health  for  some  months  his 
sudden  death  was  unexpected,  and  a shock  to  the 
entire  county.  The  hundreds  of  weeping  men  and 
women  and  the  wealth  of  floral  offerings  which 
were  seen  at  his  grave  well  attested  the  deep 
devotion  of  the  people  for  one  of  the  very  best 
friends  and  citizens  they  had  ever  known  and  lost.” 

V.  M.  CREEKMORE,  M.  D., 
Secretary,  Kemper  County  Medical  Society. 

DR.  LEWIS  ERNEST  MARTIN 
Whereas,  God  in  his  all-wise  Providence  has 
called  from  our  midst  our  beloved  brother  and 
associate,  Dr.  Lewis  Ernest  Martin  of  Anguilla, 
Mississippi,  resolved  that; 

In  the  death  of  Dr.  Martin,  a member  of  the  Issa- 
quena-Sharkey-Warren  Counties  Medical  Society, 
we  mourn  the  loss  in  the  prime  of  his  usefulness 
of  one  of  the  most  valued  of  our  members  and 
associates. 

Dr.  Martin  was  born  at  Egremont,  Mississippi, 
November  4,  1881,  and  died  suddenly  of  a heart 
attack  September  7,  1930,  at  his  home  in  Anguilla. 

Raised  on  the  farm,  Dr.  Martin  as  a boy  ex- 
hibited those  qualifications  which  mark  men  among 
men.  While  yet  a young  man,  he  was  called  upon 
to  take  the  place  of  his  father,  who  died  suddenly 
while  managing  the  plantation  of  Dr.  George  C. 
Harris  at  Mt.  Helena.  This  association  with  Dr. 
Harris  led  to  a lasting  friendship  between  the  two, 
and  through  this  bond  Ernest  was  assisted  in  his 
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medical  education  at  Vanderbilt  and  Tulane  Uni- 
versities. 

He  began  practice  in  association  with  Dr.  Ber- 
nard at  Anguilla  in  1906,  and  in  1907  took  as  his 
bride  Miss  Katie  Joor,  one  of  the  most  charming 
girls  that  Rolling  Fork  has  ever  produced. 

Dr.  Martin  was  a successful  physician  from  the 
beginning,  beloved  by  his  large  clientele,  kept 
abreast  of  the  times,  active  in  his  county,  state, 
and  national  medical  associations,  a devoted  hus- 
band, loving  father,  a good  friend  and  a leading 
citizen. 

Resolved  further  that  a copy  of  these  resolutions 
be  spread  on  the  minutes  of  the  society,  and  that 
a copy  be  sent  to  the  wife  and  family  of  Dr.  L.  E. 
Martin. 

OSigned)  H.  S.  GOODMAN, 

W.  C.  POOL, 

E.  B.  STRIBLING, 

Committee  for  the  Issaquena-Sharkey-Warren 
Counties  Medical  Society. 


JACKSON. 

The  medical  profession  at  Jackson  has  recently 
undergone  quite  a change  in  the  way  of  deaths  and 
new  arrivals.  Within  the  past  year,  we  note  the 
deaths  of  Drs.  E.  H.  Galloway,  0.  M.  Turner,  J. 
C.  Armstrong,  W.  S.  Hamilton,  E.  L.  Posy,  L.  H. 
Howard. 

Among  the  new  comers,  in  the  order  of  recent 
arrival,  we  note  Drs.  Carter  O’Ferrel,  Lonnie 
Moseley,  J.  K.  Mullock,  J.  C.  Russell,  W.  F.  Hand, 
and  L.  K.  Mayfield.  Still  earlier  arrivals,  but  yet 
late  enough  to  be  classed  as  new  doctors,  are  H.  R. 
Hays,  A.  G.  Wilde,  R.  C.  Baysinger,  T.  E.  Wilson, 
T.  Ainsworth,  T.  J.  Crofford,  0.  Simmons  and  Robin 
Harris. 

D.  W.  JONES,  M.  D. 


From  Dr.  J.  W.  D.  Dicks,  Natchez: 

“The  Mississippi  Section  is  growing  fine!  You 
are  to  be  congratulated  on  the  splendid  showing 
this  section  is  making. 

“The  three  medical  societies  of  the  Eighth  Coun- 
cilor District  will  hold  a joint  meeting  at  Brook- 
haven,  at  noon,  October  7.  A very  attractive  pro- 
gram has  been  arranged  for  this  meeting.  The 
officers  of  the  State  Medical  Association  are  in- 
vited to  be  with  us  on  this  occasion.  We  expect 
to  make  it  a very  interesting  meeting  and  expect 
to  have  a large  attendance.” 


NEW  ARRIVAL. 

Born  to  Dr.  and  Mrs.  Samuel  E.  Field,  at  Field 
Memorial  Hospital,  Centerville,  a 914  pound  son, 
Samuel  Eugene  Field,  Jr. 


Dr.  A.  H.  Little,  Oxford,  has  recently  returned 
from  a trip  to  Oklahoma  City  where  he  spent  a time 
at  the  Balyeat  Hay  Fever  and  Asthma  Clinic  in 
the  study  of  the  diagnosis  and  treatment  of  allergic 
diseases.  Dr.  Little  is  preparing  to  devote  consid- 
erable time  to  the  diagnosis  and  treatment  of 
allergic  conditions. 


COMMUNICABLE  DISEASES. 

The  Bureau  of  Communicable  Diseases  of  the 
Mississippi  State  Board  of  Health  reports  for  the 
month  of  July,  297  cases  of  typhoid  fever  and  43 
cases  of  diphtheria.  Knowing  as  we  do  that 
typhoid  fever  can  be  prevented  and  that  the  means 
of  prevention,  typhoid  vaccine,  can  be  obtained 
from  the  State  Hygienic  Laboratory  without  cost, 
it  is  not  very  cheering  to  note  that  we  had  297 
cases  in  one  month  in  Mississippi.  With  depend- 
able preventatives  of  diphtheria  easily  available 
to  everyone,  Mississippi  surely  should  not  have  43 
cases,  especially  in  the  summer  months  when  diph- 
theria is  not  considered  a prevalent  disease.  It 
would  be  interesting  to  know  how  many  of  the 
physicians  of  the  state  have  taken  typhoid  vaccine 
within  three  years  themselves  or  given  it  to  the 
members  of  their  own  families.  It  would  also  be 
interesting  to  know  how  many  of  our  doctors  know 
by  test  that  their  own  children  are  immune  to 
diphtheria.  We  cannot  well  preach  prophylaxis  to 
our  patients  unless  we  ourselves  set  the  example. 

Malaria  again!  The  Bureau  of  Communicable 
Diseases  publishes  the  report  of  physicians  show- 
that  7,427  persons  suffered  from  malaria  during 
the  month  of  July  alone.  How  many  of  those  re- 
ports were  substantiated  by  the  finding  of  the  para- 
sites in  the  blood?  How  many  doctors  of  Missis- 
sippi actually  believe  that  there  were  7,427  cases 
of  malaria?  Whether  doctors  themselves  believe 
it  or  not,  such  reports  given  out  officially  by  the 
State  Board  of  Health  are  believed  by  people  in 
other  sections  of  the  country  and  have  a very  real 
affect  in  preventing  them  from  coming  to  our  State 
to  make  their  homes  or  even  for  short  visits. 

The  physicians  of  the  State  are  to  be  congratu- 
lated on  the  fact  that  more  than  99  per  cent  made 
reports  during  the  month  of  July  as  requested  by 
the  State  Board  of  Health. 


Dr.  E.  L.  Grubb  has  given  up  his  practice  at 
Paive  to  move  to  Tennessee.  Dr.  G.  M.  Martin, 
Picayune,  has  taken  the  place  of  Dr.  Grubb  at 
Paive. 

EAST  MISSISSIPPI  STATE  HOSPITAL. 

Dr.  C.  Rolland  Bennett,  East  Mississippi  State 
Hospital,  Meridian,  reports  the  following: 

Dr.  and  Mrs.  M.  J.  L.  Hoye  have  announced  the 
marriage  of  their  daughter,  Margaret,  to  Mr.  Mel- 
vin Savage  Ashcroft,  on  the  evening  of  August 
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21.  Numerous  social  activities  were  given  in  honor 
of  the  young  couple,  who  will  make  their  home  with 
Dr.  and  Mrs.  Hoye. 

Dr.  M.  J.  L.  Hoye,  Vice-President  of  the  Mis- 
sissippi State  Medical  Association,  addressed  a 
meeting  of  the  North  East  Mississippi  Thirteen 
Counties  Medical  Society  in  Corinth,  on  September 
16.  The  subject  of  his  address  was  “Organized 
Medicine”  and  the  importance  of  increasing  the 
active  membership  in  local  and  state  societies  was 
emphasized. 

“The  Medical  Society  is  the  keystone  to  the  suc- 
cessful practice  of  medicine  in  any  community  and 
without  its  functioning  properly  and  with  100  per 
cent  efficiency,  no  community  can  hope  to  benefit 
from  the  science  of  medicine  as  it  is  today — the 
greatest  humanitarian  endeavor  on  the  face  of  the 
earth.” 

BOLIVAR  COUNTY. 

Drs.  E.  R.  McLean  and  W.  A.  Carpenter,  Cleve- 
land, have  organized  a clinic  with  Dr.  J.  P.  Wig- 
gins, Merigold,  as  one  of  the  partners. 

Dr.  and  Mrs.  L.  B.  Austin,  Rosedale,  spent  the 
month  of  August  in  Chicago.  While  there  Dr. 
Austin  attended  the  two  week’s  clinics  held  at  the 
Cook  County  Hospital  by  the  Chicago  Medical 
Society.  The  small  fee  charged  is  to  cover  the 
expenses  of  the  Medical  Society  incurred  during 
that  time.  Dr.  Austin  reports  that  the  clinics, 
both  medical  and  surgical,  and  including  diseases 
of  the  eye,  ear,  nose  and  throat  and  obstetrics, 
were  worth  attending  as  many  interesting  cases 
were  shown.  Dr.  Austin  also  visited  the  Mayo 
Clinic  before  returning  home. 

Miss  Ollie  Irene  Lowrey,  R.  N.  in  charge  of 
the  King’s  Daughters  Hospital,  Rosedale,  was  called 
home  on  August  25,  because  of  the  illness  of  her 
father. 

C.  W.  PATTERSON,  M.  D. 

TRI-COUNTY  MEDICAL  SOCIETY. 

Dr.  W.  H.  Frizell,  Brookhaven  reports  as  fol- 
lows : 

The  Tri-County  Medical  Society  met  in  regular 
quarterly  session  at  Tylertown,  September  9,  at 
noon.  After  an  elegant  luncheon  at  the  City  Cafe 
the  meeting  was  called  to  order  in  the  parlors  of 
the  City  Hotel  by  the  President,  Dr.  W.  L.  Little. 
Secretary  J.  R.  Markette,  being  absent  the  chair 
requested  Dr.  W.  H.  Frizell  to  act  as  Secretary. 

The  usual  routine  of  business  was  transacted 
and  committee  reports  on  various  matters  re- 
ceived. 


Dr.  L.  D.  Dickerson  reported  five  interesting 
cases  of  placenta  praevia  with  complete  case  his- 
tories. Dr.  W.  H.  Frizell  reported  three  similar 
cases  as  did  also  Dr.  Little.  These  reports  were 
received  with  more  than  passing  interest. 

Dr.  W.  H.  Frizell  reported  a case  of  “Thymic 
Asthma”  in  an  infant,  complicated  with  rickets. 

The  Society  then  discussed  the  coming  joint  meet- 
ing of  the  Tri-County  Society,  the  Pike  County 
Society,  and  the  Homochitto  Valley  Society  on 
October  7,  at  noon,  in  Brookhaven.  The  following 
program  for  this  meeting  has  been  prepared: 

Treatment  of  Benign  Lesions  of  the  Cervix 
Uteri. — Dr.  W.  T.  Black,  Memphis,  Tennessee. 

Functional  Disorders  of  the  Gastro-intestinal 
Tract. — Dr.  James  S.  McLester,  Birmingham,  Ala- 
bama. 

Non-Penetrating  Injuries  of  the  Abdomen. — Dr. 
Battle  Malone,  Memphis,  Tennessee. 

With  these  three  outstanding  essayists  it  is 
expected  that  nearly  a 100  per  cent  attendance  of 
the  physicians  of  the  Eighth  Councilor  District  will 
be  obtained.  The  committee  on  arrangements  is 
preparing  for  a real  lively  meeting  and  a revival 
of  interest  among  the  doctors  of  this  territory. 
There  is  a community  of  interest  in  this  district 
and  a brotherly  spirit  pervades  it,  so  with  the 
guidance  of  Councilor  J.  W.  D.  Dicks,  a medical 
feast  of  good  things  in  Brookhaven  on  October  7, 
is  anticipated.  Dr.  W.  H.  Frizell,  O.  M.  Arrington 
and  J.  R.  Markette  are  the  members  of  the  arrange- 
ment committee  appointed  by  President  W.  L. 
Little. 

Dr.  J.  T.  Butler  has  completely  recuperated  from 
an  aggravated  illness  of  a few  week’s  standing  and 
he  is  now  the  same  jovial  fellow. 

Dr.  O.  N.  Arrington  has  recently  returned  fol- 
lowing a gall-bladder  operation.  He  is  now  able 
to  attend  to  most  of  his  work. 

Miss  M.  A.  Brunner  has  resigned  as  Superintend- 
ent of  the  Brookhaven  King’s  Daughters  Hospital 
and  now  is  serving  the  Eye,  Ear,  Nose  and  Throat 
Hospital  at  Memphis. 

Miss  Frances  Lindsey,  Jackson,  is  now  Super- 
intendent of  the  Brookhaven  Hospital. 

Dr.  A.  B.  Harvey  has  returned  and  bought  back 
his  interest  in  the  Tylertown  Hospital.  He  is 
associated  in  that  institution  with  Dr.  B.  L.  Craw- 
ford. These  gentlemen  operate  one  of  the  best 
small  hospitals  in  the  State. 
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FROM  OUR  SECRETARY. 

“To  County  Secretaries: 

“My  Dear  Doctor: 

“President  Howard  has  in  mind  a plan  looking 
toward  indemnity  insurance  for  the  members  of 
the  State  Medical  Association,  and  to  that  end  he 
is  anxious  to  know  just  how  many  of  your  mem- 
bers carry  indemnity  insurance,  how  much  they 
carry,  and  the  annual  cost. 

“If  you  will  get  this  data  and  send  it  to  me  I 
will  collect  it  in  shape  and  send  to  Dr.  Howard. 

“I  thank  you  for  this,  and  I wish  you  a big  year 
in  your  Society  work.  Truly  your  friend, 

T.  M.  DYE,  Secretary, 
Mississippi  State  Medical  Association.” 
Clarksdale,  Mississippi, 

September  8,  1930. 


JACKSON  COUNTY  HEALTH  DEPARTMENT. 

“Because  I believe  the  event  here  reported  pre- 
sages a new  era  in  medical  practice  in  the  less 
populous  counties  of  the  State  and  one  which  will 
solve  the  problem  of  rural  medical  service,  I take 
great  pleasure  in  making  the  report  and  Jackson 
County  is  proud  to  be  the  first  to  take  this  forward 
step. 

“On  August  11,  the  Board  of  Supervisors  of 
Jackson  County  let  contracts  for  the  erection  of  a 
general  county  hospital,  same  to  be  turned  over  to 
the  county  for  equipping  and  maintenance  not  later 
than  November  15  of  this  year.  The  hospital  will 
be  operated  as  a county  project  and  will  accommo- 
date both  charity  and  pay  patients.  Though  de- 
signed to  care  for  only  25  patients,  the  institu- 
tion will  be  modern  in  every  detail  and  is  so  de- 
signed that  additions  can  be  made  to  conform  to 
the  existing  unit.” 

R.  G.  LANDER,  M.  D. 


Dr.  Eva  E.  Strahan,  Meridian,  has  been  recently 
visiting  in  Vicksburg  while  recuperating  from  an 
operation  for  appendicitis. 


ISSAQUENA-SHARKEY-WARREN 
COUNTIES  MEDICAL  .SOCIETY. 

Twenty  members  and  four  guests  attended  the 
regular  monthly  meeting  of  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Society  on  September  9. 
The  scientific  program  included  the  following: 

1.  Carcinoma  of  the  Large  Intestine  (Illus- 
trated). Dr.  Street. 

Discussed  by  Drs.  T.  P.  Sparks,  Jr.,  Jackson 
and  W.  H.  Parsons. 

2.  Indications  for  Biopsy.  Dr.  W.  H.  Par- 
sons. 

Discussed  by  Dr.  L.  S.  Lippincott. 


3.  Intracranial  Hemorrhage  in  Infants.  Dr. 
Noel  C.  Womack,  Jackson. 

Discussed  by  Drs.  G.  C.  Jarratt,  I.  C.  Knox,  and 

G.  W.  Gaines. 

A Committee  composed  of  Drs.  L.  J.  Clark,  A. 
Street,  and  J.  A.  K.  Birchett,  was  appointed  to 
co-operate  with  the  Warren  County  Health  De- 
partment. 

A committee  composed  of  Drs.  W.  C.  Pool,  W. 

H.  Scudder,  and  L.  S.  Lippincott,  was  appointed  to 
make  a study  of  the  medical  institutions  of  the 
state  with  a view  to  removing  them  from  politics 
and  increasing  their  efficiency. 

On  motion  of  Dr.  E.  H.  Jones,  the  society 
voted  to  request  the  Warren  County  Health  De- 
partment to  establish  a list  of  patients  who  have 
recovered  from  infantile  paralysis  with  a view 
to  obtaining  serum  for  treatment,  such  a list 
to  be  available  to  all  doctors.  It  was  also  sug- 
gested that  a supply  of  convalescent  serum  be 
secured  and  kept  on  hand  for  immediate  use. 

Drs.  H.  S.  Goodman,  W.  C.  Pool,  and  E.  B. 
Stribling  presented  resolutions  on  the  recent 
death  of  Dr.  L.  E.  Martin  of  Anguilla.  The  reso- 
lutions were  unanimously  adopted. 


A special  called  meeting  of  the  members  of 
the  Society  from  Warren  County  was  held  on 
September  17,  with  the  Mayor  and  Commissioners 
of  the  city  of  Vicksburg,  in  the  interest  of  the 
Warren  County  Health  Department. 


Dr.  D.  A.  Pettit,  Vicksburg  has  been  enjoying 
an  extended  trip  to  the  Pacific  Coast. 


NORTHEAST  MISSISSIPPI  THIRTEEN 
COUNTY  MEDICAL  SOCIETY. 
Following  is  the  program  of  the  third  quarterly 
meeting  of  the  Northeast  Mississippi  Thirteen 
County  Medical  Society  at  City  Hall  Building, 
Corinth  on  September  16,  as  reported  by  Dr.  J. 
M.  Acker,  Jr.,  Secretary. 

Meeting  called  to  order. — President  K.  F.  Mc- 
Rea. 

Invocation. — Rev.  Ira  D.  Holt,  Pastor,  First 
Presbyterian  Church. 

Address  of  Welcome. — Judge  T.  H.  Johnson. 
Response. — Dr.  K.  F.  McRea. 

Reading  of  minutes  of  the  last  meeting. 

Papers  and  Discussions: 

1.  Uterine  Hemorrhage. — Dr.  V.  B.  Philpot. — 
Discussion  opened  by  Drs.  M.  G.  Ewing  and  R. 
D.  Kirk. 
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2.  The  Anemias. — Dr.  J.  L.  McLester,  Birm- 
ingham, Alabama. — Discussion  opened  by  Drs.  W. 
H.  Anderson  and  Toomer. 

3.  Oi’ganized  Medicine. — Dr.  M.  J.  L.  Hoye, 
Vice-President,  Mississippi  State  Medical  Associa- 
tion.—Discussion  opened  by  Drs.  G.  S.  Bryan  and 
J.  R.  Williams. 

4.  Hospitals,  Nurses  and  Health. — Dr.  F.  J. 
Underwood,  Jackson. — Discussion  opened  by  Drs. 
Love  and  M.  W.  Robinson. 

5.  Some  Remarks  on  the  Care  of  So-Called 
Maternity  Cases. — Dr.  H.  L.  Scales. — Discussion 
opened  by  Drs.  Hill  and  Eason. 

A banquet  was  enjoyed  at  6 p.  m.  at  the  High 
School. 


DELTA  MEDICAL  SOCIETY. 

Dr.  T.  B.  Lewis,  Greenville,  President  of  the 
Delta  Medical  Society,  has  announced  that  the 
regular  semi-annual  meeting  of  the  Society  will 
be  held  at  Belzoni,  October  8.  A splendid  pro- 
gram is  being  arranged  and  it  is  known  that 
Belzoni  will  “do  the  rest.” 

Dr.  Lewis  writes,  “practically  every  doctor  in 
Greenville  has  had  his  summer  vacation,  ranging 
all  the  way  from  a few  hours’  fishing  trip  to  a 
few  weeks  spent  in  their  resort  homes,  and  we 
are  back  on  the  job  trying  to  forget  what  A1 
Smith  said  might  have  been  a ‘democratic  crisis’ 
but  is  only  an  ‘economic  depression  (republican)’.” 


On  September  25,  Dr.  F.  Michael  Smith,  Direc- 
tor of  the  Warren  County  Health  Department, 
for  the  third  consecutive  year  opened  his  class  in 
Communicable  Diseases  for  second  and  third  year 
nurses  of  the  hospitals  of  Vicksburg.  As  in 
former  years  the  students  will  meet  once  a week 
for  a period  of  eight  months. 

Dr.  Smith’s  course  has  been  most  successful 
in  the  past  and  his  efforts  are  much  appreciated 
by  the  hospitals  concerned. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary  of  the  Pike  County 
Medical  Society  furnishes  the  following: 

“Pike  County  Medical  Society  held  its  regular 
monthly  meeting  in  the  McColgan  hotel,  McComb, 
on  September  4,  at  7 p.  m.  Dr.  L.  W.  Brock, 
President,  presided.  Drs.  B.  L.  Crawford  and 
A.  B.  Harvey,  Tylertown,  were  visitors. 

“The  program  consisted  of  the  following: 

“Empyema. — Dr.  S.  Paul  Klotz.  Discussion 
opened  by  Dr.  M.  D.  Ratcliff,  followed  by  Dr.  L. 
W.  Brock.  Discussion  closed  by  Dr.  Klotz. 


“Motion  pictures:  (1)  Emergency  operations 
on  liver  and  bladder  for  stab  and  gunshot  wounds; 
(2)  Hydrocele,  operation;  (3)  Appendectomy; 
(4)  Colle’s  fracture;  (5)  The  anatomy  of  the 
abdominal  viscera.  These  films  were  shown  by 
courtesy  of  the  Petrolagar  Laboratories,  Inc., 
Chicago. 

“The  next  meeting  of  the  Society  will  be  held 
October  2 at  7 p.  m. 

“Dr.  J.  E.  Hewitt,  Smithdale,  was  a patient  in 
the  McComb  Infirmary  during  the  first  two  weeks 
of  August,  suffering  with  pneumonia.  Dr.  Hewitt 
returned  to  his  home  about  August  15. 


“EAST  MISSISSIPPI  FOUR  COUNTY  SOCIETY. 

“Underwood’s  weekly  letter  has  just  been  read. 
In  one  sentence  he  stated  that  if  you  diet  and 
reduce  your  weight  the  results  will  be  serious. 
In  another  sentence  he  says  if  you  eat  and  get 
too  fat  you  will  have  fatty  degeneration  of  all 
the  organs.  Lots  of  consolation  for  a fat  man. 

“Dr.  S.  H.  Hairston,  Meridian,  is  still  confined 
to  his  bed  on  account  of  several  heart  attacks 
which  he  has  had  during  the  past  six  months. 
All  of  his  friends  sympathize  and  hope  for  him 
in  the  desperate  fight  which  he  is  making,  and 
it  is  hoped  that  he  will  come  out  on  top. 

“Dr.  Leslie  Vaughn  Rush  has  decided  that  he 
is  tired  of  his  life  of  single  blessedness  which 
he  has  been  living,  so  a few  days  ago  the  an- 
nouncement of  his  wedding  to  Miss  Katherine 
Brooks  which  is  to  occure  October  1,  1930,  was 
made.  Dr.  Rush  is  one  of  our  most  promising 
young  surgeons,  and  the  young  lady,  he  has  so 
badly  fooled  is  one  of  the  most  charming  ladies 
of  Meridian.  He  is  to  be  congratulated,  and  she 
is  to  be  commiserated.  We  all  hope  that  Coleman, 
Lewis,  and  Arrington  will  immediately  follow 
suit. 

“Dr.  and  Mrs.  Leonard  Hart  are  spending  their 
vacation  on  the  board  walks  of  Atlantic  City.  Our 
friend  Hart  has  not  been  in  good  health  for  some 
time,  and  it  is  hoped  that  a vacation,  which  he 
so  seldom  takes,  will  be  of  great  benefit  to  him. 

“At  7 :30  p.  m.  September  5,  the  Staff  Meeting 
of  Rush’s  Infirmary  was  held.  A very  enjoyable 
time  was  had.  Dr.  K.  T.  Klein  reported  his  ex- 
perience with  sodium  amytal.  This  paper  was 
freely  discussed  by  those  present.  Dr.  I.  W. 
Cooper  reported  a case  which  is  as  yet  undiag- 
nosed. It  is  hoped  at  some  future  time  that  a 
diagnosis  can  be  made  in  this  case  and  a complete 
report  made.  This  case  was  discussed  by  several 
members  who  had  seen  the  case  in  consultation. 

“Dr.  Albert  C.  Bryan  is  in  the  U.  S.  Veteran’s 
Hospital,  Memphis,  Tenn.  undergoing  treatment. 
Dr.  Bryan  has  been  in  had  shape  for  some  months 
and  finally  had  to  give  up. 
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•‘We  are  very  sorry  to  report  the  continued  ill- 
ness of  Dr.  T.  G.  Cleveland,  who  has  been  confined 
to  his  bed  for  some  time  on  account  of  some 
heart  condition.  Cleveland  is  a very  valuable  man 
and  we  hope  that  he  will  soon  be  back  well  and 
strong. 

“It  is  with  a deep  sense  of  regret  that  the  loss 
of  an  infant  son  of  Dr.  and  Mrs.  P.  E.  Holladay 
is  reported. 

“Dr.  Eva  Strahan  is  now  convalesing  from  an 
operation  for  a ruptured  appendix.  This  condi- 
tion developed  very  shortly  after  she  attended  the 
meeting  of  The  East  Mississippi  Medical  Society 
at  the  Patrons’  Union  on  July  30,  1930.  She  is 
sure  this  acute  attack  was  brought  on  by  the 
rough  ride  given  her  by  Googe  and  Bennett.  Dr. 
Gully  and  myself  implored  her  to  come  back  with 
us,  but  naturally  she  wanted  to  ride  with  younger 
and  better  looking  men.  We  hope  that  she  will 
soon  be  back  in  the  game. 

“Dr.  W.  R.  Holladay  is  taking  a very  much 
needed  rest  and  vacation.  We  hope  that  this  rest 
will  be  a great  benefit  to  him.  Holladay  works 
too  hard  and  takes  life  too  seriously. 

“Dr.  and  Mrs.  T.  G.  Cleveland  announce  the 
birth  of  a daughter  whom  they  have  named  Martha 
Francis.  This  is  a very  good  showing  for  our 
society. 

“Our  society  grows  stronger  and  better  when 
the  birth  of  Terry  Lee  Bennett,  Jr.,  son  of  Dr. 
and  Mrs.  Terry  Lee  Bennett  is  announced. 

“Please  call  the  attention  of  President  Howard 
and  Dr.  and  Mrs.  R.  H.  Brumfield  to  these  facts. 
We  hope  for  ‘Bob  White’  a long  life  of  happiness 
and  pleasure  to  his  father  and  mother.  We  also 
hope  that  Rush,  Coleman,  Arrington  and  Lewis 
will  come  along  very  shortly  so  that  we  can  keep 
our  birth  announcements  up  to  the  standard. 

“At  Rush’s  Infirmary  there  was  a lovely  and 
accomplished  superintendent,  but  she  decided  that 
it  was  not  well  for  man  to  live  alone,  so  she 
changed  her  name  from  Mrs.  Minetta  Gibbens  to 
Mrs.  James  Smith.  Jim  Smith  is  a very  popular 
engineer  on  the  Southern  Railroad,  and  how  he 
fooled  this  woman  no  one  knows,  but  he  did,  and 
that  is  her  name.  The  hospital  and  all  her 
friends  hope  that  no  accident  will  occur  and  that 
she  will  continue  as  the  efficient  superintendent 
at  this  hospital. 

Miss  Margaret  Hoye,  the  lovely  and  accom- 
plished daughter  of  our  Vice-President  and  Mrs. 
M.  J.  L.  Hoye,  decided  that  she  was  tired  of  going 
to  school,  and  of  the  parental  restrictions,  drove 
up  to  Livingston,  Alabama,  with  Mr.  S.  M.  Ash- 
craft and  they  were  married.  This  young  lady 


is  a very  charming  and  talented  daughter,  and 
Mr.  Ashcraft  is  a valued  employee  at  the  East 
Mississippi  State  Hospital.  Our  congratulations 
and  best  wishes  are  extended  to  this  young  couple. 

“The  Southern  Medical  Association  meets  at 
Louisville,  Ky.,  in  November  and  it  is  hoped  that 
a large  number  of  our  doctors  will  attend  this 
meeting.  If  they  will  take  time  off,  attend  four 
or  five  medical  association  meetings  during  the 
year,  and  completely  relax,  there  will  not  be  so 
many  sad  reports  occurring  in  the  newspapers. 
As  councilor  of  the  Southern  Medical  Association 
for  Mississippi,  I hope  we  will  have  a large  atten- 
dance at  this  meeting  at  Louisville  in  November.” 

I.  W.  COOPER,  M.  D. 


VICKSBURG  SANITARIUM 
The  regular  monthly  meeting  of  the  Staff  of 
the  Vicksburg  Sanitarium  was  held  on  September 
10.  After  the  usual  business  of  the  Staff  and 
the  report  from  the  Records  Department  and 
Analysis  of  the  Work  of  the  Hospital,  the  follow- 
ing special  case  reports  were  presented: 

(1)  Acute  Intestinal  Obstruction. — Dr.  G.  M. 
Street. 

(2)  Cirrhosis  of  the  Liver. — Dr.  A.  Street. 

(3)  Compound  Fracture  of  the  Lower  Leg; 
Treatment  and  End  Results. — Dr.  J.  A.  K.  Bir- 
chett,  Jr. 

(4)  A Few  Thyro-Cardiac  Cases. — Dr.  L.  J. 
Clark. 

(5)  Intracranial  Hemorrhage  in  the  New-born. 
— Dr.  G.  C.  Jarratt. 

Selected  radiographic  studies  were  demon- 
strated as  follows:  Pulmonary  tuberculosis;  Frac- 
ture of  both  bones  of  the  leg  from  alligator  bite; 
Fracture  of  vertebra;  and  Hypertrophic  osteo- 
arthritis with  spondylolisthesis. 


DR.  ETHELBERT  H.  GALLOWAY. 

Dr.  Ethelbert  H.  Galloway,  Jackson,  died  sud- 
denly of  a heart  attack,  August  26.  While  at  the 
Baptist  hospital  about  four  o’clock  in  the  after- 
noon he  was  stricken  with  the  first  attack.  This 
passing  away,  he  went  home  and  to  bed,  and 
shortly  after  11  o’clock  that  night  the  second 
attack  came  and  he  died  before  physicians  could 
reach  his  bed  side. 

Dr.  Galloway  was  born  in  Vicksburg,  August 
21,  1879,  the  son  of  the  late  Bishop  and  Mrs. 
Charles  Betts  Gal.oway.  He  moved  to  Jackson 
when  a lad  of  about  six  years  of  age,  and  had 
resided  in  the  house  in  which  he  died  since  his 
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early  boyhood.  He  received  his  literary  educa- 
tion at  Millsaps  College,  and  entered  the  medi- 
cal department  of  Vanderbilt  University  in  1900, 
graduating  with  honors  from  that  institution  in 
1903,  having  completed  a four-year  course  in 
three  years.  After  serving  an  internship  in  one 
of  the  large  hospitals  of  the  East,  he  served  for 
several  months  as  ship’s  surgeon  on  one  of  the 
steamers  plying  between  New  York  and  South 
America.  Since  then  his  entire  professional  life 
had  been  spent  in  Jackson,  where  he  achieved 
distinction  both  at  a physician  and  a surgeon. 

Since  1918,  Dr.  Galloway  had  devoted  his  time 
exclusively  to  the  practice  of  surgery  and  was 
well  known  throughout  the  South.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and 
of  the  American  Medical  Association  and  was  a 
member  of  the  Mississippi  State  Medical  Associa- 
tion. During  the  administration  of  Governor 
Earl  Brewer,  without  his  solicitiation  or  knowl- 
edge, he  was  named  as  Secretary  and  Medical 
Director  of  the  State  Board  of  Health,  serving 
with  distinction  and  great  benefit  to  the  State. 
At  one  time  he  was  Medical  Director  of  the  Co- 
lumbia Woodmen,  and  held  several  other  positions 
of  honor  and  distinction  in  the  medical  world. 

Dr.  Galloway  is  survived  by  his  wife,  formerly 
Miss  Mable  Johnson,  two  sons,  Charles  B.  and 
Belton  Galloway,  and  two  sisters  Mrs.  A.  M.  Muc- 
kenfus,  Elizabeth,  New  Jersey  and  Mrs.  W.  G. 
Jackson,  Lenoir  City,  Tennessee. 


DR.  J.  F.  AYCOCK. 

Dr.  J.  F.  Aycock  was  born  November  21,  1886 
at  Pheba,  Miss.  His  father,  W.  J.  Aycock  moved 
to  Calhoun  County  in  1892  and  settled  near 
Bently  on  Topashaw  Creek.  It  was  here  that 
Dr.  Aycock  spent  his  boyhood  days  on  the  farm. 

After  spending  one  year  in  Mississippi  College 
and  one  in  Millsaps  College,  he  entered  the  Medi- 
cal College  at  Memphis,  Tenn.  He  graduated  from 
there  in  the  spring  of  1913  and  began  practicing  in 
the  community  in  which  he  was  reared.  In  May, 
1914,  he  was  married  to  Miss  Johnnie  J.  Denley 
of  Big  Creek.  He  is  survived  by  his  widow  and 
two  children. 

In  1916  he  moved  to  Slate  Springs,  and  prac- 
ticed his  profession  until  1919  at  which  time  he 
moved  to  Calhoun  City,  where  he  remained  until 
his  death  on  May  15,  1930. 

Dr.  Aycock  practiced  until  about  June,  1929. 
His  health  became  so  impaired  that  he  was  forced 
to  give  up  his  practice.  He  spent  his  entire  pro- 
fessional life  in  Calhoun  County  and  served  his 
people  well.  He  was  always  true  to  his  profes- 
sion, strictly  ethical  in  all  his  acts.  He  never 
incurred  the  ill  will  of  a fellow  practitioner. 


Dr.  Aycock  was  a member  of  the  Baptist 
Church,  Knights  of  Pythias,  Exchange  Club  and 
Mason. 

The  community  and  the  medical  profession  has 
sustained  a great  loss  in  his  passing. 

JAMES  M.  ACKER,  JR.,  Secretary, 
Northeast  Mississippi  Medical  Society. 


COMMITTEE  ON  VITAL  STATISTICS. 

Because  of  his  unusual  and  constant  interest 
in  vital  statistics  as  affecting  the  members  and 
families  of  the  Mississippi  State  Medical  Associa- 
tion this  year,  it  has  been  suggested  by  one  high 
in  authority  that  Dr.  I.  W.  Cooper,  Meridian, 
genial  and  efficient  treasurer  of  the  Association, 
be  appointed  or  declared  chairman  of  a commit- 
tee on  births  within  the  Association.  This  com- 
mittee would  act  as  a sort  of  balance  wheel  to 
the  committee  on  necrology.  Also  because  of 
their  interest  in  such  matters,  it  has  been  sug- 
gested that  Drs.  Samuel  E.  Field  of  Centreville 
and  Dr.  J.  A.  Birchett,  Jr.,  of  Vicksburg,  should 
serve  as  the  other  members  of  the  committee.  If 
there  is  no  further  discussion,  the  above  named 
gentlemen  are  designated.  They  will  please  take 
notice  and  perform  the  duties  of  their  respective 
offices  with  all  dispatch. 

CENTRAL  MEDICIAL  SOCIETY. 

The  third  quarterly  meeting  of  the  Central 
Medical  Society  was  held  in  the  banquet  hall  of 
the  Edwards  Hotel  Tuesday,  September  16.  There 
were  70  members  and  ten  visitors  present,  this 
being  the  best  attended  meeting  of  the  year.  Pre- 
ceding the  banquet  and  scientific  program  the 
following  clinic  was  presented: 

1.  Dr.  J.  P.  Wall — Case  report. 

2.  Dr.  A.  G.  Wilde — Presentation  of  a case  of 
Paranaud’s  conjunctivitis  and  a case  of  megalo- 
cornea. 

3.  Dr.  Sam  H.  McLean — Case  report  of  throm- 
bosis of  cavernous  sinus  of  penis. 

4.  Dr.  H.  R.  Shands — Case  report  of  tuber- 
culosis of  the  spleen. 

A most  enjoyable  banquet  was  followed  by  the 
following  scientific  program: 

a.  Agranulocytosis  with  report  of  a case. — 
Drs.  Strain  and  O’Mara,  Sanatorium.  Discussed 
by  Dr.  G.  W.  F.  Rembert,  Jackson. 

b.  The  use  and  Abuse  of  Sera  and  Vaccines 
in  Treatment  and  Prophylaxis  of  Various  Diseases. 
— Dr.  H.  C.  Mitchell,  Memphis,  Tenn. 
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c.  Presidential  Address. — Dr.  E.  F.  Howard, 
President,  Mississippi  State  Medical  Association, 
Vicksburg. 

Dr.  Mitchell’s  paper  was  a resume  of  the  latest 
data  on  sera  and  vaccines  in  various  diseases,  and 
extremely  interesting  to  the  profession  as  a whole. 

Dr.  Howard  gave  a very  timely  talk  on  organi- 
zation within  the  State  Association  emphasizing 
the  important  part  played  by  the  local  societies. 

At  the  business  meeting  following  the  program 
eight  new  application  for  membership  were  pre- 
sented. The  Society  now  has  114  members  and 
we  hope  to  bring  this  to  130  by  the  end  of  the 
year. 

At  the  monthly  staff  meeting  of  the  Baptist 
Hospital,  September  8,  30  members  were  present 
and  a very  interesting  program  was  featured  by 
Dr.  Shands’  resume  of  the  work  observed  in 
Eastern  clinics  during  the  summer. 

There  was  no  meeting  of  the  staff  of  the  Jack- 
son  Infirmary  in  September. 

W.  L.  HUGHES,  Secretary. 


MISSISSIPPI  MEDICAL  INSTITUTIONS. 

Is  it  not  about  time  that  the  citizens  of  Missis- 
sippi placed  the  medical  institutions  of  our  State 
beyond  the  reach  of  politics  and  politicians?  And, 
as  with  everything  that  has  to  do  with  the  protec- 
tion of  the  public  in  things  medical,  has  it  not 
become  time  for  the  medical  profession  to  make 
a determined  stand  in  the  interest  of  efficiency 
and  good  medicine? 

The  people  of  Mississippi  and  of  the  whole 
country  have  had  a great  exhibition  during  the 
past  summer  of  the  workings  of  political  influence 
on  educational  institutions.  Often  in  the  past 
they  have  had  similar  exhibitions  as  regards  our 
State  charity  hospitals  and  other  State  institu- 
tions. While  we  as  citizens  should  be  interested 
in  all  institutions,  certainly  we  as  doctors  should 
have  a special  interest  in  those  that  have  to  do 
with  the  training  of  medical  men  and  the  treat- 
ment of  sufferers  from  disease. 

We  are  told  that  the  medical  department  of  the 
University  of  Mississippi  is  now  back  on  its  old 
standing  as  an  approved  school,  and  the  State  is 
certainly  to  be  congratulated  that  Dr.  Crider  is 


again  dean  and  that  Dr.  Rowland  has  been  rein- 
stated in  the  honorable  position  he  has  so  long 
held  as  a member  of  the  faculty.  It  has  brought 
joy  to  many  to  know  that  in  order  to  bring  this 
about  an  increase  in  compensation,  always  alto- 
gether too  small,  has  been  a by-effect  of  all  the 
undesirable  advertising  the  school  has  received. 
It  will  never  be  known  how  many  students  were 
lost  to  the  institution. 

Why  cannot  our  medical  institutions  be  placed 
under  some  kind  of  a civil  service  or  other  plan 
that  will  recognize  ability  and  efficiency,  that  will 
place  the  best  men  in  positions  of  responsibility; 
that  will  protect  them  from  summary  removal  for 
political  purposes  as  long  as  they  maintain  desir- 
able standards,  and  that  will  provide  an  incentive 
for  good  men  to  devote  their  lives  and  best  efforts 
to  the  upbuilding  of  the  reputation  of  Mississippi 
institutions? 

We  have  in  this  State  a medical  institution 
that  is  known  all  over  the  country  as  an  example 
of  what  such  institutions  should  be.  Its  head  is 
internationally  known  and  is  looked  up  to  as  a 
leader  and  a teacher.  That  institution  could  not 
have  reached  its  present  standing  if  it  had  been 
kicked  about  during  the  years  as  have  our  charity 
hospitals.  Its  head,  who  is  responsible,  would  not 
be  in  Mississippi  today  had  he  been  subject  to  the 
same  laws  as  their  superintendents.  He  cannot  be 
removed  except  for  cause,  and  he  has  known 
through  the  years  that  his  efforts  would  receive 
recognition.  He  has  had  an  incentive  to  build  a 
monument  and  the  State  receives  the  benefits  of 
that  man’s  work. 

How  wonderful  could  be  the  prospects  were  our 
other  medical  institutions  conducted  in  the  same 
way!  There  are  no  finer  opportunities  for  medi- 
cal teaching  in  the  world  than  are  to  be  found  in 
these  institutions.  The  men  who  head  them 
should  be  given  a chance.  Frequent  changes  in 
any  business  are  expensive.  Might  it  not  be  that 
more  charity  patients  might  receive  better  care 
with  permanent  organizations? 

No  criticism  of  present  heads  of  medical  insti- 
tutions is  offered.  They  are  men  of  ability.  But, 
however  efficient  their  institutions,  they  would  be 
better  institutions  and  the  present  heads  better 
heads  could  it  be  certain  that  accomplishment 
would  be  recognized  and  protected  and  that  ineffi- 
ciency would  not  be  tolerated. 
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The  Baby's  First  Two  Years:  By  Richard  D. 

Smith,  M.  D.,  A.  B.,  Sc.  D.  Boston,  Houghton 
Mifflin  Co.  1930.  pp.  159. 

This  is  the  third  edition  of  this  book.  It  was 
written  just  for  mothers  and  will  be  very  useful 
in  answering  some  of  the  many  perplexing  ques- 
tions which  are  sure  to  arise  concerning  the  care 
and  feeding  of  the  baby. 

It  is  divided  into  three  parts.  In  Part  I are 
rules  for  the  care  and  feeding  of  infants;  there 
are  minute  instructions  to  the  mother  regarding 
the  clothes  to  get  for  the  new  baby;  there  are 
general  rules  for  the  feeding  of  the  child  up  to 
two  years;  and  there  are  also  general  suggestions 
of  what  to  do  for  the  sick  child  till  the  mother  can 
get  in  touch  with  her  doctor. 

In  Part  II  are  suggestions  to  help  the  mother 
who  must  travel  with  a baby,  and  there  is  given 
a typical  day  of  the  routine  care  of  a normal, 
healthy  child. 

In  Part  III  are  recipes  for  the  preparation  of 
different  articles  of  food  for  the  baby. 

The  book  is  simply  written  and  gives  much 
practical  information  for  the  mothers  who  wishes 
to  know  more  about  the  care  and  feeding  of  her 
child. 

Rena  Crawford,  M.  D. 


Behavior  Patterns  of  the  Alimentary  Tract:  By 

T.  Wingate  Todd,  M.  B.,  Ch.  B.  (Mane.), 
F.  R.  C.  S.  (Eng.).  Baltimore,  Williams  & 
Wilkins  Co.  1930.  pp.  79. 

This  book  presents  a report  of  a most  thorough 
and  comprehensive  study  of  the  behavior  patterns 
presented  by  the  alimentary  tract  to  stimuli  of 
local,  reflex  or  central  origin.  It  also  treats  of  the 
reaction  of  the  stomach  to  simple  stimuli  such  as 
milk,  water,  buttermilk  and  lactic  acid,  and  the 
influence  upon  the  stomach  and  emotions  of  heat 
and  cold  applied  to  the  abdominal  wall  and  by 
imbibed  hot  and  cold  drinks.  The  work  represents 
over  20  years  of  study  on  a group  of  400  students 
of  both  sexes.  It  deals  with  vital  and  fundamental 
problems  in  the  human  that  no  one  interested  in 
medical  advance  can  afford  to  overlook.  The 
ability  of  the  author  to  embrace  in  a well-told 
narrative  of  less  than  80  pages,  and  about  one 
hour  of  reading,  so  important  a subject  is  the  least 
of  the  virtue  of  this  publication.  It  cannot  be  too 
highly  commended. 


A Text-Book  of  Psychiatry  for  Students  and  Prac- 
titioners: By  D.  K.  Henderson,  M.  D.  (Edin.), 
F.  R.  P.  S.  (Glas.),  and  R.  D.  Gillespie,  M.  D. 
(Glas.),  M.  R.  C.  P.,  D.  P.  M.  (Lond.)  2d  ed. 
London,  Oxford  Univ.  Pres.  1930.  pp.  526. 

This  splendid  volume  from  the  Oxford  Univer- 
sity Press  is  the  second  edition  presented  by  two 
internationally  known  members  of  the  profession 
who  have  devoted  their  time  to  the  study  of  mental 
and  allied  disorders.  Their  method  of  approach  of 
the  abstract  of  the  historical  review  of  the  care 
and  treatment  of  mental  disorders  is  illuminating 
and  in  itself  is  a text  necessary  to  all  forms  of 
social  hygiene  not  alone  mental.  The  classification, 
both  British  and  American,  is  complete  in  every 
detail  with  a new  classification  as  suggested  along 
the  lines  of  types  of  reaction.  This  is  gone  into  in 
detail.  The  etiology  in  chapter  3 has  been  pre- 
sented in  a very  scientific  manner,  giving  current 
criticism  to  the  Mendelian  theory,  marriage  and 
birth  control.  Lues  is  also  mentioned  at  length 
among  the  causative  factors.  A very  complete 
method  of  examination  is  given,  likewise  a 
symptomatology. 

Then  follows  the  treatment  of  the  psychoses  as 
such,  illustrated  by  case  histories  in  the  more 
up-to-date  form  and  which  is  the  better  method  in 
the  reviewer’s  opinion  of  teaching  students  or 
presenting  cases  to  the  medical  practitioner  who 
must  run  as  he  reads.  The  organic  reaction  types 
and  the  paragraph  on  epidemic  encephalitis  is  well 
written  and  is  an  addition  to  the  data  already 
presented  by  other  authors  on  this  enigmatic 
pathological  phenomena. 

Epilepsy  and  mental  deficiency  are  covered  only 
as  these  two  writers  can  present  it.  In  the  chapter 
or.  psychoneurosis  is  given  the  various  interpreta- 
tions by  Bernheim,  Charcot,  Janet,  Freud,  DeJerine 
and  Ross.  The  constitutional  inferiority  is  like- 
wise included.  The  elaborating  on  this  type  of  the 
herd  is  quite  necessary,  for,  in  many  medico-legal 
situations,  the  question  of  emotional  reactions,  plus 
adaptability  and  mal  adjustment  should  be  con- 
sidered in  determining  cases  for  sentence  or  pardon, 
or  commitment  to  institutions  for  mental  disorders. 

The  chapter  on  military  psychoses  and  psycho- 
neurosis is  adequately  covered.  This  is  followed 
by  the  concluding  chapter  on  the  medico-legal 
relations  as  pertaining  to  mental  and  allied  dis- 
orders. While  the  same  legal  jurisprudence  does 
not  apply  to  the  States  as  to  the  United  Kingdom, 
there  are  many  points  that  are  well  brought  out. 

A bibliography  is  appended.  This  volume  should 
be  included  in  the  library  of  all  neuropsychiatrists, 
lawyers  and  medical  libraries,  inasmuch  as  it  brings 
to  us  the  very  latest  treatise  in  the  fields  of 
psychiatry. 


I.  L.  Robbins,  M.  D. 


Walter  J.  Otis,  M.  D. 
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Diseases  of  the  Nose,  Throat  and  Ear,  Medical 
and  Surgical:  By  William  Lincoln  Ballenger, 
M.  D.,  F.  A.  C.  S.  Revised  by  Howard  Charles 
Ballenger,  M.  D.,  F.  A.  C.  S.  6th  ed.  Phila- 
delphia, Lea  & Febiger.  1930.  pp.  1138. 

To  those  of  us  specializing  in  diseases  of  the 
nose,  throat  and  ear,  Ballenger’s  book  has  been  an 
old  and  valued  friend.  The  new  edition  follows 
the  same  clear  and  concise  exposition  of  the  sub- 
ject that  made  the  older  editions  popular,  and  has 
been  so  extensively  revised  as  to  keep  it  in  the 
front  rank  of  books  on  this  subject. 

The  section  on  bronchoscopy  by  Gabriel  Tucker 
and  Chevalier  L.  Jackson  is  beautifully  written 
and  remarkably  informative  even  though  neces- 
sarily condensed. 

There  is  a very  interesting  description  of 
hemolytic  streptococcic  throat  (upper  respiratory 
tract)  infection  and  its  frequent  association  with 
bacteremia. 

Dr.  Alfred  Lewy  has  contributed  a very  able 
discussion  on  physiology  and  functional  tests  of 
the  labyrinth,  inflammatory  diseases  of  the 
labyrinth,  indications  for  operations  on  the 
labyrinth  and  concussion  and  fracture  of  the 
labyrinth. 

The  section  on  tracheotomy  still  adheres  to  the 
statement  in  former  editions,  “high  tracheotomy  is 
preferable,”  a dictum  with  which  most  laryngolo- 
gists will  not  agree  on  account  of  the  great  danger 
of  cicatricial  stenosis  of  the  larynx  which  attends 
the  wearing  of  a tracheotomy  tube  through  a high 
tracheotomy  incision. 

The  book  has  the  whole-hekrted  recommendation 
of  the  reviewer,  who  believes  that  it  will  continue 
to  be  the  valued  work  of  reference  that  its  preced- 
ing editions  have  been. 

H.  Kearney,  M.  D. 


Practical  Psychology  and  Psychiatry : By  C.  W. 

Burr,  M.  D.  6th  ed.,  rev.  and  enl.  Philadel- 
phia, F.  A.  Davis  Co.  1930.  pp.  378. 

This  volume  is  a revision,  enlargement  and 
elaboration  of  previous  editions.  It  is  written  in 
a rather  mixed  vein,  composed  of  literary,  explan- 
atory, analytical  and  iconoclastic  explanations. 

The  first  part  deals  with  the  psychobiology 
shading  into  abnormal  functions. 

The  second  part  treats  of  symbolisms  in  sanity 
and  insanity.  This  is  well  written  and  an  abstract 
to  meet  the  demands  of  the  present  day  reader  of 
medical  books. 

The  third  part  deals  strictly  and  entirely  with 
insanity  — definitions,  classifications  and  modern 
terminology  though  the  reviewer  found  no  mention 


of  psychopathies  as  classified  under  the  authorized 
nomenclature  of  the  National  Committee  for  Mental 
Hygiene.  This  classification,  I think,  is  neces- 
sary with  its  adjunct,  constitutional  inferiorities, 
inasmuch  as  the  medico-legal  world  is  today  en- 
countering such  problems  in  their  prisons  and 
abnornrals. 

The  fourth  part  deals  with  the  management  and 
care  of  mental  disorders.  It  is  written  only  as  a 
teacher  and  neuropsychiatrist  of  Dr.  Burr’s  stand- 
ing can  write  for  the  public.  Especial  reference 
must  be  made  to  that  part  which  deals  with  the 
nursing  of  these  cases.  There  is  much  of  the 
humanities  injected  into  the  treatment  of  this 
subject.  This  is  most  necessarry  and  overlooked  by 
some  other  authors  when  preparing  books  for  pub- 
lication. As  is  the  example  set  by  physicians  in  an 
institution  for  the  care  ajid  treatment  of  mental 
and  nervous  disorders,  so  is  the  emulation  by  the 
nursing  itself. 

The  prevention  of  insanity  is  covered  in  the 
fifth  part  with  a very  comprehensive  treatise  on 
mental  hygiene  dealing  with  child,  guidance,  pueri- 
eulture,  habit  formation,  and  last,  the  question  of 
eugenics  as  regards  the  marriage  of  those  so  unfor- 
tunate to  have  had  a phychosis  or  psycho-neurosis. 
The  author  here  is  very  conservative,  stating  that 
in  most  cases  the  particular  situation  is  a low  unto 
itself.  This  is  a very  healthy  advice  coming  from 
a man  whose  experiences,  actual  contact,  and  exten- 
sive training  has  placed  him  on  one  of  the  highest 
peaks  of  the  neuro-psychiatric  world. 

The  alpha  of  this  volume  opens  with  the  phrase, 
“What  is  life?”  The  omega  of  the  same,  states, 
“Shall  psychotics  procreate?” 

Walter  J.  Otis,  M.  D. 


Burns:  Types,  Pathology  and  Management:  By 

George  T.  Pack,  B.  S.,  M.  D.,  and  A.  Hobson 
Davis,  B.  iS.,  M.  D.  Philadelphia,  J.  B.  Lip- 
pincott.  1930.  pp.  364. 

The  book  was  compiled  by  pathologists.  It  is 
interesting  particularly  because  there  is  much  his- 
torical data  and  an  excellent  bibliography  up  to 
1927. 

In  the  chapter  on  toxemia  produced  by  burns 
and  scalds  all  of  the  theories  that  have  been  sug- 
gested with  reference  to  the  causes  of  the  toxemia 
are  recounted.  After  enumerating  exactly  twenty- 
four  theories  the  authors  conclude  “the  toxin  of 
burns  is  unknown.” 

In  the  chapter  which  relates  to  treatment  an 
under-graduate  would  certainly  be  perplexed  be- 
cause all  of  the  many  suggestions  which  have  been 
made  from  the  time  of  Samuel  D.  Gross  are  in- 
cluded. “Samuel  D.  Gross  in  1866  recommended 
sinapisms  to  the  extremities  to  counteract  the 
depression.” 
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In  the  next  paragraph  the  authors  state  “when 
shock  exists  the  temperature  falls  and  collapse 
ensues,  the  heat-regulating  centre  sharing  in  the 
nervous  depression.” 

On  the  next  page  we  find  a sentence  which  is 
additional  evidence  of  a loose  use  of  words.  The 
authors  speaks  of  a “fairly  sterile”  condition. 

Under  General  Measures  the  authors  state  “when 
fever  approaches  103  degrees  F.  relief  is  best 
obtained  by  sponging  with  tepid  water  or  alcohol.” 
It  may  readily  be  seen  that  an  application  of  alcohol 
to  the  burn  may  cause  the  patient  pain. 

The  book  gives  the  impression  that  it  is  a library 
book. 

On  page  221  one  is  impressed  by  the  painfully 
academic  nature  of  the  book.  The  authors  state 
“Adhesions  imply  those  conditions  in  which  during 
cicatrization,  contiguous  tissues  or  surfaces  which 
in  their  natural  state  move  freely  on  each  other, 
have  become  mutually  adherent,  thereby  abridging 
voluntary  motion,  as  when  a cicatrix  adheres 
firmly  to  a muscle,  tendon,  or  aponeurosis;  or  these 
latter  to  one  another.” 

There  are  apparently  contradictions  in  many 
places  of  the  book,  but  it  is  especially  noticed  on 
the  opposite  page,  222,  where  the  following  state- 
ments are  found:  “Splints,  adhesive  plaster,  elas- 

tic bands  and  extension  apparatuses  to  prevent 
contractures  must  be  continuously  applied  night 
and  day.”  On  the  next  page  they  state  that  “the 
scar  can  be  softened  and  made  more  elastic  by 
the  continuous  application  of  moist  warm  packs 
for  a long  period  of  time.”  It  is  difficult  to 
imagine  how  splints  can  be  applied  and  at  the  same 
time  moist  compresses. 

The  chapter  on  deformities  following  a burn 
gives  the  wrong  impressions  of  the  difficulties  en- 
countered in  the  management  of  these  horrible 
deformities.  Reference  to  the  work  of  Gillies,  Vil- 
ray  Blair,  John  Staige  Davis  and  others  will  better 
fit  the  student  of  plastic  surgery  for  his  work  than 
an  attempt  to  do  such  extensive  work  with  only 
this  volume  as  a guide. 

It  is  rather  surprising  that  in  the  chapter  on 
burns  by  gases  no  mention  is  made  of  the  recent 
valuable  suggestions  which  have  been  made  regard- 
ing the  handling  of  roentgen-ray  films  as  a prophy- 
lactic measure. 

On  the  whole  I believe  that  the  student  of  the 
subject  of  burns  will  probably  get  a great  deal 
more  usable  information  by  reading  Davidson’s  or 
Cutting’s  short  articles  on  the  subject  of  burns; 
and  certainly  the  ones  interested  in  plastic  repair 
will  do  well  to  read  carefully  and  follow  the  de- 
tails of  management  laid  down  by  Blair  or  Davis 
before  attempting  reconstructive  operations. 

Isidore  Cohn,  M.  D. 


Human  Biology  and  Racial  Welfare:  Ed.  by  E.  V. 

Cowdry.  New  York,  Paul  B.  Hoeber,  Inc. 

1930.  pp.  612. 

A book  by  specialists  concerning  specialties 
which  have  to  do  with  human  welfare.  It  deals 
with  the  past,  the  present  and  the  future  of  the 
human  race.  It  takes  up  man’s  origin  and  evolu- 
tion, mentally  and  physically;  the  influence  of  his 
environment  upon  his  making  and  what  all  this 
has  to  offer  as  an  idea  of  the  future  man.  The 
distinction  of  the  men  who  contribute  to  this 
volume  is  enough  to  testify  to  the  excellence  of 
the  book. 

It  is  written  simply  and  effectively  and  may  be 
read  with  interest  and  pleasure  by  laymen  and 
scientest.  Such  indeed  is  the  intention  of  the 
authors. 

I.  L.  Robbins,  M.  D. 
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ANOTHER  MODIFICATION  OF  THE 
PRECIPITIN  TEST  FOR 
SYPHILIS.* 

F.  M.  JOHNS,  M.  D.,t 
New  Orleans. 

Even  a casual  review  of  the  voluminous 
literature  that  has  accumulated  of  late  years 
upon  the  subject  of  precipitin  tests  for 
syphilis  would  seem  to  preclude  the  possi- 
bility of  favorably  modifying  or  improving 
upon  the  technic  of  this  phenomenon.  In 
the  actual  routine  performance  of  any  one 
of  the  more  commonly  accepted  varieties, 
however,  even  the  trained  medical  labora- 
tory specialist  finds  many  pitfalls  that  with- 
out the  most  scrupulous  care  would  con- 
sign many  a patient  to  a rather  fateful  diag- 
nosis. 

Dr.  R.  L.  Kahn(1)  has  probably  contri- 
buted more  to  our  knowledge  of  the  funda- 
mental reactions  underlying  the  precipitin 
test  as  applied  to  the  diagnosis  of  syphilis 
than  any  other  worker.  His  methods  have 
been  widely  heralded  and  adopted,  and  par- 
ticularly by  a vast  number  of  small  labora- 
tories that  depend  entirely  upon  this  test. 
If  every  technician  who  daily  performs  the 
Kahn  test  would  read  and  could  understand 
the  theoretical  knowledge  contained  in  the 
first  sixty-four  pages  of  explanations  about 
the  possibilities  of  variation  in  this  very 
reliable  but  complicated  test  for  syphilis  the 
end  results  would  be  far  different. 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 

fFrom  the  Laboratory  of  Clinical  Medicine, 
School  of  Medicine,  Tulane  University. 


Dr.  H.  W.  Butler,  working  in  my  lab- 
oratory in  Tulane  University,  following 
an  exhaustive  review  and  study  of  precipi- 
tin tests  devised  and  published  in  1926  a 
technic  for  a rapid  precipitin  test  for  syphi- 
lis(2)  that  while  essentially  a modification  of 
the  Meinicke  test(3)  possessed  a number  of 
unique  advantages  that  placed  the  test  with- 
in the  realm  of  actual  possibility  of  success- 
ful performance  in  other  than  the  highest 
class  of  specialized  laboratory  where  addi- 
tional serologic  data,  such  as  the  Wasser- 
mann,  could  be  performed  as  a competent 
control.  An  outline  of  this  test  was  included 
in  the  recently  revised  edition  of  Practical 
Clinical  Laboratory  Diagnosis(4)  by  Dr.  C. 
C.  Bass  and  myself  after  having  observed 
the  use  of  this  technic  by  medical  students 
as  well  as  in  private  laboratory  practice  for 
several  years. 

The  daily  use  of  the  Butler  test  has 
revealed  several  disadvantages  which  led 
me  to  continued  experimentation  and  has 
apparently  resulted  in  a number  of  improve- 
ments which  are  radical  enough  in  my 
opinion  to  constitute  a distinct  modification 
of  the  original  test.  Without  entering  into 
any  discussions  of  the  reasons  for  the  vari- 
ous changes,  the  present  improvements  may 
be  enumerated  as  follows : 

1.  Antigen.  A stable  antigen  that  has 
proven  to  be  easily  duplicated,  and  which 
gives  an  optimum  sensitivity  when  diluted 
with  normal  saline.  This  saline  suspension 
is  quite  stable,  having  a Ph.  of  6.8,  and  les- 
sens the  possibility  of  non-specific  precipi- 
tations. 
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2.  A method  of  boosting  the  precipitating 
power  of  syphilitic  sera  by  simple  drying. 
While  the  effect  of  the  procedure  is  some- 
what analogous  to  the  heating  of  serum  to 
56°C  for  thirty  minutes  as  recommended  by 
Kahn  and  others,  this  method  of  boosting 
obviates  a costly  thermostat  and  seems  to 
be  slightly  more  effective.  If  this  principle 
has  been  described  elsewhere,  I have  not 
noted  it  in  a fairly  comprehensive  search 
of  the  literature. 

3.  A short  and  definite  time  limit  for 
the  reaction — 3 to  5 minutes.  With  the 
original  Butler,  the  variable  time  of  read- 
ing the  reaction  often  left  one  in  doubt 
whether  the  reaction  had  gone  far  enough 
or  too  far.  Rapid  drying  also  tended  to 
obscure  the  weaker  positives. 

4.  Applicability  to  spinal  fluids.  I be- 
lieve I am  fairly  safe  in  saying  that  the 
greatest  drawback  encountered  in  the  spread 
of  the  use  of  precipitin  tests  for  the  diag- 
nosis of  syphilis  has  been  the  unsatisfactory 
readings  obtained  with  spinal  fluid.  Appar- 
ently this  antigen  is  particularly  well  suited 
to  react  in  the  presence  of  traces  of 
ammonium  sulphate  which  are  inevitably 
left  in  concentrating  the  globulins.  By 
utilizing  the  globulin  content  of  at  least  5 
c.c.  of  spinal  fluid,  I have  been  able  to 
elecit  beautiful  reactions  on  known  treated 
cases  that  would  only  give  a Wassermann 
with  the  largest  amount  of  spinal  fluid  that 
could  be  utilized  in  a complement  fixation 
test.  The  excessive  globulin  fractions  of 
tubercular  and  poliomyelitic  fluids  on  the 
other  hand  always  tend  to  protect  against 
precipitation,  so  that  a very  contrasty  re- 
action is  evident. 

TECHNIC. 

ANTIGEN  (Stock). 

Alcoholic  extract  of  powdered 

beef  heart  90. cc. 

(Difco  powdered  heart  first  defatted 
with  two  washings  in  acetone  of  ten 
minutes  each.  Dry  thoroughly  and 
extract  in  incubator  for  three  days  with 
98  per  cent  grain  alcohol,  one  gm.  pow- 
der to  10  cc.  alcohol). 


Alcohol,  98  per  cent  (grain) 10. cc. 

Balsam  of  Tolu,  10  per  cent  alcoholic 

solution  4.5cc. 


(This  balsam  must  be  repurified  by 
two  precipitations  with  water  from  a 
saturated  alcoholic  solution). 

Benzoic  acid,  1 per  cent  alcoholic 


solution 1.25cc. 

Cholesterin  (Pfanstiehl  quality)....  0.56gm. 
Mix  in  order  given.  Solution  may  be 


facilitated  by  incubator  temperature. 

SERUM  TEST. 

Place  0.15cc.  (3  drops)  of  clear  serum  on 
a microscope  slide.  Spread  out  over  middle 
third  of  slide.  Allow  to  dry  completely. 
Electric  fan  or  incubator  may  be  used  to 
advantage.  Dilute  antigen  by  placing 

0.4cc.  isotonic  saline  (085  per  cent  sodium 
chloride)  into  a small  test  tube.  With  a 
dry  pipette  equipped  with  a rubber  bulb 
take  up  and  add  O.lcc.  stock  antigen  to  the 
saline.  Mix  by  aspirating  and  ejecting  the 
suspension  with  the  pipette.  This  suspen- 
sion may  be  made  up  in  larger  quantities 
and  will  keep  perfectly  suspended  for  the 
day’s  use.  Add  0.2cc.  (4  drops)  of  antigen 
suspension  to  the  serum.  With  toothpick 
spread  antigen  over  serum  and  by  a circu- 
lar rubbing  motion  facilitate  solution. 

Agitate  the  slide  occasionally  by  rocking 
it  from  side  to  side.  The  reaction  is  com- 
plete within  5 minutes.  Read  by  indirect 
light  and  discard. 

Three  readings  are  possible: 

1.  Negative — the  solution  retains  a 
clear  opalescence. 

2.  Definitely  positive — A fine,  discrete, 
yellowish  granulation  forms  which  is  quite 
definite  and  should  occasion  no  question 
after  having  been  once  observed. 

3.  Strongly  positive — A heavy,  discrete, 
yellowish  granular  precipitate  which  forms 
very  quickly. 

Quantitation.  A true  measure  of  the 
reagent — or  precipitin — may  be  obtained  in 
units  by  fractionating  the  quantity  of  serum 
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used — and  this  is  in  no  way  disturbed  by 
artificially  altered  systems  of  dilution  or 
“overdosage.” 

If  drops  are  used  they  should  be  made 
with  a small  tipped  medicine  dropper  held 
at  angle  of  45°  from  the  vertical. 

SPINAL  FLUID  TEST. 

Place  5cc.  clear  spinal  fluid  in  a conical 
bottom  centrifuge  tube. 

Add  5cc.  saturated  aqueous  solution  of 
ammonium  sulphate. 

Mix  and  allow  to  stand  for  3 hours. 

Centrifuge  in  electric  machine  to  pack 
sediment. 

Invert  tube  and  drain  for  at  least  5 to 
10  minutes.  Wipe  mouth  of  tube  dry. 

Add  one  drop  of  normal  saline  by  drop- 
ping directly  to  bottom  of  tube. 

Mix,  dissolve  precipitate  and  transfer  to 
a microscope  slide  by  means  of  a capillary 
pipette. 

Make  a control  by  using  one  drop  of  nor- 
mal saline  on  another  such  slide. 

Add  to  each  slide  0.2cc.  (4  drops)  of  anti- 
gen suspension.  Mix  and  read  as  for  the 
serum  test.  A 1 to  3 dilution  of  antigen 
and  saline  is  somewhat  more  sensitive  in 
this  instance  than  the  usual  1 to  4 dilution. 

interpretation. 

In  general  the  results  of  this  precipitin 
test  are  the  same  as  for  the  Wassermann 
reaction.  In  common  with  all  full-sensitive 
precipitin  tests  the  following  variations  will 
be  noted : 

1.  Early  syphilis.  In  the  pre-eruptive 
stages  the  “positive”  Wassermann  may 
appear  several  days  earlier  than  the  pre- 
cipitin. 

2.  Treated  cases  usually  continue  to 
show  a definite  or  strongly  positive  reaction 
for  some  months  after  the  Wassermnan  has 
become  negative. 


RESULTS  IN  USE. 

In  a small  series  of  334  patients  seen 
largely  in  private  practice  the  precipitin 
test  was  in  agreemeht  with  the  Wasser- 
mann (original  method  with  Kolmer  stand- 
ard antigen) (5)  in  44  positive  and  270  nega- 
tive cases.  Two  positive  Wassermann 
reactions  were  found  with  negative  pre- 
cipitin tests.  Eighteen  positive  precipitin 
tests  were  found  with  negative  Wassermann 
reactions.  Of  this  last  group,  11  were 
known  cases  of  syphilis  during  treatment 
or  observation,  so  that  there  is  definite  evi- 
dence that  this  test  was  more  sensitive  than 
the  Wassermann  in  this  type  of  case. 
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DISCUSSIONS. 

Dr.  Chaille  Jamison  (New  Orleans)  : I am  sure 

that  you  have  all  enjoyed  Dr.  Johns’  very  re- 
markable demonstration  as  much  as  I did  the 
first  time  he  demonstrated  it  to  me. 

I don’t  think  you  appreciate,  however,  unless 
you  do  your  own  laboratory  work,  what  a really 
self-sacrificing  effort  that  has  been  on  his  part. 
Here  he  comes  before  us  and  tells  us  how  to  do 
a simple  thing  in  a few  minutes,  which  means 
that  we  frequently  do  not  send  patients  to  the 
laboratory  for  the  more  elaborate  Wassermann 
test.  That  is  particularly  true  when  this  test  comes 
out  negative,  because  all  of  the  work  up  to  the 
present  time  points  to  the  fact  that  the  precipi- 
tin test  is  more  delicate  than  the  Wassermann. 

The  technic  that  Dr.  Johns  has  demonstrated 
this  afternoon  is  really  a modification  of  that  of 
Dr.  Butler  which  was  demonstrated  year  before 
last  before  this  Society,  which  in  its  turn  was  a 
modification  of  the  original  Kahn  reaction. 

I have  followed  all  of  these  steps,  and  the  last 
one  that  Dr.  Johns  has  shown  to  you  today  has 
appeared  to  me  to  give  the  most  clear-cut  re- 
action; the  easiest  to  read.  I don’t  want  you  to 
misunderstand  me.  I don’t  want  to  make  any 
invidious  remarks  about  the  Wassermann  reaction. 
I did  Wassermanns  for  many  years.  I have  made 
a good  many  dollars  out  of  Wassermanns,  so  I 
don’t  want  to  cast  any  stones  at  it. 
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Really,  this  test  gives  us  just  as  much  infor- 
mation as  the  Wassermann  reaction,  and  when 
it  is  negative  I believe  it  means  a little  more  than 
the  Wassermann.  Furthermore,  it  is  not  nearly 
as  technical.  There  are  very  much  fewer  possi- 
bilities of  mistakes  in  the  reaction  that  Dr.  Johns 
has  shown  you  this  afternoon  that  there  are  in 
the  Wassermann  reaction. 

The  points  that  he  made  which  I think  should 
be  emphasized  are:  First  of  all,  the  fact  that  the 
antigen  can  be  duplicated  time  after  time.  That 
is,  it  is  a standard  antigen,  an  absolutely  essen- 
tial step  in  all  such  reactions. 

I think  we  have  all,  after  a good  many  years 
of  experience  with  the  Wassermann  reaction,  felt 
that  a test  that  we  can  do  simply  in  our  own 
offices  to  check  up  the  Wassermann  is  bound  to 
be  of  value,  that  it  is  going  to  save  some  deplor- 
able mistakes  perhaps.  I think,  again,  the  point 
that  Dr.  Johns  made  about  the  persistence  of  this 
test  in  treated  cases  is  of  particular  importance. 
We  may  feel  about  the  precipitin  r-eaction  pre-’ 
sented  to  you  this  afternoon  when  a patient  be- 
comes negative  that  the  chances  of  him  having 
syphilis  even  after  treatment  are  very  remote. 

It  is  not,  of  course,  as  delicate  as  the  tuberculin 
reaction  in  tuberculosis,  but  it  approaches  it  very 
closely. 

Finally,  I should  like  to  recommend  this  test 
to  you  from  a considerable  personal  experience 
with  both  the-  Wassermann  and  the  precipitin 
reactions,  and  I should  like  to  recommend  it  par- 
ticularly to  those  men  who  are  isolated,  who  have 
difficulties  with  their  reagents,  and  especially  to 
those  who  wish  to  keep  a personal  check  on  the 
laboratory  work  on  the  cases  examined  by  them- 
selves. 

Thank  you. 

Dr.  F.  M.  John  (closing)  : Mr.  Chairman 

and  Gentlemen:  Frankly,  I have  always  be- 

lieved that  a certain  amount  of  this  clinical 
laboratory  work  easily  fits  into  a doctor’s  time 
if  he  has  the  energy  and  ability  to  do  it. 
For  this  reason  I believe  such  a relatively  sim- 
ple test  as  this  is  of  great  value  to  persons  who 
care  to  run  over  a large  number  of  patients  rou- 
tinely. It  is  always  go*d  or  necessary  to  have 
confirmation  from  a laboratory  when  in  doubt. 
It  makes  no  difference  how  well  you  think  of 
your  own  diagnosis,  you  occasionally  want  to  call 
in  a consultant  to  agree  with  you.  From  the 
standpoint  of  competition  I think  the  specialized 
laboratory  is  perfectly  safe. 

In  following  treatment  of  a known  case  of 
syphilis  frequently  made  precipitin  tests  are  of 
more  value  in  the  hands  of  the  therapist  that  an 
occasional  blood  test  performed  by  a separate 
institution  such  as  the  laboratory,  and  for  this 
purpose  this  test  is  pre-eminently  suited. 


PRECORDIAL  PAIN.* 

L.  J.  CLARK,  M.  D.,  v 
Vicksburg,  Miss. 

In  presenting  a paper  of  this  title,  my 
main  object  is  to  try  and  correlate  several 
facts  in  regard  to  just  what  we  should 
know  when  a patient  comes  to  us  com- 
plaining of  pain  or  distress  around  the 
heart. 

In  speaking  of  the  precordium,  anatomi- 
cally we  mean  the  area  that  marks  the 
shadow  of  the  heart  on  the  anterior  aspect 
of  the  chest  wall.  However,  clinically 
speaking  it  extends  beyond  these  bounda- 
ries at  times,  occasionally  down  as  far  as 
the  xiphoid  process  or  over  as  far  as  the 
right  nipple  or  as  high  up  as  the  intraclavi- 
cular  notch. 

The  symptom  “pain”  may  be  sometimes 
presented  as  burning,  pressing,  constrict- 
ing, strangling,  gnawing  or  cutting,  either 
of  which  may  have  a special  bearing  on 
the  cause  of  the  condition.  Pain  is  a reac- 
tion of  the  organism  to  a harmful  stimula- 
tion, which  is  usually  a warning  of  ap- 
proaching danger.  The  character  and  in- 
tensity of  the  stimulus,  and  the  perceptive 
power,  or  sensitiveness  of  the  individual, 
are  points  to  be  appreciated. 

Ability  to  localize  pain  is  best  developed 
in  the  structures  at  the  surface  of  the 
body,  for  the  receptor  organs  there  are 
directly  connected  by  means  of  sensory 
neurons  with  the  central  nervous  system 
and  the  sensation  is  carried  from  each 
part  to  a corresponding  pain  area  in  the 
brain.  Pain  sensation  of  the  viscera,  how- 
ever, is  conveyed  by  the  sympathetic  affer- 
ent neurons  which  make  connections  with 
the  sensory  neurons  of  the  voluntary  nerv- 
ous system  in  the  segment  of  the  spinal 
cord  in  which  they  enter,  and  from  there 
are  conveyed  to  the  brain.  For  this  reason 


* Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 
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irritation  occurring  in  internal  organs  is 
not  necessarily  felt  in  the  location  of  the 
organ,  but  may  be  referred  to  an  area  on 
the  surface  of  the  body,  the  nerves  of 
which  are  in  synaptic  relation  in  the  spinal 
cord  with  the  sympathetic  neurons  supply- 
ing the  corresponding  organs.  Referred 
pain  may  thus  be  felt  at  a great  distance 
from  its  seat  of  origin.3 

In  addition  to  referred  pain  there  are 
two  other  classes  of  reflex  manifestation 
of  harmful  stimulation  of  a viscus.  The  first 
is  the  class  of  reflex  which  may  induce 
remote  organs  such  as  gastro-intestinal, 
vasomotor,  pilomotor  and  others  to  become 
hypo — or  hyperactive.  The  second  is  the 
so-called  viscero-motor  reflex  resulting  in 
• the  contraction  of  surface  muscles  which 
overlie  the  affected  organ.  This  is  best 
demonstrated  by  the  rigidity  of  the  ab- 
dominal muscles  in  the  presence  of  acute 
intra-abdominal  disease. 

Distribution  of  pain  in  cardiac  disease 
follows  the  above  principle  described.  The 
surfaces  affected  are  the  chest,  left 
shoulder,  arm  and  forearm,  especially  the 
ulnar  side  and  outer  two  fingers.  Occa- 
sionally the  right  arm,  left  side  of  neck, 
orbital  region,  left  ear  and  lower  jaw  may 
be  affected.  The  viscero  - motor  reflex 
gives  sensation  of  constriction  of  the  chest 
due  to  contraction  of  the  intercostal  mus- 
cles, and  if  the  impulses  are  strong  we 
may  also  observe  the  reflexes  affecting 
other  organs  such  as  the  salivary  glands, 
producing  increased  flow  of  saliva,  the 
kidneys,  increasing  urinary  secretion,  the 
stomach,  producing  the  sensation  of  belch- 
ing, gaseous  eructation  and  vomiting.  Re- 
flexes affecting  the  respiratory  center  give 
a sense  of  suffocation,  impending  dissolu- 
tion and  imminent  death,  in  the  more 
severe  forms.  Vaso-motor  affections  pro- 
duce a sense  of  fainting,  collapse,  pallor 
and  cold  clammy  perspiration.  The  con- 
stant bombardment  of  the  spinal  centers 
by  afferent  impulses  produces  a state  of 
hyperirritability  resulting  in  hyperalgesia 
of  the  skin  and  superficial  muscles  in  the 


regions  affected,  designated  as  “tender 
spots.” 

An  analysis  of  100  cases  of  cardiac  pain, 
by  Baird,  shows  causes  as  follows:  Heart 

failure  or  myocardial  weakness,  42; 
angina  pectoris,  15 ; cardiac  neurosis,  17 ; 
hypertension,  17 ; chronic  endocarditis,  7 ; 
syphilitic  aorititis,  2.1 

As  a reflex  and  referred  phenomenon, 
pain  in  the  region  of  the  heart  may  be  due 
to  affection  of  other  parts  or  organs.  A 
working  classification  of  such  pain  would, 
therefore,  perhaps  be  of  value  and  may  be 
suggested  as  follows : 1.  Pain  of  cardio- 
vascular origin.  2.  Pain  of  extra-cardic 
origin.  3.  Hysterical  pain,  and  4.  Psychic 
or  neurotic  pain.2 

Those  of  cardiac  origin  comprise  by  far 
the  greater  percentage,  and  are  always 
justly  looked  upon  as  serious  until  proven 
otherwise.  All  such  pains  vary  as  to  char- 
acter, severity,  duration,  location,  radia- 
tion, associated  symptoms,  precipitating 
factors  and  its  response  to  treatment ; 
therefore,  the  necessity  for  an  accurate 
differential  diagnosis.  Allow  me  to  say 
that  we  should  not  depend  too  much  on 
methods  of  precision  for  a diagnosis.  I 
consider  a careful  history  of  utmost  im- 
portance; then  a careful  physical  examina- 
tion and,  lastly,  not  altogether  as  a method 
of  checking  up,  but  for  more  complete 
study  of  the  case,  the  modern  methods  of 
precision.  After  availing  ourselves  of  all 
of  these  methods  we  are  occasionally  still 
in  doubt  as  to  correct  diagnosis,  hence  the 
importance  of  careful  repeated  observa- 
tions. 

First  among  the  cardiac  causes  of  pre- 
cordial  pain  is  angina  pectoris,  a condition 
seen  by  every  practicing  physician.  Many 
themselves  are  among  its  victims.  It  is 
that  spasmodic  type  of  heart  pain,  so  dra- 
matic that  its  paroxyms  is  not  always  an 
indicator  of  its  severity.  The  attack  occurs 
most  often  after  the  age  of  40.  The  attack  is 
usually  precipitated  by  some  sort  of  mental 
or  physical  exertion.  Fright,  violent  anger 
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or  great  excitement,  such  as  some  men 
experience  on  sudden  changes  in  cotton 
quotations,  frequently  precipitate  attacks. 
The  attack  is  characterized  by  excruciat- 
ing, burning,  vice-like,  crushing,  squeezing, 
tearing,  strangling,  constricting,  choking 
or  oppressing  sensation,  or  a violent  sub- 
sternal  pain  radiating  to  the  left  shoulder 
and  arm.  Because  of  the  guarded  prog- 
nosis which  must  necessarily  go  with  the 
diagnosis,  the  writer  feels  that  snap-shot 
diagnosis  are  especially  unwise  in  this 
class  of  patients.  The  patient  should  be 
given  in  most  instances  the  benefit  of  any 
doubt,  and  only  a tentative  diagnosis  of 
angina  should  be  made  until  doubt  is  re- 
moved. Also  we  bear  in  mind  that  the 
true  nature  of  the  condition  may  be  forci- 
bly revealed  at  any  time  by  the  sudden 
death  of  the  patient  during  an  attack. 

Angina  pectoris  may  be  confused  with 
pseudo-angina  pectoris  and  toxic  angina 
pectoris.  Although  ignored  by  some  au- 
thorities these  conditions  undoubtedly  exist. 
They  are  much  less  serious  in  character 
than  angina  pectoris,  but  are  worthy  of 
consideration  in  diagnosis. 

The  characteristics  of  a true  angina  pec- 
toris are  as  follows : The  onset  is  sudden, 
and  follows  mental  or  physical  exertion. 
The  pain  is  severe,  substernal  or  precor- 
dial in  location.  As  a rule  reflection  is 
present,  most  commonly  to  the  left 
shoulder,  arm,  forearm,  and  to  the  fingers. 
The  reflection  may  involve  the  right  upper 
extremity  instead  of  the  left,  or  both.  Or 
the  pain  may  be  inflected  into  the  neck, 
lower  jaw  or  the  widely  distributed  areas. 
It  is  severe  in  degree  and  is  accompanied 
in  even  relatively  mild  instances  by  a sense 
of  fear  or  apprehension,  out  of  proportion 
to  the  calm  judgment  of  the  patient  in  his 
uninvolved  moments.  Except  when  coro- 
nary thrombosis  has  taken  place,  partial 
to  complete  relief  is  afforded  by  rest  and 
the  nitrites.  There  may  be  more  or  less 
shock  associated  with  the  attack. 

Electrocardiographic  evidence  of  coron- 
ary diseases  or  of  lesions  of  the  heard 


muscle  may  be  found.  Failure  to  discover 
such  changes  does  not  contradict  the  diag- 
nosis, but  when  found  in  typical  form,  the 
electrocardiogram  in  association  with 
characteristic  symptoms  may  be  considered 
as  absolute. 

In  considering  precordial  pain  due  to 
coronary  thrombosis,  which  is  similar  in 
several  respects  to  that  of  angina  pectoris, 
the  onset  is  usually  different. 

Symptoms  of  coronary  thrombosis  may 
come  on  suddenly  with  or  without  preced- 
ing exertion.  History  of  several  previous 
attacks  with  normal  intervals  is  less  likely 
than  in  true  angina  pectoris.  In  indi- 
viduals above  40  years  of  age,  with  previ- 
ous history  of  hypertention,  coronary  * 
thrombosis  is  likely  to  occur.  The  pain 
may  last  for  hours  or  even  days,  and  the 
radiation  is  similar  to  that  in  true  angina 
except  for  a tendency  to  involve  the  epi- 
gastrium. It  is  not  relieved  by  nitrates 
and  is  rarely  entirely  controlled  by  large 
doses  of  morphine.  It  is  associated  with 
collapse,  rapid  and  often  irregular  heart 
action,  cold  clammy  perspiration  and  an 
ashen  gray  skin.  Death  may  ensue  early 
or  the  patient  may  survive,  depending  on 
the  location  and  size  of  the  infarct. 
Dyspnea  is  almost  always  evident  and 
cyanosis  is  present  particularly  if  the  in- 
farction is  on  the  right  side  of  the  heart. 
A sudden  drop  of  the  blood  pressure  is 
usual,  at  times  as  low  as  40  m.  m.  The 
heart  sounds  become  faint  and  muffed  and 
a pericardial  friction  rub  may  appear  sev- 
eral hours  afterwards.  There  is  slight 
fever  and  leukocytosis,  following  within 
about  36  hours.  Electrocardiographic 
tracings  show  significant  changes  in  per- 
haps 85  per  cent  of  the  cases,  such  as  in- 
version of  the  T wave,  depression  of  the 
R.  T.  segment  and  at  times  evidence  of 
bundle  branch  block,  or  certain  arythmias. 
It  is  in  these  infarcted  cases  that  the  pain 
is  much  more  likely  to  be  in  the  epigas- 
trium, thus  stimulating  intraabdominal  dis- 
eases. It  is  here  that  our  best  judgment 
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should  be  used  in  avoiding  confusion  of 
the  diagnosis  with  that  of  acute  pan- 
creatitis or  ruptured  duodenal  or  gastric 
ulcer,  or  an  acute  gall  bladder  condition. 
These  patients  when  erroneously  operated 
upon  usually  die  promptly. 

Myocardial  weakness  is  the  most  com- 
mon cause  of  precordial  pain.  It  is  asso- 
ciated with  fatigue  of  the  heart  muscle. 
The  myocardium  may  be  so  damaged  as 
to  give  plain  evidence  of  interference  in 
function,  or  the  damage  may  be  so  obscure 
as  to  be  difficult  to  demonstrate.  The  in- 
tensity of  the  resulting  pain  is  not  directly 
proportionate  to  the  extent  of  the  weak- 
ness of  the  myocardium.  The  size  of  the 
heart,  its  shape,  rate,  and  rhythm  often  give 
valuable  aid  in  diagnosis.  If  the  pain  radi- 
ates, it  is  likely  to  extend  around  the  chest 
into  the  back.  Compression  of  the  esopha- 
gus by  the  dilated  left  auricle  can  fre- 
quently be  demonstrated  by  roentgen-ray, 
and  this  is  often  the  first  positive  indica- 
tion of  myocardial  disease.  The  correct 
recording  and  interpretation  of  blood 
pressure,  the  exercise  test  which  will  always 
aggravate  the  pain,  and  in  certain  cases 
the  electrocardiogram,  are  all  useful  in 
detecting  this  condition.4 

There  is  another  type  of  fatigue  pain 
associated  with  hypertension  and  sclerosis 
of  the  coronary  arteries.  These  cases  often 
have  angina-like  pain  following  exertion. 
This  type  of  fatigue  pain  is  apt  to  be  pre- 
cordial and  of  rather  long  duration.  It 
does  not  radiate  to  the  arms  or  disappear 
with  nitrite  therapy. 

The  pain  of  pericarditis  is  easy  to  differ- 
entiate because  of  its  sharpness,  its  dura- 
tion, and  the  presence  of  precordial  fric- 
tion rub  with  evidence  of  infection.8 

The  pain  of  aortitis  and  aneurysm  is 
also  easy  to  differentiate.  Such  pain  is 
usually  substernal,  often  to  right  upper 
sternum  especially  if  the  ascending  aorta 
is  involved,  as  is  usually  the  case  in  late 
syphilis,  but  is  more  of  a prolonged  ache. 
There  may  be  pain  referred  to  the  back. 


The  pain  of  paroxysmal  tachycardia, 
flutter  or  ectopic  auricular  tachycardia 
should  be  easily  differentiated  by  the  ap- 
pearance of  palpitation,  usually  marked, 
by  the  long  duration  of  the  paroxysms,  and 
in  the  arhythmias  by  the  very  irregular 
or  rapid  pulse  at  the  time  of  the  attack. 
However,  these  conditions  may  also  de- 
velop precordial  pain  usually  severe,  of 
fatigue  origin,  and  unless  there  is  a care- 
ful analysis  of  the  case  it  may  be  called 
angina  pectoris,  converting  a favorable 
prognosis  into  an  unfavorable  one.6 

The  precordial  pains  of  extra-cardiac 
origin  comprise  a much  smaller  group,  the 
prognosis  usually  being  better.  These 
may  be  due  to  pleurisy,  pulmonary  dis- 
eases, herpes  zoster,  intercostal  neuralgia, 
and  neuritis,  myalgia,  muscle  strain,  bur- 
sitis, rib  or  arm  injury,  mediastinal  dis- 
eases, indigestion,  gastric  or  duodenal 
ulcer,  gall-bladder  and  liver  diseases, 
pneumothorax,  spondylitis,  tumors  and 
diseases  involving  posterior  roots  of  the 
spinal  nerves,  locomotor  crisis,  and  organic 
diseases  of  the  esophagus.  All  of  which 
may  be  successfully  differentiated  from 
the  other,  both  by  symptoms,  signs  and 
physical  findings,  the  details  of  which  time 
will  not  permit  me  to  discuss. 

There  are  other  precordial  pains  that 
may  be  classed  as  hysterical,  psychic  or 
neurotic  in  origin.4  In  these  conditions 
the  difficulty  is  to  rule  out,  after  repeated 
examinations,  the  possibility  of  serious 
heart  disease.  The  pain  here  is  often 
apical,  short,  and  sticking,  occasionally 
associated  with  a slight  tachycardia,  it  is 
not  controlled  by  the  nitrates  and  is  more 
of  a precordial  hyperesthesia.  It  often  is 
seen  in  young  people  with  sensitive  over- 
wrought nervous  systems,  with  palpita- 
tion, dyspnea,  dizziness,  and  a tendency  to 
faint  easily.  These  patients  often  have 
various  tremors  and  a tendency  to  flushes. 

In  closing,  I would  like  to  emphasize  the 
close  relation  of  the  painful  heart  disor- 
ders to  diseases  of  the  coronary  arteries. 
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In  Raynaud’s  disease  we  have  intermittent 
spasm  of  the  vessels  of  an  extremity.  It 
is  now  common  knowledge  that  lumbar  sym- 
pathetic ganglionectomy  will  permanently 
relieve  this  spasm.  However,  if  we  have 
obliteration  of  the  arteries  of  an  extremity, 
as  in  Buerger’s  disease,  ganglionectomy 
will  not  relieve  the  symptom,  because  the 
vessels  are  not  closed  by  spasm,  but  by 
permanent  sclerosis.  There  is  strong 
evidence  to  support  the  belief  that  this 
same  reason  applies  to  the  coronary  arte- 
ries. Sympathetic  ganglionectomy  has 
been  tried  in  treating  true  angina  pectoris. 
In  some  cases  the  results  are  good,  and 
in  others  poor.  It  is  probable  that  in 
cases  with  intermittent  spasms  of  the 
coronary  arteries  as  in  Raynaud’s  disease, 
ganglionectomy  gives  relief;  but  if  the 
arteries  are  partially  obliterated  as  in 
Buerger’s  disease,  the  ganglionectomy  fails 
to  give  relief. 
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DISCUSSION. 

Dr.  Whitman  Rowland  (Memphis,  Tenn.)  : Dr. 
Clark  has  brought  to  us  a paper  so  pertinent  and 
important  that  it  should  not  go  without  consider- 
able discussion.  When  we  realize  that  heart  dis- 
ease is  killing  more  people  than  any  other  disease 
the  importance  of  any  discussion  of  heart  disease 
is  particularly  accentuated.  Every  day  we  read 
in  the  paper  of  the  death  of  some  important  or 
not  important  citizen  from  heart  disease.  Dr. 


Clark  has  discussed  very  nicely  the  significance  or 
precordial  pain.  There  is  perhaps  no  other  symp- 
tom, whose  age  incidence  of  occurrence,  bears 
more  true  relationship  to  ultimate  prognosis  than 
precordial  pain.  From  childhood  to  adolescence 
we  may,  in  most  instances,  regard  it  as  transitory 
in  nature  and  of  little  significance.  On  the  other 
hand  attention  has  been  called  to  the  occurrence 
of  precordial  pain,  anginoid  in  character,  occur- 
ring in  young  individuals  who  have  been  the  vic- 
tims of  rheumatic  heart  disease.  However  in 
these  cases  the  occurrence  of  precordial  pain  does 
not,  in  itself,  indicate  a poor  prognosis  as  to  life. 
When  the  so-called  cardiac  age  is  reached,  gener- 
ally from  forty  to  sixty  years,  precordial  pain  or 
sensation  takes  on  a peculiar  significance.  The 
medical  student  easily  recognizes  the  classical 
attack  of  angina  pectoris  and  appreciates  the  sig- 
nificance of  the  symptoms.  Deviations  from  the 
typical,  however,  present  a problem  in  diagnosis 
and  call  for  the  utilization  of  our  best  efforts,  both 
clinical  and  mechanical,  in  an  attempt  to  establish 
the  existance  or  non-existance  of  coronary  disease. 
Coronary  thrombosis  is  now  generally  recognized 
by  the  occurrence  of  a sequence  of  signs  and 
symptoms  such  as:  precordial  pain,  rise  in  temper- 
ature, fall  in  blood  pressure,  etc.  While  the  symp- 
toms of  coronary  block  are  most  generally  recog- 
nized it  seems  to  me  that  the  sequential  occur- 
rence of  the  symptoms  and  the  clinical  obvious 
presentations  are  dependent  upon  the  size  of  the 
artery  blocked.  There  can  be  no  question  that 
there  are  many  atypical  symptoms  of  coronary 
occlusion.  Further  there  can  be  no  question  but 
that  these  symptoms  are  difficult  of  recognition, 
and  not  infrequently  overlooked.  One  is  thor- 
oughly justified  in  the  statement  that  vague 
abdominal  disturbances,  associated  with  heart 
consciousness,  are  presenting  symptoms  that 
should  lead  the  astute  clinician  toward  a thorough 
investigation  of  the  condition  of  the  heart  and 
blood  vessels. 

Dr.  L.  J.  Clark  (closing)  : I wish  to  thank 

Dr.  Rowland  for  the  excellent  discussion.  The 
form  of  pain  he  mentioned  in  rheumatic  hearts  in 
the  young  is  of  utmost  importance. 

We  should  bear  in  mind  that  there  are  other  sig- 
nificant sensations  about  the  heart,  than  pain.  And 
I would  have,  indeed,  been  very  glad  to  have  taken 
this  up,  but  there  seems  to  be  a general  tendency 
among  the  laity  to  class  all  of  these  sensations  as 
pain. 
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THE  TREATMENT  OF  VARICOSE 

VEINS  AND  VARICOSE  ULCERS 
BY  INJECTION  OF  SCLEROS- 
ING SOLUTION.* 

Shirley  C.  Lyons,  M.  D., 
and 

C.  B.  Brewster,  M.  D., 

New  Orleans. 

In  accepting  the  treatment  of  varicose 
veins  by  injection  of  sclerosing  solution, 
many  will  learn  that  the  procedure  is  not 
as  simple  as  one  might  expect  on  first  con- 
sideration. Many  minor  complications  will 
arise  which  are  not  anticipated,  and  even 
thought  they  do  not  make  the  method 
hazardous,  they  caution  one  to  use  every 
care  in  technic. 

The  disability  resulting  from  chronic  leg 
ulcers  and  varicosities  presents  an  economic 
factor  which  is  unequaled  by  any  other  in 
medicine  today.  Many  of  these  patients 
have  ulcers  of  years  duration  which  have 
caused  months  and  years  of  loss  of  work, 
and  often  months  of  confinement  in  hos- 
pitals. There  should  also  be  mentioned 
those  cases  of  housekeepers  who  must 
endure  the  pain  and  discomforts  accom- 
panying these  conditions.  Again,  we  must 
consider  those  people  who  are  rejected  for 
many  positions  because  of  this  condition. 

The  age  of  incidence  of  varicosities  of 
the  lower  extremities  vary ; our  oldest 
patient  being  74  years,  and  the  youngest 
17  years.  In  our  series  the  female  sex 
predominates : the  ratio  being  3.1.  We  find 
that  the  occurrence  in  the  colored  race  is 
about  the  same  as  that  in  the  white. 

We  are  convinced  that  in  this  method  of 
therapy  of  varicosities  of  the  lower  ex- 
tremities we  have  a relatively  simple  and 
very  effective  procedure  for  dealing  with 
a condition  formerly  amenable  only  to 
operative  procedures  requiring  a general 
anesthetic  and  a prolonged  period  of  con- 

*Department of  Surgery,  Tulane  University, 
New  Orleans,  La.;  Department  of  Surgery,  Charity 
Hospital,  New  Orleans,  La. 


valescence;  even  after  enduring  such 
discomfort,  there  was  a recurrence  of  the 
varicosities  in  a fair  percentage  of  cases. 
Many  patients  were  inclined  to  endure  the 
pain  and  discomforts  caused  by  the 
diseased  veins,  rather  than  submit  to 
operation.  The  injection  method  of  treat- 
ment is  ambulatory;  requiring  no  hospi- 
talization or  confinement  to  bed,  no  anes- 
thetic ; and  the  patient  is  encouraged  to  con- 
tinue his  usual  routine.  The  danger  of 
embolism,  according  to  statistics  gathered 
by  McPheeters  and  Rice,  is  small;  they 
report  seven  deaths  in  approximately  53,000 
cases  treated  by  the  intravenous  method. 
This  is  a mortality  of  0.0024  per  cent,  and 
that  following  operative  procedures  is  0.770 
per  cent;  the  occurrence  of  embolism  fol- 
lowing operation  is  7.2  per  cent.  There  are 
no  mortalities  on  record  following  the  use 
of  the  two  solutions  that  we  recommend. 

In  1858  Chassaignac  used  iron  perchlorid 
in  three  minim  doses  to  obliterate  varicose 
veins.  While  satisfactory  results  were 
obtained  in  some  instances,  the  method  was 
doomed  to  failure  because  of  the  unpleasant 
and  severe  complications  that  resulted,  and 
it  soon  fell  into  disrepute.  Valette  in  1875 
used  a solution  of  iodine  and  tannic  acid 
with  some  success.  Tavel  in  1904  recom- 
mended the  use  of  a 5 per  cent  solution  of 
phenol.  Brocherd  in  1910  used  arsenical 
preparations  on  the  assumption  that  all 
varicosities  were  of  luetic  origin. 

Of  the  recent  workers,  the  French  must 
be  given  the  credit  for  placing  this  method 
of  treatment  before  the  medical  profession 
on  a practical  and  efficient  basis.  The 
names  of  Sicard,  Gaugier  and  Genevrier 
are  pre-eminent.  Forestier  and  Douthwaite 
must  be  given  credit  for  later  work.  There 
are  two  English  authors,  other  than  Douth- 
waite, who  also  deserve  acknowledgment: 
Ronald  Thornhill  and  J.  D.  McLatchie. 

Concerning  the  etiology  and  pathology 
of  this  condition  we  refer  you  to  a previous 
paper  in  which  these  phases  were  described 
in  detail.  Briefly,  some  of  the  factors  play- 
ing an  important  part  in  the  etiology  are: 
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Plate  1A. — A.  B.,  male,  54  years.  Varicose  veins  with 
two  large  ulcers,  19  years  duration. 


an  endocrine  dysfunction  with  mechanical 
factors  superimposed ; as  in  motormen,  store 
clerks  and  others  who  remain  on  their  feet 
for  long  hours ; and  heredity.  The  pathology 
is  chiefly  a degenerative  process  in  the 
walls  of  the  veins,  most  marked  in  the 
muscular  coat,  resulting  in  the  collagen 
degeneration  observed  by  Kashimura.  The 
veins  then  lose  their  resiliency,  dilate  and  at 
the  same  time  elongate,  finally  producing 
the  clinical  picture  of  varicose  veins. 

Normally,  the  flow  of  venous  blood  in  the 
leg  is  from  the  superficial  to  the  deep  vein. 
In  varicose  conditions  there  is  a reversal  of 
this  flow  due  to  the  incompetency  of  the 
valves  in  the  communicative  branches  be- 
tween these  sets  of  veins.  Jentzer,  using 
the  radiograph  and  injecting  strontium 
bromid ; and  Magnus,  using  a haemodro- 


meter,  have  shown  that,  when  the  leg  is  in 
a vertical  position  or  is  raised  to  an  angle  of 
45  degrees,  the  flow  of  blood  in  the  super- 
ficial veins  is  centrifugal,  and  when  the  leg 
is  horizontal  the  flow  is  either  stationary  or 
that  toward  the  heart  is  slower  than  the 
centrifugal  stream  when  the  leg  is  vertical 
(Forestier).  The  valves  in  the  communicat- 
ing branches  being  incompetent,  the  blood 
now  flows  from  the  deep  to  the  superficial 


Plate  IB. — Left  lef  of  patient  A.  B.,  3 weeks  after  treat 
ment  begun. 
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veins.  Magnus  has  also  shown  that  there 
is  a reversal  of  blood  flow  in  the  skin 
capillaries  of  the  leg.  This  changed  flow 
of  blood  leaves  the  extremity  with  an  ab- 
normal circulation  as  evidenced  by  tracing 
the  course  of  the  blood  centrifugally  in 
the  superficial  veins,  being  supplemented 
throughout  its  course  by  blood  coming 
from  the  deep  veins  via  the  incompetent 
valves  in  the  communicating  branches;  the 
blood  reaching  the  deep  circulation  in  the 
foot  either  through  the  skin  capillaries,  or 
through  the  anastomotic  veins,  then  flows 
upward  in  these  deep  veins,  some  of 
the  blood  again  passing  to  the  superficial 
set  via  the  incompetent  communicating 
branches  and  that  which  reaches  the  fossa 
ovalis  may  again  return  to  the  superficial 
veins  and  repeat  the  same  cycle.  The  re- 
sults of  this  are  that  the  nutrition  of  the 
skin  and  superficial  structures  of  the  leg  is 
very  much  impaired  and  the  resistance  to 
any  pathological  process  is  lowered.  These 
factors  have  an  important  bearing  on  the 
etiology,  chronicity  and  treatment  of  vari- 
cose ulcers  and  varicose  eczema. 

The  action  of  the  sclerosing  solutions 
when  injected  into  a varicose  vein  has  been 
given  various  terms.  Sicard  suggests  that 
the  process  is  essentially  a chemical  venitis 
and  not  a phlebitis.  He  differentiates  the 
two  terms  by  defining  venitis  as  “being 
localized,  generating  a very  adhesive  clot, 
which  does  not  give  rise  to  pain  or  edema 
of  the  extremity,  leaves  an  atrophied  cord, 
and  has  positively  no  tendency  to  give  rise 
to  emboli.”  Phlebitis  causes  pain,  has 
frequent  extensions  from  the  superficial  net- 
work to  the  deep  set  of  veins  causing  edema 
of  the  extremity,  the  clot  formed  is  often 
loose  or  afloat  in  the  blood  in  the  dilated 
cavity,  atrophy  does  not  take  place,  and 
veins  remain  hard  and  bulky,  recurrences 
are  frequent,  which  may  give  rise  to  emboli. 

There  have  been  many  preparations 
which  have  been  tried  and  there  are  still 
many  being  used  at  the  present  date. 
However,  only  four  of  these  are  widely  used. 


(1)  Quinin-urethane  solution,!  accord- 
ing to  the  formula  of  Genevrier,  containing 
quinin  hydrochlorid  4 grammes,  urethan  2 
grammes,  aquae  dist.  q.  s.  30  cc.  Possibility 
of  quinin  idiosyncrasy  should  be  kept  in 
mind,  and  the  original  dosage  should  be 
small. 

(2)  Sodium  salicylate  in  20-30  and 
40  per  cent  strength.  The  20  per  cent 
solution  rarely  gives  results  while  the  30  per 
cent  solution  brings  about  the  desired  re- 
actions in  practically  all  the  cases.  The 
40  per  cent  strength  may  be  used  in  those 
cases  in  which  there  is  no  response  to  the 
30  per  cent  solution,  but  the  dosage  should 
be  relatively  smaller.  The  objections  to  the 
sodium  salicylate  solutions  are  two;  first, 
there  is  cramp  of  varying  intensity  along 
the  course  of  the  veins  injected  (this  is  of 
special  importance  in  the  use  of  this  method 
in  treating  women)  ; and  secondly,  if  the 
solution  escapes  from  the  vein  into  the  sur- 
rounding tissues  the  reaction  may  be  severe 
enough  to  produce  a small  slough,  which 
readily  heals  though  at  times  the  progress 
is  slow. 

(3)  Sodium  salicylate  30  per  cent  and 
sodium  chloride  10  per  cent.  This  com- 
bination is  thought  to  be  more  constant  in 
its  action  than  the  salicylate  alone,  though 
the  objection  to  its  use  are  the  same. 

(4)  Sodium  chloride  in  25  per  cent  solu- 
tions is  recommended  by  one  author  who 
has  had  a rather  extensive  experience  with 
this  method  of  treatment,  despite  the  fact 
that  sloughs,  so  extensive  as  to  require 
surgical  attention,  have  been  reported  as 
not  infrequent  occurrence.  A cramp  also 
follows  the  injections  of  this  solution. 

Other  solutions  used  are:  glucose,  in  66 
per  cent  solutions,  mercuric  chloride  1 per 
cent,  calorose,  an  invert  sugar  preparations, 
alcohol,  red  mercuric  iodide,  sodium  citrate, 
grape  sugar,  and  others. 

The  quinine-urethan  solution  is,  in  our 
opinion,  the  solution  of  choice.  It  can  be 

f This  formula  is  prepared  in  2 c.c.  ampoules  and 
distributed  by  P.  D.  & Co. 
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Plate  2A. — D.  K.,  male,  40  years.  Varicose  veins  with 
small  ulcer. 


encountered  a single  case  who  has  presented 
this  difficulty.  It  should  not  be  used  during 
pregnancy  because  of  the  possibility  of  pro- 
ducing abortion,  though  the  dosage  is  too 
small,  theoretically,  to  cause  this.  In  either 
instance,  one  must  resort  to  the  next 
solution  of  choice;  sodium  salicylate  in  30 
per  cent  strength  using  2 to  3 c.c.  at  each 
site,  and  a maximum  of  10  c.c.  at  one 
sitting. 

The  immediate  reaction  is  of  no  signifi- 
cance from  the  patient’s  viewpoint  though 
there  may  be  a slight  burning  sensation 
which  quickly  subsides.  Within  a few  hours 
(3-12)  there  may  be  a slight  localized 
swelling,  edema,  and  variable  degree  of 
tenderness  along  the  course  of  the  vein 
injected.  The  morning  following  injection, 
the  patient  may  experience  some  stiffness  on 
getting  out  of  bed,  but  this  soon  passes 
away.  This  subsides  in  one  to  three  days, 
and  a firm  thrombosed  vein  remains  in  the 
place  of  the  dilated  tortuous  cavity  that 
existed  before  injection.  This  gradually 
decreases  in  size  due  to  replacement  of  the 


used  in  small  doses,  does  not  produce  a 
cramp  following  injection  and  can  be  used 
in  2 to  4 minin  doses  for  perivenous  injec- 
tion in  small  unsightly  varicosities.  It  is  an 
efficient  sclerosing  agent  in  all  types  of 
varicoses  and,  in  our  experience,  has  re- 
sponded exceptionally  well  in  the  large, 
thick-walled  types  of  varicosities.  The 
dosage  should  never  be  more  than  0.5  c.c.  at 
the  first  sitting;  preferably  using  0.25  c.c. 
at  each  site,  for  many  varices  respond  to 
this  dose  and  are  obliterated.  At  following 
sittings  the  injections  may  be  up  to  1 c.c. 
at  each  site  and  not  more  than  4 c.c.  at 
one  sitting.  It  should  be  remembered 
that  different  individuals  require  varying 
dosage;  a small  dose  may  be  sufficient  in 
one  person,  and  another  require  1 c.c.  at 
each  site.  The  disadvantage  is  that  of 
quinin  idiosyncracy,  but,  as  yet  we  have  not 


Plate  2B. — Patient  D.  K.,  6 weeks  treatment. 
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thrombus  by  fibrous  tissue  and  subsequent 
contraction  and  is  usually  entirely  gone  in 
one  to  six  months  though  it  may  still  be 
palpated  as  a small  fibrous  cord  that  is  not 
visible.  Occasionally  we  see  a pigmentation 
along  the  course  of  the  thrombosed  vein 
which  disappears  in  two  to  three  months. 
There  is  also  some  complaint  of  an  itching 
sensation  over  the  entire  leg  that  subsides 
in  three  to  six  weeks.  Among  other  com- 
plications there  was  one  female  patient  who 
complained  of  a slight  chill  that  occurred 
about  three  hours  following  injection  and 
lasted  from  one  to  three  minutes,  then  dis- 
appeared. Several  patients  have  developed 
a moderate  amount  of  edema  about  the  site 
of  injection,  especially  when  the  perivenous 
method  was  used,  but  this  quickly  subsided. 
There  have  been  no  sloughs  with  the  use  of 
quinin-urethan,  and  an  occasional  small 
slough  following  the  use  of  sodium  salicy- 
late that  did  not  require  any  attention 
excepting  bandaging. 

The  beneficial  effects  are,  in  the  majority 
of  cases,  noticed  immediately.  The  ex- 
tremity no  longer  aches,  nor  has  the  usual 
cramp  when  used.  This  is  progressive,  and 
often  at  the  end  of  one  or  two  weeks,  the 
extremity  cases  to  give  any  disagreeable 
sensation  at  all.  Improvement  is  noticed  in 
the  general  condition  and  nutrition  of  the 
legs.  The  eczema  and  ulcers  caused  by  the 
disturbed  nutrition  will  naturally  tend 
to  disappear  when  the  factors  producing 
the  disturbance  are  corrected.  This  has 
frequently  been  known  to  occur;  nothing 
other  than  application  of  simple  ointments 
to  the  ulcers  during  the  injections,  and  the 
ulcers  disappearing  when  the  veins  have 
been  thrombosed.  When  one  meets  a case 
of  long  standing,  it  may  be  best  procedure 
if  an  Unna’s  boot  is  applied  for  a period 
long  enough  to  bring  about  the  subsidence 
of  the  edema,  thus  rendering  the  varicosi- 
ties more  accessible.  Subsequent  application 
of  Unna’s  boot  during  the  treatment  and 
for  varying  periods  following  it,  assist 
materially  in  the  long  standing  chronic 
cases  with  massive  edema  and  large  areas 


of  ulceration,  in  allowing  the  tissues  of  the 
leg  to  regain  an  efficient  superficial  circu- 
lation, which  has  been  the  result  of  the 
obliteration  of  the  varices.  At  times,  old 
chronic  ulcers  with  hard  edges  heal  more 
rapidly  if  the  ulcer  is  strapped  with 
adhesive,  using  small  strips  (0.25-inch 
wide)  leaving  narrow  spaces  between 
each  strip  for  any  secretion  to  drain,  and 
drawing  the  two  edges  together,  strapping 
for  one  to  two  inches  both  above  and  below 
the  ulcer  margins,  relieving  the  tension  on 
the  edges  and  promoting  epithelization.  If 
the  more  severe  case  does  not  respond  to 
this  we  can  resort  to  grafts,  after  the 
varicosities  have  been  obliterated  and  the 
superficial  circulation  thus  improved. 

Mention  of  three  cases  may  be  of  interest 
and  will  call  attention  to  the  benefits  de- 
rived and  the  economical  advantages  in 
restoring  these  patients  to  their  ability  to 
maintain  themselves  and  their  families : 

CASE  REPORTS. 

1.  C.,  male,  aged  59  years,  first  noticed  varicose 
veins  of  his  lower  extremities  18  or  19  years  ago. 
Three  years  later  a small  ulcer  appeared  which 
gradually  grew  larger.  For  thirteen  of  the  past 
fifteen  years  he  has  been  incapacitated  because  of 
these  varicosities  and  the  ulcers,  working  only  for 
short  periods  and  then  doing  very  light  work.  Pain 
and  discomfort  has  been  intense.  Spent  four 
months,  before  present  treatment  with  injections 
began,  in  a hospital.  Has  had  no  operation  though 
numerous  boots  have  been  applied.  Left  leg  when 
first  seen  was  edematous  and  there  were  several 
large  ulcers  covering  the  front  of  the  leg.  Injec- 
tions of  quinin-urethane  were  instituted,  with  ap- 
plication of  zinc  oxide  and  balsam  peru  to  ulcers. 
Injections  continued  over  a period  of  six  weeks, 
varices  being  obliterated  at  the  end  of  this  peroid. 
The  normal  use  of  the  leg  gradually  returned  and 
by  the  end  of  the  fourth  week  the  patient  asserts 
that  the  leg  no  longer  bothered  him.  Improvement 
was  noticed  almost  immediately  in  the  general  con- 
dition of  the  leg  and  one  week  after  the  injections 
were  completed  the  ulcers  were  entirely  healed 
over.  He  has  been  moving  about  more  than  ever 
since  the  treatment  and  resumed  his  occupation. 

2.  F.  J.,  male,  aged  40  years  had  had  varicosi- 
ties of  lower  extremities  for  thirteen  years,  with 
an  ulcer  for  a slightly  shorter  duration.  He  had 
been  incapacitated  for  the  greater  part  of  this 
time  and  had  been  in  a hospital  three  times  for 
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Plate  3A. — J.  B.,  male,  40  years.  Varicose  veins  with 
uicer,  11  years  duration. 


periods  of  four  to  five  months  each  time.  Had 
had  no  operative  procedures.  The  remaining  por- 
tion of  his  time  had  been  spent  in  regular  atten- 
dance at  a clinic.  Treatment  with  quinin- 
urethane  extending  over  a period  of  twelve  weeks 
showed  immediate  improvement  and  progression. 
The  patient  worked  during  the  entire  treatment. 
A small  area  of  ulceration  still  remains. 

3.  J.  S.,  male,  aged  48  years,  had  had  varicosi- 
ties and  an  ulcer  on  his  left  leg  for  seventeen 
years.  He  had  continued  working  during  this 
period  but  asserted  that  he  lost  a better  job  than 
he  now  has  because  of  the  disability  attending  his 
varicosities.  Had  been  in  hospitals  twice  for  two 
or  three  weeks  each  time.  Attended  clinics  as 
often  as  possible.  There  was  a severe  eczema 
accompanying  the  ulcer  and  varices.  After  three 
weeks  of  injections  the  ulcer  had  disappeared  and 
all  symptoms  had  been  gone  following  the  second 
week  of  treatment.  The  eczema  responded  more 
reluctantly  but  was  entirely  gone  at  the  end  of 
the  fifth  week.  There  still  remains  a large  dis- 


colored area  on  the  leg  but  this  seems  to  be  grad- 
ually fading.  The  quinin-urethane  solution  was 
used  in  this  case  also. 

For  the  injection  an  ordinary  2 c.c.  glass 
syringe  with  short  beveled,  24  or  26  guage 
needle,  about  1 inch  long,  is  necessary.  A 
small  needle  of  this  sort  lessens  the  pain  on 
puncture  and  also  leaves  a smaller  hole  in 
the  wall  of  the  vein.  A larger  syringe, 
5 c.c.,  when  using  the  sodium  salicylate 
solutions. 

As  a rule,  the  patient  assumes  the  sitting 
position  with  the  leg  horizontal  or  at  an 
angle  of  45  degrees.  If  the  varices  are  not 


Plate  3B. — Patient  J.  B.  8 weeks  treatment. 
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large  enough  to  be  visible  when  in  this 
position,  the  patient  may  stand  and  bear 
weight  on  the  extremity  until  the  needle  is 
in  the  lumen  of  the  vein;  then  he  may 
assume  the  sitting  position  again,  and 
elevate  his  leg  and  the  injection  made  in  a 
similar  manner  as  when  in  the  sitting 
position.  No  tourniquet  is  usually  neces- 
sary, though  there  are  no  contraindications 
to  its  use  while  making  the  puncture  of  the 
veins.  In  the  large  tortunous  veins,  and  in 
the  clusters,  the  “empty  vein”  method  as 
recommended  by  Thornhill  is  ideal.  The 
patient  should  exert  digital  pressure  over 
the  vein  to  be  injected  about  two  inches 
above  the  site  of  injection  and  the  operator 
exerts  pressure  at  same  distance  below. 
Enter  the  vein  directly  and  injecting  the 
solution  continually  rechecking  to  determine 
if  the  point  of  the  needle  is  within  the 
lumen  of  the  vein.  Leave  needle  in  position 
for  about  1 minute  after  completing  injec- 
tion. After  the  injection  exert  digital 
pressure  over  the  site  of  injection  with  a 
small  dry  piece  of  gauze,  and  from  two  to 
three  minutes  later  apply  a piece  of  adhesive 
over  this  gauze  tight  enough  to  exert 
pressure.  The  patient  remains  in  the  office 
for  five  minutes  following  his  last  injection, 
and  then  is  allowed  to  go  and  is  urged  to 
continue  his  usual  routine.  Subsequent  in- 
jections are  given  at  two  to  three  days 
intervals  depending  on  the  intensity  of  the 
local  reaction. 

The  question  of  beginning  the  injections 
at  the  distal  or  proximal  portions  of  the 
leg  is  one  best  decided  on  the  merits  of 
each  individual  case,  though  it  would  seem 
more  logical  to  start  at  the  distal  portion 
and  inject  upwards,  because  of  the  path- 
ological condition  of  the  blood  flow.  Of 
course,  in  cases  with  varicose  ulcers  and 
eczema  it  is  probably  better  to  begin  the 
injections  at  a distance  from  the  potentially 
infected  area. 

CONCLUSIONS. 

Varicose  veins  and  their  complications 
have  always  been  one  of  the  most  difficult 
problems  that  have  confronted  the  medi- 


cal profession.  They,  besides  producing 
discomfort  and  unsightly  limbs,  are  of 
enormous  economic  importance  in  that  they 
deprive  industry  of  many  men  and  women; 
resulting  in  the  dependence  of  these  men 
and  their  families  on  charitable  institutions. 
The  injection  method  of  treatment  offers  a 
relatively  simple  but  very  effective  method 
for  reducing  this  condition  to  a minimum, 
and  by  the  early  injection  of  varices  prevent 
the  development  of  the  chronic  leg  ulcers  so 
resistant  to  treatment  without  any  great 
expense  to  the  individual  and  without  re- 
quiring him  to  miss  a single  day  of  work — 
no  matter  what  type  of  work  that  may  be. 
The  mortality  is  much  lower  than  that  of 
the  operative  treatment,  and  further  vari- 
cosities are  easily  treated. 

(1)  Lyons,  Shirley  C. — Brewster,  C.  B.  The  treatment 
of  varicose  veins  by  injection  of  sclerosing  solution.  N.  O. 
Med.  & Surg.  Jour.  81:498-504,  1929. 


PHYSICAL  RELATIONSHIP  TO 
MENTAL  RETARDATION.* 

H.  R.  UNSWORTH,  M.  D., 

New  Orleans. 

In  presenting  this  subject  it  is  my  wish 
to  immediately  disclaim  any  originality  or 
profound  research  activities  in  regard  to 
the  contents  expressed  in  this  paper.  The 
purpose  of  bringing  this  before  you,  is  to 
call  attention  to  the  direct  relationship  of 
physical  deformities,  both  congenital  and 
acquired,  and  disease  activities  which  are 
constantly  attacking  infants  and  young  chil- 
dren, and  leaving  in  their  wake  various 
degrees  of  mental  retardation.  There  is 
so  much  being  written  and  said  in  regard 
to  abnormal  psychology  and  mental  retard- 
ation, predicted  on  environmental  up- 
heavals, that  it  is  well  to  consider  seriously 
the  organic  factors  which  most  often  in  my 
opinion  play  the  greatest  cause  in  the 
majority  of  backward  children. 

In  using  the  term  mental  retardation,  it 
is  to  be  distinctly  understood  that  it  is  not 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 
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to  be  confused  with  amentia,  of  any  type. 
Retardation  is  not  amentia,  does  not  lead  to 
amer.tia,  nor  does  it  ever  result  in  mental 
deterioration,  (dementia).  The  important 
point  in  differential  diagnosis,  is  the  fact 
that  when  the  cause  of  the  retardation  is 
removed,  (often  possible),  the  mental 
development  of  the  child  takes  on  “a  new 
lease  on  life”  so  to  speak,  and  eventually 
becomes  normal.  Mental  retardation  as 
such,  plays  no  role  after  adult  intellectual 
development  has  been  attained.  In  such 
adults  mental  productiveness  may  perhaps 
be  sluggish  or  lessened,  or  there  may  be 
such  symptoms  as  general  body  toxicity 
resulting  in  physical  incompetence,  etc.,  all 
depended  primarily  upon  the  nature  of  the 
handicapping  disease.  But  the  term  “men- 
tal retardation”  in  clinical  psychology,  is 
restricted  to  children — persons,  whose  intel- 
lectual development  is  still  in  the  making, 
and  who  are  thwarted,  held  back,  and  han- 
dicapped by  some  defect  which  prevents 
them  from  reaching  mental  maturity.  Men- 
tal retardation  may  also  be  correlated  with 
physical  retardation,  as  in  cases  of  mal- 
nutrition, in  which  the  body  is  stunted  as 
well  as  the  mind.  To  be  a little  more  more 
descriptive,  mental  retardation  acts  very 
much  in  the  same  way  as  the  brake  on  an 
automobile.  If  the  engine  is  powerful 
enough  the  car  will  be  propelled  despite  the 
retarded  influence  affecting  it.  When  the 
brake  is  released,  the  automobile  goes  ahead 
again  at  its  original  speed  without  the  slow- 
ing up  process  having  affected  it  perman- 
ently. 

It  is  to  be  remembered  that  children  who 
have  suffered  from  mental  retardation,  will 
eventually  progress  in  school  and  compete 
on  equal  terms  with  their  fellows  after  the 
handicap  has  been  removed  by  surgery, 
medical,  or  corrective  proceedures.  There 
are  cases  in  which  such  recoveries  take  a 
long  time,  either  because  the  handicaps  have 
been  numerous  or  of  long  standing.  It  fol- 
lows, therefore,  that  the  earlier  in  life  the 
handicap  is  removed,  the  more  quickly  and 
more  permanently  will  the  child  recover. 


Though  I do  not  want  to  give  the  impres- 
sion that  functional  disorders,  such  as 
faulty  adjustments  either  within  the  very 
mechanism  of  the  mind  itself,  or  in  the 
environment  outside  the  mind,  do  not  pro- 
duce a percentage  of  mental  retardation, 
yet,  my  observation  and  contacts  with  some 
of  the  children  of  the  public  schools  in  the 
State,  who  I have  examined,  has  rather 
definitely  suggested  to  me  that  the  greater 
number  by  far,  who  are  backwards  both 
mentally  and  physically,  are  the  unfortun- 
ate victims  of  malnutrition  and  organic 
diseases.  Very  prominently  among  these 
causes  are  congenital  syphilis  and  dis- 
tinct biological  defects. 

Briefly  some  of  the  most  common  organic 
conditions  responsible  for  mentally  retarded 
children  are:  adenoids,  large  tonsils,  mild 
degrees  of  epilepsy  (petit  mal).  The  more 
severe  forms  of  epilepsy  (grand  mal)  — 
Jacksonian  epilepsy,  congenital  syphilis, 
tuberculosis,  chronic  illness,  such  as: 
heart  and  kidney  diseases,  sense  deprivation : 
(deafness,  blindness,  etc.),  rickets,  disturb- 
ances in  the  glands  of  internal  secretion — 
gross  physical  handicaps  : — cripples,  etc., 
masturbation,  drugs,  alcohol.  (Incidently, 
I examined  a boy  in  Shreveport  in  the  Pub- 
lic Health  Unit,  who  was  mentally  retarded 
a misbehavior  problem,  and  learned  that  he 
was  addicted  to  alcohol  in  the  form  of  beer, 
given  to  him  by  his  father) . And  last  but 
not  least,  is  the  mental  retardation  which 
so  often  follows  some  of  the  more  severe 
infectious  diseases,  such  as:  epidemic  cere- 
brospinal meningitis,  scarlet  fever,  meas- 
les and  encephalitis. 

In  regard  to  the  functional  disorders 
likely  to  hold  back  a child’s  mental  develop- 
ment may  be  mentioned,  irregular  school 
attendance,  unfavorable  environment,  neu- 
rotic make-up,  emotional  instability,  quick 
fatigue,  sleep  starts,  poor  memory  and  con- 
centration, phobias  and  obsessions,  hysteria 
and  excessive  sensitiveness  and  speech  de- 
fects. 

In  going  over  my  case  records  of  some 
of  the  school  children  examined  in  Caddo 
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and  Iberia  Parishes,  with  Dr.  O’Hara,  a few 
of  the  outstanding  organic  phenomena  re- 
sponsible for  the  patients  mental  backward- 
ness and  physical  deficiencies  are  the  fol- 
lowing : A child,  seven  years  of  age,  suffer- 
ing with  the  residuals  of  infantile  paralysis 
— one  of  post  traumatic  epilepsy,  eleven 
years  of  age,  and  still  another  infant  of  two 
years,  suffering  with  encephalitis — and  a 
patient,  a child,  with  a cleft  palate. 

It  is  my  hope  that  in  calling  attention  to 
the  significance  of  mental  backwardness  due 
to  organic  diseases,  to  impress  this  audience 
with  the  knowledge  that  a backward  child 
is  not  always  lacking  in  good  mental  make- 
up, but  very  often  is  lagging  behind  due  to 
some  correctable  illness  and  that  every 
youngster  is  deserving  of  a thorough  physi- 
cal and  serological  investigation  before  he 
or  she  is  labeled  as  mentally  deficient  on  a 
permanent  basis. 

DISCUSSIONS. 

Dr.  Clarence  Pierson  (Pineville) : One  of  the 

most  wonderful  displays  today  of  knowledge 
and  progress  is  being  made  in  cancer  research. 
The  basis  which  has  been  outlined  by  Dr.  Miller 
and  Dr.  Vidrine  has  been  that  of  preventive  medi- 
cine in  the  control  of  cancer. 

I think,  in  hearing  Dr.  Unsworth’s  paper  a 
moment  ago,  that  cancer  plays  a small  part  in 
the  make-up  of  our  social  fabric  of  today  as  com- 
pared to  the  retardation  of  childhood.  One  is  a 
disease  itself;  the  other  an  affliction  that  human 
families  suffer  with.  Therefore,  mental  hygiene, 
which  is  a prophylactic  for  social  economic  con- 
ditions of  our  today,  is  a solution,  if  you  will, 
for  an  unrest  and  improvement  of  our  general 
conditions. 

I think  no  better  words  of  expression  of  ap- 
proval would  be  in  order  than  to  extend  con- 
gratulations to  the  State  Board  of  Health  for  the 
foresight  in  having  established,  as  Dr.  O’Hara 
has  as  president  of  the  State  Board  of  Health,  an 
organization  for  mental  hygiene  splendidly 
manned  by  this  energetic,  forceful  young  physi- 
cian who  just  read  this  able  paper. 

Mental  hygiene  is  not  a new  subject,  but  mental 
hygiene  has  been  capitalized  the  past  few  years. 
We  all  recall  a few  years  ago  that  wonderful 
book  written  by  Clifford  Beers,  who  is  the  father 
of  mental  hygiene,  while  inmate  of  an  institution 
in  Connecticut,  he  having  lost  his  mind  and  it 
becoming  necessary  for  him  to  be  treated.  After 


having  spent  a long  while  in  this  institution  and 
recovering  his  mind,  he  pondered  and  thought 
how  he  could  best  serve  humanity,  and  he  wrote 
the  book  called,  “The  Mind  That  Found  Itself.” 
From  this  inspiration,  mental  hygiene  has  grown 
in  leaps  and  bounds  the  last  seventeen  years. 
He  is  still  secretary  of  this  great  organization. 

Only  next  week  the  fourth,  fifth,  sixth  and 
seventh  of  May,  there  will  be  an  international 
congress  held  in  Washington,  presided  over  by 
the  President  himself,  on  mental  hygiene  of  the 
civilized  world,  all  growing  from  the  original  work 
of  Clifford  Beers. 

I say  that  subject  is  brought  closely  to  us  in 
Louisiana.  The  way  has  been  paved  by  Drs. 
O’Hara  and  Unsworth,  and  I think  we  should 
offer  every  encouragement,  every  co-operation, 
every  aid  to  derive  the  benefit  in  our  local  com- 
munities, in  our  parishes,  in  our  public  schools, 
in  our  eleemosynary  institutions,  in  our  peniten- 
tiaries which  need  so  badly  the  aid  and  guidance 
of  such  mental  hygiene  work. 

So  I can’t  speak  a word  of  cheer  and  co-opera- 
tion more  heartily  at  this  time  than  to  endorse 
what  is  being  done  in  this  line. 

DUODENAL  ULCERS  IN  CHILDHOOD*. 

W.  F.  HENDERSON,  M.  D., 

New  Orleans. 

It  is  possible,  and  by  some  considered 
quite  likely,  that  ulcers  in  the  duodenum 
arise  among  patients  of  more  tender  years 
than  has  been  generally  supposed.  Not  all, 
of  course,  but  some;  such  is  the  line  along 
which  a few  observers  project  their  thought. 
When  I have  done  much  more  work  than  I 
now  have,  when  thought  becomes  more  ma- 
ture, when  surgical  procedures  multiply, 
when  autopsies  form  a stalwart  support  to 
opinion,  and  when  clinical  experience  speaks 
with  no  uncertain  voice,  we  shall  have  ade- 
quate grounds  upon  which  to  base  more 
certain  belief  and  procedure.  Until  then  it 
is  necessary  to  proceed  on  wary  feet. 

I am  fortunate  this  early  in  my  own  life, 
and  this  early  in  the  awakening  of  clinical 
consciousness  to  their  presence,  to  be  able 

*Read  before  the  Section  on  Radiology  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 
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to  report  a fairly  large  series  of  ulcers,  oc- 
curring in  youth,  seen  in  my  Section  at 
Touro  Infirmary.  I offer  my  evidence  in 
the  nature  of  a preliminary  eport.  This  is 
to  be  taken  for  what  it  is  worth.  It  is  by 
no  means  all  the  available  data  which  I 
have  at  hand.  I hope  ultimately  to  make  a 
comprehensive  report,  in  conjunction  with 
my  coadjutors,  when  all  the  facts  shall  be 
presented. 

While  reference  is  found  in  medical  liter- 
ature, it  is  scarce.  I review  the  literature, 
and  give  a few  of  the  references,  none  of 
which  are  extensive.  A-Thoms  (Lancet, 
2-854-55-1924),  thinks  the  disease  is  rare, 
and  reports  one  case,  with  necropsy  find- 
ings from  the  Queen  Hospital  for  Children, 
London.  Photographs  of  necropsy  speci- 
mens are  appended.  Dr.  Donald  Patterson 
(Lancet,  1922-1-63),  reviews  the  literature 
then  extant,  finding  100  reported  cases  in 
the  United  Kingdom,  to  which  he  added 
two  of  his  own,  with  full  reports.  J.  A.  L. 
Loudon,  in  Edinburgh,  reported  an  ulcer  in 
a child  of  two  months  of  age  in  1925.  The 
necropsy  report  is  complete  and  convinc- 
ing. American  literature  also  contains  re- 
ports such  as  that  of  L.  B.  Dickey  (Ameri- 
can Journal  of  Diseases  of  Children,  32-872- 
77-1926),  with  details  of  three  well  studied 
cases.  His  series  being  older  than  those 
previously  reported,  results  of  treatment 
appeared  to  be  much  better.  There  were 
no  deaths,  and  therefore  no  necropsy  re- 
ports. H.  B.  Wright  (Archives  of  Pedia- 
trics, 41-646-53-1924)  gives  a detailed  re- 
port of  an  infant  death,  necropsy  report 
and  photographs  of  duodenal  ulcer  which 
caused  death. 

I believe  that  the  most  important  single 
factor  which  we  have  to  aid  in  the  diag- 
nosis of  ulcer  in  children,  is  the  recogni- 
tion that  they  can  and  do  exist.  Without 
this  essential,  diagnosis  dies  aborning. 

It  is  trite  to  say  that  second  in  imnor- 
tance  is  a well  taken  history.  Its  triteness 
does  not  detract  from  its  truth.  Informa- 
tion here  will  be  revealed  which  points  to 
epigastric  pain  usually  called  “stomach- 


ache.” The  pain  of  duodenal  ulcer  is  fre- 
quently high  up  near  the  ensiform,  in  adults 
as  well  as  in  children.  This  pain  is  not 
always  as  definitely  related  to  food  as  with 
adults,  but  is  frequently  so.  The  food  relief 
is  especially  well  marked,  but  since  chil- 
dren’s stomachs  empty  more  rapidly,  the 
pain  returns  more  quickly  with  them  than 
in  their  elders,  and  its  prompt  return  may, 
therefore,  become  confusing.  A child  wake- 
ful at  night  on  account  of  “stomach-ache” 
should  always  excite  suspicion.  It  most  cer- 
tainly would  do  so  in  a patient  twenty 
years  his  senior.  Are  we  closing  our  eyes 
to  the  possibility  merely  because  we  have 
calmly  assumed  ulcers  to  be  a blessing  re- 
served for  the  mature?  We  have  no  proof 
that  they  are  so  reserved. 

Nausea  and  vomiting  are  such  frequent 
accompaniments  of  other  manifestations  in 
childhood  as  to  excite  no  positive  lead  in 
this  direction.  They  should  be  noted  and 
cataloged,  however,  as  a part  of  the  gen- 
eral story  of  the  patient. 

It  would  be  interesting  to  know,  in  the 
light  of  the  vast  amount  of  work  yet  to  be 
done,  how  many  of  our  “difficult  feeding” 
cases  were  really  ulcers;  how  many  of  our 
undernourished  children  could  have  been 
cured,  and  fattened  on  an  ulcer  regime.  I 
know  personally  of  nine  young  adults  with 
surgically  proved  ulcers,  whose  history  is 
perfect  back  to  the  age  of  nine  or  ten.  Of 
two  thousand  ulcer  patients  studied  with 
this  in  view  at  the  Mayo  clinic,  forty-two 
presented  symptoms  dating  back  to  child- 
hood ; this  is  two  per  cent. 

The  third  major  diagnostic  fact  is  the 
presence  of  occult  blood  in  the  stool.  What 
a tell-tale  sign  this  is  when  the  proper  pre- 
caution have  been  take  to  insure  its  accu- 
racy. I cannot  help  having  my  honest 
doubts  about  the  value  of  the  string  test, 
and  in  a subsequent  report  reasons  there- 
for will  be  assigned. 

The  fourth  and  fifth  diagnostic  aids 
should  be  discussed  in  their  reverse  order, 
for  obvious  reasons,  since  the  treatment 
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naturally  follows  diagnosis.  Upon  the  rea- 
sonably certain  establishment  of  an  ulcer’s 
presence  regimen  for  its  cure  is  insti- 
tuted. Its  details  do  not  interest  me  at  the 
moment,  and  I leave  this  in  the  hands  where 
it  properly  belongs — viz,  pediatrics.  The 
ingenious  nature  and  rational  application 
of  these,  however,  deserves  pause  for  com- 
ment and  congratulations.  Their  own  re- 
ports will  no  doubt  shortly  appear.  The 
fact  is  that  these  ulcer  bearing  children  do 
remarkably  well  upon  such  handling.  The 
prompt  response  to  ulcer  management  is 
very  convincing  from  a diagnostic  view- 
point. 

The  roentgen-ray  evidence  forms  so  ma- 
jor— I might  almost  say,  so  indispensible — 
a factor  in  diagnosis  as  to  balance  the  com- 
bined weight  of  all  others.  I invite  your 
consideration  to  its  discussion. 

CASE  REPORTS. 

My  first  personal  experience  was  such  to  startle 
me  into  wakefulness,  and  to  put  me  permanently 
on  my  guard.  A boy,  eleven  years  of  age,  having 
been  referred  to  me  by  Dr.  C.  J.  Miller,  was 
found  to  have  an  obstructive  duodenal  ulcer. 
Surely  here  was  food  for  thought.  The  patient 
was  then  admitted  to  the  hospital,  and  I append 
a few  of  the  high-lights  from  the  history  which 
was  subsequently  secured  by  an  interne  upon 
the  patient’s  admission  to  the  hospital. 

E.  J.,  aged  11,  was  admitted  to  the  hospital 
June  7,  1929.  Two  days  before  this  a roentgen- 
ray  examination  reported  an  obstructive  lesion 
upon  the  base  of  the  duodenal  bulb  with  almost 
complete  obstruction.  The  tentative  diagnosis 
upon  admission  was  pyloric  obstruction  due  to 
ulcer.  The  patient’s  present  complaint  was  pain 
in  the  region  of  the  epigastrium.  For  the  past  year 
the  patient  had  been  complaining  of  pain,  and 
tenderness  in  the  region  noted,  but  neither  nausea 
nor  vomiting  had  been  observed.  During  this 
time  there  had  been  no  history  of  constipation. 
About  one  year  ago  the  patient  noted  some  blood 
in  the  stools;  the  mother  thinks  this  was  very 
dark,  but  does  not  recall  any  vomiting  of  blood. 
There  was  no  memory  os  to  whether  or  not  a diar- 
rhea or  dysentery  was  associated  with  the  blood 
in  the  stool.  The  patient  had  always  been  rather 
delicate,  and  fine  featured.  He  had  lately  been 
upon  a diet,  being  allowed  cooked  food  only, 
raw  foods  having  been  interdicted. 

He  had  always  been  the  average  well,  healthy 
child  (?),  although  he  has  complained  of  “stom- 


ach-ache” for  quite  some  time.  In  September 
one  year  ago  he  had  an  appendectomy  for  the 
pain  which  is  still  present,  without  experiencing 
relief.  He  had  then  been  complaining  of  pain 
in  the  epigastrium  for  approximately  one  year. 
Typhoid  fever,  a tonsillectomy,  and  chicken-pox 
had  been  the  only  illnesses  noted  in  the  past 
history.  While  this  fact  does  not  appear  in  the 
history  I should  like  to  add  parenthetically  that 
I have  personally  talked  to  the  child’s  parents. 
I secured  the  history  of  nocturnal  stomach-ache, 
of  frequent  periods  of  eating  between  meals,  and 
of  a very  capricious  appetite,  and  periods  of 
weight  loss  at  those  times  when  the  stomach  had 
become  intractable.  However,  let  us  continue 
with  the  written  history.  Since  the  roentgen-ray 
findings  were  so  complete  and  convincing,  the 
abdomen  was  opened  under  general  anesthesia 
on  June  8,  1929,  by  Dr.  C.  J.  Miller,  under  the 
tentative  diagnosis  “adhensions  about  the  cecum 
following  an  appendix  operation.”  Dr.  Miller 
remarks  in  his  notes,  there  is  a roentgen-ray 
report  of  an  unusually  large  stomach  for  a child, 
with  apparently  an  obstructive  lesion  at  the 
pylorus  with  the  entire  barium  meal  delayed  as 
long  as  6 hours  in  the  stomach.  “Operation, 
laparotomy.”  There  were  found  and  released  a 
few  adhesions  between  the  cecum  and  the  abdom- 
inal wall,  some  adhesions  were  released  about 
the  terminal  eight  inches  of  the  ileum.  Many 
enlarged  glands,  some  of  them  as  large  as  a 
bean  were  present  in  the  mesentery  of  the  ileum. 
One  was  removed  for  microscopic  study.  Inves- 
tigation of  the  stomach  shows  an  obstruction  of 
the  pylorus  at  the  pyloric  ring  in  the  base  of  the 
duodenal  bulb,  and  considerable  spasticity,  show- 
ing very  definitely  that  the  child  had  a pyloric 
ulcer  with  obstruction  of  the  pylorus.  A posterior 
no  loop  gastro-enterostomy  was  performed.  The 
rest  of  the  abdominal  contents  were  normal.  The 
final  diagnosis,  “Adhesions  about  the  cecum  and 
ileum,  and  partial  obstruction  from  an  ulcer.” 
The  enlarged  glands  of  the  mesentery  have  a 
significance  since  such  enlarged  glands  might 
mean  tuberculosis.  A report  from  the  depart- 
ment of  pathology,  dated,  June  8,  1929  states, 
“Low-grade  inflammatory  reaction  associated  with 
hyperplasia  of  the  glands.  No  histological  evi- 
dence of  tuberculosis  of  the  lymph  nodes  sub- 
mitted.” The  patient  was  dismissed  from  the 
hospital  June  19,  1929  with  the  final  diagnosis 
of  duodenal  ulcer.  Since  this  time  an  effort  has 
been  made  to  keep  in  touch  with  the  patient; 
the  family  reports  splendid  progress,  the  child 
has  gained  in  weight,  and  his  general  health  is 
excellent.  There  is  no  return  of  the  ulcer  symp- 
toms. Slides  of  this  case  will  be  shown  subse- 
quently. Other  similar  cases  might  well  be  pre- 
sented except  for  the  lack  of  time.  I have  to 
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date  12  cases  which  seem  to  be  proved  beyond 
cavil. 

To  my  associates,  Dr.  J.  C.  Rodick,  and 
Dr.  E.  B.  Van  Ness,  I owe,  and  herewith 
extend  my  thanks  for  the  interest  which 
they  immediately  took  in  pursuing  this  lead 
further.  Our  immediate  handicap  lay  in 
not  being  certain  whether  the  same  diag- 
nostic criteria  obtained  in  infants,  in  chil- 
dren, and  in  adults.  This  naturally  had  to 
be  determined,  and  it  was  through  the  as- 
sistance of  Dr.  L.  R.  DeBuys,  chief  of  the 
pediatric  service  at  Touro  Infirmary,  that 
we  were  furnished  with  a sufficient  number 
of  children  of  each  age  group  to  form  the 
basis  for  a large  number  of  observations  on 
the  normal  until  we  had  satisfied  ourselves 
as  to  the  limits  within  which  the  normal 
lay. 

Following  this  group  study,  my  section 
began  to  receive  from  the  section  of  pedia- 
trics, children  of  all  ages  who  were  suspect- 
ed of  being  ulcer  subjects.  Simultaneously 
Dr.  DeBuys  instituted  accurate  studies  of 
the  stool  examination  for  occult  blood,  and 
the  histories  of  many  cases  were  reviewed 
with  the  possibility  of  ulcer  in  mind.  A sur- 
prisingly accurate  coincidence  between  pos- 
itive roentgen  signs,  and  occult  blood  stool 
examinations  resulted. 

For  the  purpose  of  this  report  let  us 
proceed  at  once  to  say  that  while  there  are 
a few  minor  differences  between  the  diag- 
nostic criteria  on  the  fluorescent  screen  be- 
tween children  and  adults,  these  will  soon 
be  noted  by  competent  roentgenologists  and 
not  be  a source  of  very  great  bother.  In  the 
main,  the  great  body  of  roentgen  signs  for 
adult  ulcer  are  present  in  the  child ; these 
are  too  well  known  to  deserve  a review 
here.  The  most  notable  difference  to  me  is 
the  evidence  regarding  the  fleck.  Since  the 
child  is  young,  it  is  to  be  assumed  that  the 
ulcer  also  is.  It,  therefore,  rarely  is  so 
indurated  as  in  an  older  subject.  Probably 
less  repair  has  occurred  in  the  patient.  At 
any  rate  the  fleck  almost  always  can  be 
demonstrated,  not  only  at  the  immediate 
flouroscopic  examination,  upon  using  the 


manipulating  hand,  but  it  exists  at  and  long 
beyond  the  six  hour  examination,  even  when 
the  remainder  of  the  upper  gastro-intestinal 
tract  has  cleared  itself  completely  from 
barium.  I shall  call  specific  attention  to 
this  during  the  exhibition  of  the  slides.  I 
cannot  insist  too  strongly  that  the  fleck  be 
demonstrated.  In  our  present  state  of 
knowledge,  I refuse  to  accept  roentgen-ray 
evidence  of  ulcers  unless  I see  it.  It  is  my 
intention  to  express  this  again  while  show- 
ing the  slides.  Not  one  of  our  patients  who 
presented  an  unquestioned  fleck  failed  to 
show  occult  blood.  This  I consider  of  ut- 
most importance. 

From  private  as  well  as  institutional 
sources,  patients  have  appeared  who  have 
proved  of  extreme  interest,  thus  convincing 
me  that  social  status  has  little  to  do  with 
the  etiology.  A bleeding  gastric  ulcer  on 
the  lesser  curvature,  with  positive  roent- 
gen-ray signs,  melena,  hematemesis,  and 
recovery  on  diet,  was  seen  in  a child  three 
years  of  age.  It  is  to  be  hoped  that  to  my 
own  report  will  be  added  those  of  the  pedi- 
atricians from  whom  I have  seen  this  in- 
teresting group. 

It  is  quite  obvious  that  I shall  not  have 
the  opportunity  to  report  so  large  a per- 
centage of  operations  in  children  as  I would 
if  the  ulcers  existed  in  adults.  Children  re- 
spond so  excellently  to  treatment  that  one 
naturally  hesitates  to  do  surgical  procedure 
on  the  very  youthful.  Therefore,  not  all 
cases  can  be  proved  from  the  surgical 
standpoint.  If,  however,  we  are  to  accept 
as  proof  every  thing  short  of  surgery  and 
base  our  opinion  upon  clinical  manifesta- 
tions there  will  be  noted  these  significant 
facts : Marked  epigastric  pain,  digestive 

disturbances,  frequent  eating,  nocturnal 
“stomach-ache,”  capricious  appetite,  occult 
blood  in  the  stool,  positive  roentgen-ray 
signs  of  duodenal  ulcer,  and  recovery  upon 
a rigid  ulcer  regimen.  These  together  com- 
pose a very  formidable  group  of  findings 
and,  carefully  instituted,  this  will  no  doubt 
lead  to  a correct  diagnosis  which  would 
otherwise  be  overlooked.  I close  this  short 
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report  with  a plea  for  further  exhaustive 
and  very  sane  study  of  this  subject. 

DISCUSSIONS. 

Dr.  G.  L.  Arrington  (Meridian)  I want  to 
compliment  Dr.  Henderson  on  his  most  excellent 
paper,  because  the  patient  he  referred  to  hap- 
pened to  be  my  patient.  I saw  this  child  last 
week  and  he  is  absolutely  free  of  all  symptoms, 
eats  regularly,  goes  to  school  and  is  not  abnormal 
in  any  way.  About  two  months  ago  he  had  a 
little  upset,  ate  a raw  sweet  potato,  but  I think 
that  would  upset  most  any  one.  He  is  still  a 
little  under  weight,  because  he  takes  a lot  of 
exercise,  plays  with  other  boys  and  does  every- 
thing that  a normal  child  could  do.  I have  him 
to  report  back  regularly  to  me.  He  may  develop 
ulcer  later  on,  but  I do  not  think  so. 

This  is  a very  interesting  subject  because  we 
find  a lot  of  children  who  like  taking  soda,  be- 
cause they  find  it  gives  them  relief.  We  have 
found  on  several  occasions  that  by  taking  these 
children  and  dieting  them  and  keeping  them  off 
of  meat  for  several  days,  usually  these  cases  have 
occult  blood  in  stools,  they  improve.  These  cases 
should  have  thorough  study  of  the  gastrointesti- 
nal tract  as  Dr.  Henderson  is  doing.  Also  we 
find  that  soda  will  relieve  these  cases  of  repeated 
vomiting  and  pain  in  the  epigastrium.  Every 
now  and  then  we  get  a case  where  the  child 
takes  soda  over  a long  period  of  time,  and  that 
gives  an  alkalosis.  I am  going  to  bring  that  up 
in  my  paper  in  the  morning,  so  I am  not  going 
into  it  now.  This  is  a very  interesting  paper  and 
I hope  that  Dr.  Henderson  will  continue  his 
studies. 

Dr.  Geo.  M.  Street  (Vicksburg)  I want  to 
thank  Dr.  Henderson  for  presenting  to  us  this 
very  new  and  original  work.  It  had  never  oc- 
curred to  me  before  to  look  for  duodenal  ulcer 
in  children.  I may  have  had  some  cases  and 
overlooked  them,  but  I have  never  positively  diag- 
nosed duodenal  ulcer  or  gastric  ulcer  in  a child. 
In  the  future  I will  be  on  the  lookout  for  them 
and  may  be  will  have  some  of  the  cases.  It  cer- 
tainly was  a most  illuminating  and  instructive 
paper  to  me,  and  I feel  that  we  all  owe  Dr.  Hen- 
derson a vote  of  thanks  for  coming  up  here  and 
presenting  to  us  such  an  admirable  paper. 

Dr.  R.  C.  Finlay  (Greenville)  I want  to  rise 
and  say  ditto  to  Dr.  Street  in  thanking  Dr.  Hen- 
derson for  this  beautiful  presentation,  and  want 
to  especially  thank  him  for  the  “fleck.”  I won’t 
forget  it.  Pediatric  literature  will  lead  us  to 
believe  that  we  are  missing  a whole  lot  of  ulcers 
in  children,  and  if  the  pediatrists  will  give  us  a 
chance  we  may  be  able  to  find  more. 


I had  an  experience  with  what  I though  was 
duodenal  ulcer  in  a child.  The  child  had  vom- 
ited and  passed  blood,  and  I found  a very  definite 
defect.  The  parents  got  tired  of  medical  treat- 
ment and  the  child  was  taken  to  Memphis,  and 
there  the  appendix  was  removed  and  a naked 
eye  diagnosis  of  tubercular  peritonitis  was  made. 
The  naked  eye  diagnosis  was  probably  error,  be- 
cause the  child’s  subsequent  history  did  not  bear 
it  out. 

Dr.  C.  C.  Hightower  (Hattiesburg)  I want 
to  reiterate  what  Dr.  Street  said  and  to  thank 
Dr.  Henderson  for  coming  up  to  present  this 
paper  to  us.  I would  like  to  know  if  a gastric 
analysis  was  made  of  the  child  and  what  the  show- 
ing was? 

Dr.  W.  F.  Henderson  (closing)  I do  not 
know  whether  I have  the  card  or  not.  There  was 
a gastric  analysis  made  on  all  of  these  children. 
In  many  of  them  they  had  a diagnosis  that  it  was 
ulcer  before  they  came  to  me.  Now,  it  is  not 
at  all  an  uncommon  thing  that  we  have  a diag- 
nosis of  duodenal  ulcer  already  established.  I 
am  glad  to  mention  that  because  it  brings  up 
another  thing.  For  the  Lord’s  sake,  please  don’t 
send  these  babies  to  a stomach  man  and  let  him 
put  a tube  down  in  their  little  stomachs,  or  stick 
a needle  in  them,  before  you  send  them  to  the 
roentgen-ray  . If  you  are  going  to  have  them 
roentgen-rayed,  have  that  done  first.  After  that 
you  can  put  a rubber  tube  down  them  and  stick 
them,  or  whatever  else  you  want  to. 

I want  to  thank  Dr.  Arrington  for  his  discus- 
sion of  the  paper.  I mentioned  seeing  Dr.  Ar- 
rington downstairs,  but  did  not  know  he  was  in 
the  room.  I left  out  the  most  interesting  part 
of  my  paper,  that  is  the  review  of  the  literature; 
however,  you  can  read  that  in  the  published  re- 
port. But  this  is  the  thing  that  struck  me  as 
being  most  extraordinary — the  pathologists  all 
over  the  country  are  reporting  duodenal  ulcer 
in  children,  and  in  many  instances  that  is  the  sole 
diagnosis  and  is  usually  made  after  the  child  is 
dead,  and  if  they  can  find  that  out  after  the 
child  is  dead,  there  is  no  reason  why  we  can  not 
fint  it  while  they  are  living.  There  is  one  man 
alone  who  found  one  hundred  cases,  some  of 
which  had  ruptured  and  caused  peritonitis,  dat- 
ing back  to  the  time  the  child  was  two  months 
old.  Another  man  reported  one  hundred — always 
from  the  pathologists,  never  from  the  radiologists, 
never  from  the  pediatrists.  It  is  always  from 
the  pathologists — duodenal  ulcer  is  given  as  the 
cause  of  death.  Why  can’t  we  find  it  before 
they  die?  I would  like  to  thank  Dr.  Hightower 
and  the  Section  as  a whole  for  giving  me  the 
opportunity  of  coming  up  here  and  talking  to 
you,  first,  as  it  is  near  to  my  heart,  and  second — 
I am  almost  a Mississippian.  I started  here  and 
I feel  like  I have  gotten  back  home.  I thank  you. 
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AN  INTERESTING  STUDY  IN 
ROENTGEN-RAY  FROM  MEM- 
ORY’S STOREHOUSE.* 

H.  G.  McCORMICK,  M.  D., 

. Laurel,  Miss. 

I say  “from  memory’s  storehouse,”  be- 
cause the  clinical  data  here  given  are  from 
memory  rather  than  from  my  clinical 
records. 

When  Ex-President  Wilson  was  asked 
how  long  it  took  to  prepare  his  speeches, 
he  is  said  to  have  remarked,  if  he  had  to 
encompass  much  in  few  words  it  required 
careful  study  and  long  preparation.  In 
order  to  present  my  subject  as  concisely  as 
possible  without  omission  of  essential  de- 
tail, I am  going  to  ask  your  indulgence 
while  I read  my  paper,  rather  than  give  it 
offhand. 

When  the  chairman  of  your  program 
committee,  Dr.  Hightower  complimented  me 
by  asking  me  to  contribute  to  this  program, 
he  suggested  I present  a lot  of  pictures  from 
the  large  collection  I have  accumulated  in 
sixteen  years  of  radiographic  work. 

If  I were  speaking  to  an  art  gallery,  or 
a gathering  of  technicians,  such  an  exhibi- 
tion might  be  applicable,  but  would  hardly 
be  interesting  to  a body  of  clinicians,  no 
matter  how  artistically  or  technically 
perfect. 

Therefore,  I am  going  to  present  a few 
cases  in  the  limited  time  at  my  dis- 
posal— cases  which  to  me  were  of  unusual 
interest  from  a clinical  point  of  view, 
rather  than  from  their  worth  as  an  artistic 
or  technical  product.  These  cases  were 
culled  from  some  30,000  radiograms. 

I propose  to  present  for  study  the  follow- 
ing cases : Metastatic  Malignancy  to  Bones 
of  Skull  and  Basal  Region  of  Brain,  Follow- 
ing Breast  Amputation  for  Carcinoma;  A 

*Read  before  the  Section  on  Radiology  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Asosciation,  Vicksburg,  May  14, 
1930. 


Congenital  Anomaly  of  Intra-Thoracic  Vas- 
cular Viscera,  Mistaken  for  Enlarged  Thy- 
roid, Together  with  Congenital  Malforma- 
tion of  Skull  and  Pronounced  Backward 
Mental  Development;  A Case  of  Multiple 
Enchondromata ; Laryngitis,  with  Strepto- 
cocci Laryngeal  Stenosis ; Post-Diphtheretic 
Stenosis;  A Case  Symptomatically  sugges- 
tive of  Laryngeal  Stenosis,  But  Which 
Proved  To  Be  Due  To  Enlarged  Intra- 
Thoracic  Lymph  Nodes;  Massive  Collapse 
of  Lung;  Pyopneumo-Thorax  (encapsu- 
lated) With  Complete  Collapse  of  Lung; 
Osteomyelitis  (pyogenic  or  tubercular?)  of 
Pelvis  and  Left  Hip. 

Malignant  metastases  to  bones  of  the 
skull  and  basal  region  following  breast 
amputation  for  carcinoma,  presents  some 
unusual  points  in  my  experience.  We  are 
aware  of  metastases  to  vertebrae,  pelvis, 
ribs,  and  long  bones,  but  I have  never  seen 
metastases  to  bones  of  skull  directly  from 
breast  carcinoma,  and  from  my  talk  with 
prominent  surgeons  and  doctors,  it  seem- 
ingly is  a rare  sequella  of  breast  carcinoma. 

This  lady  was  56  years  of  age,  weight 
about  200  lbs.  There  is  nothing  unusual  in 
her  history  up  to  the  time  of  operation.  At 
the  time  I saw  her  the  growth  had  reached 
the  size  of  a phendoscope,  centrally  located, 
well  circumscribed  and  encapsulated. 

When  first  noticed  by  patient,  about  a 
year  and  a half  previous,  it  was  about  the 
size  of  the  distal  phalanx  of  finger,  or 
smaller,  but  she  kept  the  knowledge  to 
herself,  and  it  was  with  reluctance,  engen- 
dered from  prejudice  against  operations,  she 
even  then  consented  to  operation. 

There  were  no  palpable  glands  in  axilla 
or  neck,  and  roentgen-rays  of  chest  did  not 
show  any  definite  evidence  of  malignancy  in 
thorax,  although  there  was  very  consider- 
able hyperplasia  of  lymph  glands  and 
structures  at  root  of  right  lung  and  medi- 
astinum, but  without  any  invasion  of  lung 
fields. 

A radical  breast  operation  was  performed 
by  Dr.  Matas.  As  soon  as  wound  was  well 
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healed  (about  7 or  8 weeks)  I administered 
prophylactic  roentgen-ray  treatments  to  en- 
tire chest  and  neck,  repeated  at  intervals  of 
six  weeks  up  to  within  two  months  of 
death. 

She  had  always  suffered  headaches  more 
or  less,  but  immediately  after  the  operation, 
and  practically  continuous  up  to  the  time  of 
death,  she  suffered  pains  (quite  severe  at 
times)  in  the  head,  which  she  said  were 
different  from  those  she  had  been  accus- 
tomed to. 

About  three  weeks  after  operation  she 
developed  a partial  ptosis  in  one  upper  eye 
lid  and  contraction  of  the  pupil  with  de- 
creased vision,  which  later  improved  con- 
siderable but  never  entirely  disappeared. 
Oculist  reported  normal  fundus  and  no 
refractive  errors  or  other  eye  abnormalities 
other  than  above  stated. 

About  six  or  eight  weeks  after  operation 
a lump  appeared  just  within  the  border  of 
the  scalp  in  the  parieto-frontal  region,  a 
little  later  one  behind  the  ear,  then  another 
at  another  point.  These  lumps  slowly  in- 
creased to  five,  then  seven,  then  nine,  and 
gradually  enlarged  until  some  of  them 
coalesced. 

They  were  hard,  rather  firm,  and  fiat,  not 
particularly  tender,  no  palpable  glands  in 
neck  or  axilla;  the  operative  field  remained 
free  from  evidence  of  recurrence  in  situ, 
the  skin  over  growths  were  normal. 

Some  three  or  four  months  prior  to  death 
she  developed  neuritic,  rheumatic,  arthritic, 
and  muscular  pains,  at  times  quite  severe, 
still  later  nausea  and  vomiting,  with  ever 
increasing  head  pains.  Some  two  or  three 
weeks  before  death,  I carried  my  bedside 
roentgen-ray  unit  to  her  home,  and  with 
considerable  difficulty,  owing  to  her  condi- 
tion, succeeded  in  getting  some  fairly  satis- 
factory radiograms  of  her  head. 

Up  to  this  time  she  had  no  symptoms, 
other  than  the  eye  symptoms  previously 
enumerated,  to  indicate  involvement  of 
brain  or  central  nervous  system.  Shortly 


thereafter  she  complained  of  auricular  dis- 
turbance (roaring  in  ears,  some  difficulty  in 
hearing) , visionary  disturbance  (letters 
looked  to  be  upside  down,  and  a tumbler 
sitting  on  table  appeared  to  be  lying  on 
its  side),  difficulty  in  articulation  (voice 
sounded  thick  like  one  under  influence  of 
morphine),  finally  dwindled  to  a whisper, 
and  gradually  faded  out  altogether. 

A few  days  before  the  end  she  suffered 
unusually  severe  nausea,  vomiting,  and 
retching  for  three  days,  with  terrific  head 
pains,  all  of  which  suddenly  terminated 
one  night,  and  she  rapidly  drifted  into  a 
state  of  mental  apathy  resembling  ence- 
phalitis lethargica,  and  finally  coma  and 
death. 

Now  what  I think  took  place  is  this : 
Her  growth  was  well  circumscribed  and 
encapsulated  and  was  removed  wide  of  the 
apparent  tumor  mass ; but  I believe  in 
extirpating,  or  attempting  to  extirpate  the 
axillary  and  subclavian  glands  and  lymph- 
atics, a malignant  infarct  was  carried 
directly  by  the  blood  stream  to  the  basal 
region,  and  accounted  for  the  ptosis  and 
contracted  pupil.  The  roentgen-rays  show 
practically  complete  destruction  of  anterior 
clinoid  process  of  sella  turcica.  From  this 
secondary  implantation,  metastasis  took 
place  to  bones  of  calvarium.  Roentgen- 
ray  shows  19  areas  of  bone  involvement, 
some  of  which  were  very  thin.  From 
here  the  process  extended  rapidly  to  the 
cortex  of  brain  and  meninges  producing  an 
encephalitis. 

The  basal  and  bone  involvement  are  well 
shown  in  accompanying  roentgen-ray. 

The  second  case,  congenial  anomaly  of 
intra-thoracic  viscera  and  head,  with 
backward  mental  development,  is  a white 
baby,  age  three  months,  bottle  fed  under 
the  direction  of  a New  York  pediatrician. 
She  was  considered  to  be  perfectly  healthy, 
but  coming  down  on  the  train  she  got  a 
sharp  gastro-intestinal  upset  from  inability 
to  follow  strictly  her  dietary  regime,  and 
along  with  it  developed  a mild  respiratory 
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infection,  with  a head  cold,  and  a few  inter- 
scapular rales  in  the  chest.  As  soon  as  she 
reached  Laurel,  she  was  put  under  the  care 
of  a New  Orleans  pediatrician,  but  as  she 
grew  progressively  worse,  the  nurse  insisted 
they  call  a local  doctor,  as  she  did  not  care 
to  assume  such  a great  responsibility  un- 
aided by  near  medical  advice.  I was  called 
and  found  conditions  as  I have  narrated. 

She  had  a rather  croupy  and  metallic 
cough ; more  or  less  noisy  breathing.  The 
New  Orleans  specialist  was  advised  and 
came  to  Laurel.  We  went  over  the  case 
together  and  because  of  the  rales  aforemen- 
tioned had  her  brought  to  my  office  for 
roentgen-ray  of  chest,  with  a,  to  us,  sur- 
prising result — what  appeared  to  be  an 
enlarged  thymus.  The  pediatrician,  who 
of  course  had  seen  many  of  these  cases, 
thought  it  a thymus.  I commented  on  the 
fact  that  it  did  not  have  the  characteristic 
keystone  shape,  but  from  my  limited  experi- 
ence in  this  direction  was  not  willing  to  put 
my  judgment  up  against  his. 

A few  days  later  I took  the  films  to  New 
Orleans  and  presented  them,  together  with 
a history  of  the  case,  to  three  radiologists, 
an  internal  medicine  man,  and  the  aforesaid 
specialist.  They  were  all  of  the  opinion  it 
was  a thymus,  and  recommended  roentgen- 
ray  treatments,  of  which  I gave  three,  then 
as  mother  had  to  return  home,  I took  another 
radiogram  and  no  change  was  shown,  which 
all  but  convinced  me,  my  hunch  as  to  its  not 
being  a thymus  was  correct. 

However,  I sent  the  radiograms,  the  his- 
tory, and  our  agreed  diagnosis,  together 
with  the  treatments  given,  to  her  home  doc- 
tor in  New  York,  and  advised  a fourth  treat- 
ment, which  was  given  by  Gregory  Cole. 
Shortly  after,  they  made  more  radiograms 
with  no  apparent  change.  After  numerous 
consultations  it  was  decided,  so  I was  told, 
it  was  the  normal  shadow  of  a baby  of  that 
age — I most  emphatically  disputed  the  nor- 
mality of  the  shadow. 

Well,  things  rocked  along  for  a year. 
When  they  came  back  to  Laurel  for  their 


annual  visit,  I was  instructed  to  make  a 
most  careful  clinical,  laboratory,  and  roent- 
gen-ray examination,  which  was  done.  Sev- 
eral radiograms  of  chest  were  taken  in 
prone  and  erect  position  at  36  inches  and  84 
inches,  from  front  and  back.  The  prone 
position  showed  substantially  no  change 
from  the  year  previous,  but  the  erect  picture 
at  seven  feet  definitely  eliminated  thymus, 
and  this  with  flouroscopy  placed  it  in  the 
category  of  enlargement  of  the  right  heart 
(probably  congenital).  There  never  was 
any  heart  murmur. 

One  could  see  at  a glance  there  was  some- 
thing abnormal  about  the  head.  The 
cheeks  were  full  and  rounded,  the  face  and 
ears  small,  the  superior  maxilla  was  short, 
the  forehead  prominent  and  bulging,  the 
nose  small  and  saddle  shaped,  giving  the 
face  a dished  appearance.  The  occiput  went 
straight  up  behind,  a turricephalic  type 
except  for  the  prominent  forehead.  There 
was  an  exaggerated  fullness  of  the  left  occi- 
pital. The  mental  development  (she  was 
not  14  months  old)  was  that  of  a baby  of 
two  or  three  months. 

I made  several  exposures  of  the  head, 
which  showed  a very  obtuse  basal  (sphe- 
noidalangle  (platybasic  skull)  from  pre- 
mature prenatal  ossification  of  the  basal 
sutures,  thin  frontal,  and  thickened  occi- 
pital bones,  with  no  evidence  of  ossification 
of  interfrontal  suture. 

These  points  are  well  shown  in  roentgen- 
ray. 

The  baby  was  now  14  months  old,  could 
not  sit  up  unsupported,  had  not  cried  or 
laughed  out  loud,  made  any  attempt  to  talk, 
walk,  crawl,  roll,  kick,  reach  for  things, 
notice  bright  objects,  localize  sound,  or  do 
things  that  a normal  baby  of  that  age  would 
do.  It  was  not  deaf,  blind,  or  paralyzed. 
It  was  well  nourished,  fat,  of  symmetrical 
and  good  muscular  development,  but  lacked 
muscle  tone,  co-ordination,  and  the  “will  to 
do.” 

The  shape  of  the  skull,  especially  its  vari- 
ations at  the  base,  naturally  have  much  to 
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do  with  the  configuration  of  the  brain  and 
of  the  facial  characteristics.  It  is  not  incon- 
ceivable that  the  developmental  anomaly  at 
the  base  of  the  skull  might  produce  some 
disturbance  of  the  intercranial  ventricles 
and  irritation  of  the  basal  ganglia  and 
structures,  and  possibly  lead  to  retarded 
mentality,  or  even  cerebellar-pontine  dis- 
orders. 

These  changes  at  the  base  and  shape  of 
the  skull  may  be  brought  about  by  numerous 
causes,  viz,  some  disease  or  disorder  produc- 
ing changes  in  bony  growth,  a basal-cranio- 
stenosis (whereby  the  basal  sutures  become 
prematurely  ossified  in  early  prenatal  life)  ; 
or  some  interuterine  pressure  from  scant 
amniotic  fluid,  from  resting  too  long  on  the 
pelvic  brim  of  the  mother,  from  malfor- 
mations in  maternal  pelvis,  or  from  other 
causes. 

The  third  case  is  one  of  unusual  interest 
and  rare  occurrence.  I had  never  seen  one 
before  or  since.  Dr.  Granger  of  New 
Orleans,  to  whom  I submitted  it  at  the  time, 
said  he  had  seen  but  one  somewhat  similar, 
though  differing  in  some  particulars.  The 
other  radiologists  in  New  Orleans — I sub- 
mitted it  to  several — had  never  seen  any- 
thing like  it,  nor  had  the  surgeons  or  speci- 
alists. 

The  child  (a  girl)  was  8 years  old,  bright 
in  school,  never  had  any  serious  sickness 
or  injury,  in  fact  was  considered  the  healthi- 
est of  seven  children.  The  parents’  atten- 
tion was  first  called  to  her  at  the  age  of  four 
years,  when  they  noticed  a clumsiness  in 
writing.  It  was  possibly  some  two  years 
later  before  they  noticed  an  undue  promin- 
ence over  the  lower  end  of  ulna.  She  gave 
no  history  of  pain  at  any  time,  used  the 
extremity  freely,  but  with  somewhat  dimin- 
ished power,  and  some  limitation  of  motion 
in  certain  directions,  due  to  bony  changes. 

I found  on  inspection  this  arm  was  then 
four  inches  shorter  than  the  other,  the  hand 
much  smaller,  some  swelling  about  the 
finger  joints,  wrist  joint,  and  marked  swell- 
ing about  the  shoulder.  I made  radiograms 


of  the  entire  osseous  system,  and  found  all 
the  bones  except  this  extremity  normal. 
After  an  extensive  clinical  and  laboratory 
examination,  and  a study  of  the  roentgeno- 
grams, it  was  finally  diagnosed  as  multiple 
enchondromata. 

You  will  notice  that  all  the  disturbance 
centers  about  the  epiphyseal  ends  and  does 
not  cross  the  epiphyseal  line.  There  is  no 
new  bone  formation,  no  bone  expansion,  or 
bone  invasion,  but  apparently  some  cortical 
destruction. 

There  was  nothing  in  the  history  or  clini- 
call  examination  to  throw  light  on  the  aetio- 
logical  factors,  except  possibly  dietary 
errors — there  was  insufficiency  of  milk, 
eggs,  meat,  and  fruits — and  probably  vita- 
mine  deficiency.  She  also  had  hook  worms. 
These  things  and  other  deficiencies  may 
have  upset  the  edocrine  balance,  or  been 
contributary  factors,  but  I believe  it  was  a 
prenatal  condition.  There  was  no  history 
of  lues,  or  tuberculosis.  Her  Wassermann 
test  was  negative. 

The  fourth  case  is  a negro  baby,  aged  one 
year  and  nine  months,  who  some  two  or 
three  weeks  following  measles,  developed  a 
pronounced  croupy  cough  and  stridulous 
breathing  which  I cannot  better  describe 
than  by  saying  my  first  thought  was  diph- 
theritic croup  (membranous  laryngitis). 
The  condition  had  then  existed  about  two 
weeks. 

Examination  of  the  throat  showed  mod- 
erately enlarged  but  distinctly  pathologic 
tonsils,  and  adenoids.  Tonsils  were  not 
acutely  inflamed,  there  were  no  deposits; 
nor  was  there  any  nasal  discharge,  and  prac- 
tically no  fever.  A week  later,  there  being 
no  improvement,  I had  her  brought  to  my 
office  for  roentgen-ray  examination. 

Roentgen-rays  of  chest  taken  prone  at  36 
inches,  and  erect  at  seven  feet,  show  no 
thymic  enlargement,  and  but  moderate 
hyperplasia  of  lymph  nodes  at  root  of  right 
lung.  Lateral  roentgen-rays  of  neck  in 
erect  position  at  80  inches,  at  both  inspir- 
atory, and  expiratory  phases,  after  the 
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technic  recommended  by  Percy  Hayes,  Pan- 
coast, and  Pendergrass,  bring  out  fairly 
well  the  important  anatomical  structures, — 
naso-pharynx,  pharynx,  uvula,  base  of  ton- 
gue, epiglotis,  laryngeal  vestibule,  laryngeal 
vesicles  (vocal  chord  ring),  and  trachea. 

As  will  be  noted  there  is  a distinct  differ- 
ence shown  in  the  two  phases  of  respiration, 
the  passage  being  wider  and  more  clearly 
delineated  in  the  inspiratory  phase  because 
of  being  filled  with  inspired  air.  It  will 
also  be  noted  there  is  a perceptible  but  uni- 
form narrowing  of  the  upper  trachea  just 
below  the  laryngeal  vestibule,  and  laryn- 
geal vesicles  (vocal  chord  ring)  at  both 
phases  of  respiration.  I think,  by  close 
observation,  I can  also  see  a slight  roughen- 
ing of  trachea  at  this  point.  There  is  no 
indication  of  post-laryngeal,  or  post  tracheal 
abscess,  or  growth,  as  evidenced  by  the  fact 
of  there  being  no  widening  of  the  space 
between  the  posterior  pharyngeal  and  laryn- 
geal wall  and  the  cervical  vertebra,  using 
the  anterior-posterior  diameter  of  the  5th 
cervical  vertebra  as  a key.  The  case  was 
cured  by  roentgen-ray  therapy. 

The  fifth  case  is  post-diphtheritic  laryn- 
geal stenosis.  We  did  an  emergency  tra- 
cheotomy on  this  white  three  and  a half  year 
old  baby  on  Oct.  18,  1929,  and  have  never 
been  able  to  remove  the  tube  and  leave  it 
out,  although  we  have  made  several 
attempts.  The  last  attempt  was  in  March. 
Some  12  hours  after  removing  tube,  we  had 
to  rush  him  to  the  office  at  3 a.  m.  and  had 
considerable  difficulty  in  re-introducing  the 
tube,  as  the  cicatricial  band  about  the  tra- 
cheotomy opening  had  contracted  in  these 
few  hours  to  such  an  extent,  and  was  so 
firm,  we  could  not  stretch  it  sufficiently  to 
introduce  the  tube,  and  as  the  child  was 
threatened  with  immediate  suffocation, — in 
fact  did  become  extremely  cyanosed,  then 
pale,  then  stopped  breathing  altogether — 
we  hastily  cut  the  constricting  band  in  order 
to  replace  the  tube. 

I noticed  with  each  inspiratory  effort  the 
scar  tissue  would  retract  due  to  the  lack  of 
the  rigid  support  that  had  been  furnished 


by  the  silver  tube.  At  this  point  there  is  a 
lack  of  tracheal  rings  behind,  and  the  rings 
being  cut  in  front  there  was  an  absence  of 
sufficient  support  to  hold  trachea  open, 
especially  during  violent  or  enforced  respir- 
atory efforts. 

It  was  in  the  hope  of  throwing  some  light 
on  the  subject,  I took  radiograms  of  this 
case,  by  same  technic  as  the  previous  case. 
The  point  of  stenosis  is  seen  just  above  the 
entrance  of  tracheotomy  tube,  below  the 
larygeal  vestibule,  and  vesicles. 

The  sixth  case,  a negro  baby  aged  three 
years,  resembled  symptomatically,  laryn- 
geal stenosis, — dyspnea,  stridor  and  chok- 
ing spells  of  several  weeks’  duration.  There 
was  a generalized  macular  eruption  confined 
to  body.  As  in  the  other  cases,  the  first 
thought  was  laryngeal  diphtheria.  Roent- 
gen-rays of  larynx  were  negative  as  to 
stenosis,  or  post-laryngeal,  or  post-tracheal 
growth,  or  abscess.  Roentgen-rays  of  chest 
show  enlargement  of  right  paratracheal 
lymph  nodes,  and  right  and  left  bronchial 
lymph  nodes,  possibly  luetic.  Radiologically 
this  must  be  differentiated  from  ; 1,  tuber- 
cular enlargement  of  lymph  nodes;  2, 
Hodgkins  disease;  3,  leukaemia;  4,  Uni- 
lateral substernal  (intra-thoracic)  goitre; 
5,  Neoplastic  growth;  6,  chronic  abscess. 
The  combined  clinical,  roentgen-ray,  and 
laboratory  findings  should  establish  a defin- 
ite differentiation.  Roentgen-rays  made 
two  weeks  later  show  paratracheal  lymph 
nodes  greatly  reduced  in  size,  almost  gone 
in  fact.  Symptomatically  she  is  well  except 
for  an  occasional  croupy  cough.  She  had 
no  medication  whatever;  but,  as  near  as  I 
can  estimate  had  from  two  to  two  and  a half 
milliamperes’  exposure  to  head  and  neck 
while  making  roentgen-ray  examination, 
and  the  improvement  might  be  attributed 
to  this. 

The  next  case,  massive  collapse  of  lung, 
occurred  while  he  was  driving  his  child  to 
school  in  his  automobile.  He  was  taken 
with  a sudden  severe  pain  in  the  chest, 
shortness  of  breath,  grunting,  respiration, 
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and  slightly  bluish  lips.  There  was  never 
any  cough  or  fever  at  any  time. 

The  next  case,  a child  of  5 years,  pyo- 
pneumo-thorax,  with  encapsulated  effusion 
and  a completely  collapsed  lung,  followed  a 
“flu”  infection,  some  10  weeks  before,  so 
it  was  reported.  After  two  or  three  weeks 
in  bed,  the  fever  gradually  subsided,  and 
remained  practically  normal  for  several 
days,  then  suddenly  jumped  up  to  around 
104  degrees.  Roentgen-rays  then  showed  the 
encapsulated  effusion  had  ruptured  through 
into  the  general  pleural  cavity.  The  case 
was  drained  and  is  now  pursuing  a satis- 
factory course.  As  will  be  noticed,  the  last 
roentgen-rays  show  lung  partially  expanded, 
but  bound  by  firm  adhesions,  preventing 
full  expansion. 

The  last  case,  a girl  21  years  of  age,  single, 
was  taken  sick  about  latter  part  of  October, 
1928.  At  the  time  of  first  roentgen-rays, 
Nov.  8,  1928,  she  was  acutely  ill ; consider- 
able fever,  great  pain  in  left  hip,  total  leuko- 
cyte count  35,800,  with  85  per  cent  polynu- 
clear cells. 

Roentgen-rays  at  that  time  showed  begin- 
ning erosion  at  symphysis  pubis,  hip 
joint  practically  normal,  except  possibly 
decreased  density  and  slight  erosion  of 
cartilage  about  the  left  acetabulum. 

Dec.  12,  1928  operated  on,  abscess  evacu- 
ated, and  there  was  found  complete  separ- 
ation of  lamus  of  left  ischium  and  ilium, 
which  was  removed. 

She  remained  acutely  ill,  in  fact,  so  I was 
informed,  developed  an  abscess  and  bone 
lesion  in  one  scapula,  subsequent  to  this 
operation.  May  20,  1929  (5  months  after 
operation),  roentgen-rays  again  taken, 
showing  extensive  bone  destruction,  con- 
fined largely  to  left  pubis,  ischium,  and 
ilium,  and  slightly  to  right  pubis  and 
ischium.  There  was  no  evidece  of  bone 
regeneration,  or  new  bone  formation.  There 
was  decided  erosion  shown  in  rim  of  left 
acetabulum. 

She  was  running  a temperature  of  101 
to  102  degrees.  There  was  no  cough  at  time 


of  my  examination,  but  I was  informed 
she  had  had  several  attacks  of  so-called 
pneumonia  in  years  past. 

In  January,  1930  she  went  to  Campbell 
Clinic  in  Memphis,  where  she  was  again 
drained. 

During  all  this  time  from  Oct.,  1928,  to 
Jan.,  1930,  she  was  acutely  ill,  with  periods 
of  exacerbation  and  remission,  discharging 
from  time  to  time,  pieces  of  bone, — some 
through  drainage  site,  and  some  per  vagina, 
and  this  continues  up  to  present  time.  An 
abscess  was  opened  and  drained  about  a 
week  ago  (May  2,  1930). 

Roentgen-rays  made  May  9,  1930  (a  few 
days  ago),  show  considerable  evidence  of 
attempted  bone  regeneration  and  new  bone 
formation,  about  pubis,  ischium,  and  ilium, 
with  considerable  destruction  of  acetabular 
rim,  and  partial  dislocation  (luxation)  of 
head  of  femur  upwards  and  backwards  so 
that  it  is  resting  on  the  upper  and  back  rim 
of  acetabulum,  with  corresponding  shorten- 
ing of  the  leg. 

Her  temperature  and  pulse  rate  at  this 
time  is  normal,  and  she  has  gained  some  10 
pounds  in  weight,  and  is  physically  much 
improved,  although  somewhat  anaemic  and 
undernourished. 

The  point  is,  is  this  a osteo-myelitis  of 
pyogenic  origin,  or  an  osteo-myelitis  of 
tubercular,  or  mixed  origin. 

The  age,  history,  duration  of  disease, 
manner  of  origin, — first  in  cartilage  of 
pubis  and  later  in  cartilaginous  rim  of  aceta- 
bulum seem  to  point  strongly  to  tubercular 
origin,  which  became  later  infected  with 
pyogenic  germs,  as  evidenced  by  the  high 
leukocyte  count  early  in  the  disease. 

DISCUSSIONS. 

Dr.  R.  W.  Hall  (Jackson)  I feel  that  one 
would  be  quite  at  a loss  to  attempt  to  add  to,  or 
take  from,  a prepared  discussion  presented  by  Dr. 
McCormick,  since  he  has  been  doing  most  efficient 
practice  of  this  character  longer,  possibly,  than 
any  physician  in  Mississippi. 

I think  also  that  every  one  connected  in  any 
way  with  radiology  is  to  be  congratulated  when 
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we  see  with  what  thoroughness  the  modern  phy- 
sician may  pursue  his  study  of  these  obscure 
cases  through  the  aid  of  a well  ordered  and  regu- 
lated roentgen-ray  laboratory.  Also  that  our  for- 
mer Radiological  Association  has  reached  the  dig- 
nitiy  of  a Section  in  the  State  Association,  and  will 
no  doubt  soon,  if  not  now,  be  regarded  as  one 
of  its  most  valued  assets. 

As  you  all  know  I am  no  longer  doing  general 
practice,  or  radiology,  but  dermatology  only. 
Consequently  there  is  little  in  the  doctor’s  most 
excellent  paper  that  falls  within  the  scope  of 
my  daily  observations  exclusively.  Still  there  is 
a feature  connected  with  the  first  case  presented 
that  has  concerned  me  very  much,  and  I refer 
to  metastasis.  The  doctor  did  not  tell  us  if  his 
case  had  glandular  extension  before  treatment 
or  after,  which,  however,  is  not  material  just 
here.  No  one  will  deny  but  that  metastatic 
complications  are  unfortunately  by  far  too  fre- 
quent. I am  exceedingly  jealous  of  the  outcome 
of  roentgen-ray  therapeutics.  When  roentgeno- 
therapy is  put  to  the  test  and  fails  then  we  all 
suffer  immeasurably,  and  whether  there  is  grandu- 
lar  extension  at  the  time  of  treatment  or  not, 
this  is  seldom  brought  in  the  calculation.  In 
looking  into  some  of  the  causes  for  metastasis 
it  would  seem  that  in  some  instances  at  least 
that  the  technique  of  administration  might  be 
at  fault.  The  dermatologist  may  not  by  his  sys- 
tem of  administering  superficial  dosage  quite 
reach  the  remote  angles  of  his  malignancy  due  to 
insufficient  penetration.  On  the  other  hand  the 
deep  roentgen-ray  operator  may  not  be  so  re- 
fined in  his  surface  technique  as  to  properly  ir- 
radiate the  entire  area  of  possible  surface  malig- 
nancy, each  being  somewhat  inclined  to  his  system 
of  dosage.  So  that  there  could  be  something  of 
a “No  Man’s  Land,”  so  to  speak,  that  might  justify 
a little  tightening  up  a bit  if  we  would  reduce 
the  most  hazardous  feature  of  surface  neoplasm. 
This  also  brings  up  the  other  possibility,  that  of 
combining  both  superficial  and  deep  methods  if 
advisable  since  the  objective  is  to  exterminate  the 
growth,  and  we  would  add  that  this  should  be 
done  by  the  administration  of  one  well  calculated 
massive  dose. 

Since  biopsies  with  me  have  been  quite  dis- 
appointing in  an  attempt  to  better  classify  the 
type  of  tumor,  the  safer  plan  seems  to  be  to 
administer  such  a dose  as  will  apply  to  the  most 
malignant  form  of  them  all.  I regret  that  the 
time  has  been  called  as  I should  like  to  mention 
some  of  the  conditions  at  least  in  which  radium 
is  so  much  more  dependable  than  other  types  of 
radiation  for  thoroughness  and  also  when  all  of 
them  should  be  considered,  even  in  the  same  case. 


Dr.  J.  Rice  Williams  (Houston)  I will  run 
over  this  briefly.  This  is  a very  important  paper, 
very  instructive  and  informative  and  some  very 
interesting  radiograms  presented.  This  question 
of  metastasis  comes  in,  of  course,  but  we  are 
sometimes  in  doubt  as  to  whether  it  is  a metas- 
tasis or  a primary  focus.  I can  easily  see  how 
a person  who  had  a carcinoma  in  one  place,  even 
though  that  might  have  been  removed  in  toto, 
might  have  another  one  somewhere  else  in  which 
case  that  would  be  a primary  focus;  that,  however, 
has  no  bearing  on  the  early  cases  as  to  treatment. 

I have  a case  now  under  observation  that  had 
a hip  amputation  for  carcinoma.  There  is  a great 
big  hard  lump  on  the  occipital  portion  of  the 
head.  He  has  no  special  pain,  but  it  is  clearly 
carcinoma. 

I had  another  case  following  a breast  amputa- 
tion that  had  a large  notch  out  of  the  femur  just 
below  the  great  trochanter,  which  was  shown 
by  radiogram.  It  might  be  of  interest  to  relate 
that  this  notch  filled  up  under  deep  roentgen-ray 
treatment.  This  was  verified  by  radiograms. 

Metastasis  to  the  lungs  following  a breast  am- 
putation is  very  common.  I had  a case  the  other 
day  who  showed  under  the  radiogram  that  she 
had  only  about  one  and  a half  by  two  inches  of 
breathing  space  on  one  side.  The  other  lung 
appeared  to  be  normal. 

The  doctor  speaks  of  nausea.  I have  never 
seen  a case  in  the  last  stages  regardless  of  where 
the  lesion  may  be  without  having  extreme  nausea. 
All  I have  ever  come  in  contact  with  have  that. 
I am  a very  strong  advocate  of  blocking  off  these 
tumors  or  whatever  it  is  you  are  going  to  do 
under  deep  therapy  before  the  operation.  I be- 
lieve that  will  save,  not  all  of  them  of  course,  but 
a great  many  cases  of  metastasis  by  putting  those 
cells  to  sleep,  so  to  speak,  arresting  their  activity 
and  thereby  there  is  less  probability,  I think  of 
spreading,  or  getting  through  the  lymph  channels 
to  the  other  tissue.  Of  course  after  a gland  has 
become  involved — the  gland  nearest  to  the  lesion 
has  become  involved,  and  particularly  if  it  has 
broken  down  more  or  less,  or  has  allowed  the 
floating  through  of  the  lymph,  there  is  no  use 
to  do  anything;  everything  you  do  is  valueless 
then.  We  frequently  have  collapse,  not  fre- 
quently either,  but  we  do  have  it  of  course, 
sometimes  have  it  as  a result  of  anesthesia.  We 
had  one  not  long  since  and  fortunately  for  the 
patient  we  attended  a meeting  one  day  where 
somebody  reported  a case  of  that  kind  and  he  told 
about  how  to  relieve  it,  and  that  was  the  most 
important  thing  of  all.  You  may  have  heard 
it,  and  that  is  where  you  have  a sudden  collapse 
as  result  of  anesthesia.  We  took  him  to  the 
roentgen-ray  room,  made  a radiogram  which 


Bethea — Treatment  of  Hyper  chlorhydria 


307 


showed  a complete  sure  enough  collapse.  The 
other  lung  seemed  to  he  functioning  all  right. 
We  worked  with  him  a little  bit,  turned  him 
up  on  the  other  side,  and  in  about  a couple  of 
hours  I suppose  we  had  a nice  expansion  of  the 
lung.  I certainly  agree  with  Dr.  Hall  that  this 
is  a very  important  section  of  our  Association, 
and  we  started  out  fine  by  having  such  a splen- 
did paper.  Dr.  Hall  is  eminently  correct  about 
the  deep  and  shallow  roentgen-ray  part  of  the 
skin,  and  the  deep  therapy  and  I agree  with  him 
very  heartily,  so  heartily  in  fact  that  I took  up 
both  sides  and  tried  to  learn  them  both  right 
straight  through,  together  with  the  use  of  radium. 

Dr.  E.  D.  Kemp  (Sanatorium)  I understood 
the  doctor  to  say  that  that  was  a massive  col- 
lapse of  the  lung  he  presented,  and  I just  wanted 
to  know  if  he  made  that  picture  as  a massive 
collapse.  I call  it  a semi-collapse.  I think  in 
this  case  we  had  a spontaneous  pneumo-thorax; 
there  is  a difference  between  that  and  a massive 
collapse.  In  a massive  collapse  you  have  a 
blocking  of  your  bronchial  tree  above  your  col- 
lapse, and  you  have  a dense  area  all  through  the 
lung  below  that;  you  might  have  a clear  apex 
with  a collapse  of  your  lung  below  obstruction. 
But  in  a spontaneous  collapse  you  have  a flooding 
over  all  your  lung,  and  then  after  a time  you 
have  a healing  of  your  focus,  and  then  you  have 
an  expansion  of  your  lung  taking  up  the  amount 
of  collapse  you  had. 

Now  the  picture  presented  showing  the  condi- 
tion of  the  hip  and  the  bone  of  the  pelvis,  I think 
is  possibly  tuberculosis.  It  has  every  indication 
of  being  such,  and  it  does  not  have  the  appear- 
ance of  a chronic  osteomyelitis.  In  tubercular 
conditions  we  have  more  or  less  deformity  and 
severe  pain,  and  quite  often  we  have  high  tem- 
perature in  those  cases,  and  the  fact  that  you 
have  normal  deposits  around  the  head  of  this 
bone  leads  me  to  believe  that  you  have  a tuber- 
cular condition  of  the  hip  joint  and  possibly  you 
might  have  had  a decompression,  but  I think  the 
lesion  in  this  case  is  tuberculosis  of  the  hip  bone. 

Dr.  H.  G.  McCormick  (closing)  : I have  already 
run  over  my  time.  It  was  not  the  intention  of 
this  paper  to  take  up  the  matter  of  roentgen-ray 
therapy  as  far  as  that  metastasis  of  the  skull  is 
concerned.  I do  not  think  it  would  have  made 
any  difference  what  kind  of  therapy  you  used — 
that  had  been  going  on  for  a year  and  a half, 
and  it  was  one  of  the  most  dangerous  types  of 
carcinoma,  and  what  I think  took  place  is  just  as 
I explained.  I think  there  was  a malignant  infarct 
carried  to  the  base  of  the  brain.  There  was  no 
involvement  found  in  lymphatics  that  could  be 
detected,  at  the  time  we  first  saw  her,  either  in 
the  axilla  or  the  neck,  and  my  understanding  is 
that  the  pathologist  at  the  Touro — I saw  the 


report — in  fact  said  the  glands  that  were  taken 
out  did  not  show  malignancy.  Dr.  Matas  said  he 
didn’t  care  what  the  pathologic  report  said,  he 
would  depend  on  his  eye.  It  occurred  to  me  that 
in  taking  out  those  glands — isn’t  that  a danger 
that  we  are  running  all  the  time?  You  can’t  get 
out  all  of  those  lymphatic  glands  that  surround 
the  important  nerve  structures  in  axilla,  and  I 
think  you  are  runing  a great  risk  of  an  infarct 
being  carried  into  general  circulation.  Of 
course,  as  to  preliminary  roentgen-ray  treatment, 
I have  not  got  much  benefit  in  roentgen-ray  treat- 
ment if  it  is  deep  malignancy.  I do  not  care 
where  it  is.  Several  members  of  my  family  have 
died  with  cancer,  but  I think  the  only  time  to 
cure  a cancer  is  before  you  know  it  is  a cancer. 

The  doctor  spoke  about  that  massive  collapse — 
I probably  misused  the  word.  I was  not  very 
choice  in  my  selection  of  a word.  It  really  was 
not  a massive  collapse,  because  it  was  not  a com- 
plete collapse.  I meant  to  say  it  was  a partial 
collapse;  it  just  happened  suddenly  while  he  was 
driving  the  child  to  school.  I don’t  know  what  it 
came  from.  I believe  that  is  all. 


THE  TREATMENT  OF  HYPER- 
CHLORHYDRIA.* 

Oscar  W.  Bethea,  M.  D„ 

New  Orleans. 

Since  modern  methods  and  facilities 
have  eliminated  from  the  study  of  the 
stomach  contents  so  much  of  the  danger, 
discomfort  and  inconvenience  that  formerly 
attended  this  work  more  cases  are  being 
correctly  diagnosed,  the  results  of  the 
various  treatments  followed  with  greater 
accuracy  and  much  valuable  data  accumu- 
lated. Especially  has  there  been  increased 
interest  in  the  importance  of  hyperacidity, 
whether  primary  or  secondary,  as  a direct 
cause  of  gastric  discomfort  and  of  such 
other  conditions  as  headache  and  a disturb- 
ance of  nutritional  balance. 

For  many  years  I have  been  confronted 
with  the  necessity  of  treating  patients  with 
hyperchlorhydria  who  could  not  give  the 
co-operation  necessary  to  carry  out  an 
elaborate  plan  of  treatment. 


*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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1.  Those  in  the  Charity  Hospital  where 
the  shortage  in  nurses  rendered  intensive 
individtual  attention  impracticable. 

2.  Those  in  private  practice  where  the 
necessity  for  continued  productive  activity 
precluded  the  possibility  of  any  routine  that 
interfered  too  much  with  their  work. 

We  gradually  evolved  the  plan  of  treat- 
ment that  I am  now  presenting  and  it 
has  answered  our  requirements  well. 

As  hyperchlorhydria  is  so  often  the  re- 
sult of  some  primary  cause  each  patient  is 
given  the  benefit  of  a painstaking  investi- 
gation which  should  include  a carefully 
made  history,  a general  physical  examina- 
tion, and  a laboratory  and  roentgen-ray 
study. 

Appendiceal  and  gall-bladder  disease 
must  be  excluded  or  if  found  given  the 
attention  indicated.  The  possibility  of  the 
presence  of  gastric  or  duodenal  ulcer  must 
always  be  considered.  Diseased  teeth  must 
be  removed,  proper  chewing  facilities  pro- 
vided and  oral  hygiene  instituted.  Infection 
in  the  tonsils  or  sinuses  must  be  eliminated. 
Viseroptosis  may  be  benefited  by  an  ab- 
dominal supporter.  Faulty  habits,  as  alco- 
holism, excessive  smoking  or  improper 
eating  must  be  corrected.  Functional  ner- 
vous disorders  must  be  relieved  or  controlled 
as  far  as  it  is  possible. 

In  treating  hospital  cases  we  use  multi- 
graphed  forms,  one  of  which  is  attached  to 
the  records  of  each  patient.  In  private 
practice  all  instructions  are  written  in  de- 
tail. The  effort  is  not  made  to  hold  arbi- 
trarily all  patients  to  one  set  of  rules  as 
some  individualization  is  usually  necessary. 
Note  that  the  ward  sheets  are  headed 
“suggestions”  and  not  “orders.” 

WARD  SUGGESTIONS  FOR  THE  TREAT- 
MENT OF  HYPERCHLORHYDRIA. 

First  Period  (3  to  5 Days) 

A glass  of  cold  milk  (or  milk  and  cream)  every 
two  hours  when  awake.  Water  as  wanted. 

A tablespoonful  of  olive  oil  (plain)  every  night 
at  bedtime. 


A cup  of  hot  water  every  morning. 

Morning,  noon  and  night  a dose  of  the  powder. 

Nothing  else  to  eat  or  drink. 

Should  the  treatment  prove  to  be  too  laxative, 
reduce  the  amount  of  the  powder  or  olive  oil,  or 
both.  Boil  the  milk  if  necessary. 

'Second  Period  (2  to  4 Weeks) 

Eat  three  meals  a day. 

Two  hours  after  meals  take  the  powder  in  water, 
followed  by  a glass  of  milk. 

Continue  the  olive  oil  at  night  and  the  hot  water 
in  the  mornings. 

Select  the  three  meals  from  the  following 
articles : 

Water,  milk,  cream,  egg-malted  milk,  strained 
milk  soup,  gelatin,  jello,  custard,  soft-boiled  eggs, 
toast,  butter,  grits,  mush,  cream  of  wheat,  mashed 
potatoes.  (Butter  and  cream  to  be  used  freely. 
From  3 to  5 pints  of  milk  to  be  taken  daily.) 

Very  little  salt  or  sugar  and  no  spices. 

Later  Treatment 

The  powder  may  be  reduced  to  one-half  or  one- 
fourth  of  the  original  amount. 

The  hot  water  and  olive  oil  should  be  continued. 

Simple  articles  of  food  may  be  added  from  time 
to  time  until  the  patient  reaches  that  point  where 
instead  of  being  given  a list  of  foods  he  may  eat, 
he  is  given  a list  of  what  he  must  not  eat,  and  is 
allowed  all  others. 

The  articles  that  usually  should  be  omitted  are: 

Highly  seasoned  foods  (Mexican  chile,  hot  dogs, 
courtboullion,  stuffed  peppers,  sea-food  cocktails, 
etc.) . 

Acids  (as  pickles,  vinegar  dressings,  lemons, 
etc.) . 

All  fried  or  greasy  foods  (as  fried  oysters,  fried 
fish,  fried  eggs,  etc.). 

Sweets  (as  sugar,  cake,  candy,  jelly,  preserves, 
syrups,  etc.). 

Foods  that  contain  roughage  (as  bran,  shredded 
wheat,  unpeeled  fruit,  string  beans,  etc.). 

Alcohol  and  tobacco  in  any  form  should  be  ex- 
cluded in  all  stages  of  treatment. 

Very  hot  foods  and  frozen  foods,  in  many  in- 
stances, are  inadvisable  and  should  be  omitted. 

The  essential  features  are: 

1.  A diet  that  makes  a minimum  demand 
upon  the  acid-forming  function  of  the 
stomach,  that  will  not  irritate  and  that  will 
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so  dilute  the  acid  present  as  to  relieve  dis- 
comfort and  lessen  the  tendency  to  further 
damage. 

2.  Neutralization  of  the  hydrochloric 
acid  of  the  gastric  contents. 

3.  Relief  of  discomfort. 

4.  Reduction  in  the  amount  of  acid 
formed. 

The  powder  referred  to  consists  of  the 
usual  mixture  of  alkalies  with  bismuth  and 
atropine.  We  use  bismuth  subnitrate  in 
preference  to  the  subcarbonate,  and  usually 
atropine  sulphate  in  preference  to  the  tinc- 
ture of  belladonna. 

It  is  well  understood  that  magnesium 
oxide  would  most  satisfactorily  effect  the 
neutralization  of  acid  if  it  could  be  given 
in  sufficient  amount,  but  its  laxative  effect 
and  tendency  to  produce  rectal  discomfort 
renders  this  impossible,  so  it  is  used  only 
in  amounts  that  experience  has  taught  can 
be  well  tolerated  by  the  average  patient, 
and  other  alkaline  agents  are  employed  to 
reenforce  it.  This  results  in  a formula 
that  seems  rather  of  the  “shot  gun”  type. 
Our  average  prescription  is  something  like 
this : 

R 

Atropinae  Sulph.,  gr.  1/10 
Bism.  Subnitratis, 

Magnesii  Oxidi, 

Calcii  Carb.  Praec., 

Sodii  Bicarbonatis,  aa  z iv 

Sig.  Level  teaspoonful  in  water  three 
times  a day. 

The  druggist  is  instructed  to  put  this  in 
a wide-mouth  bottle.  It  is  ordered  in  bulk 
so  that  the  dose  may  be  changed  with 
greater  ease. 

Recent  investigation  has  tended  to  estab- 
lish that  much  of  the  local  pain  in  these 
cases  is  caused  by  muscular  contraction 
involving  an  irritated  or  ulcerated  mucosa, 
so,  if  gastric  pain  is  present  (or  there  is 


insomnia,  headache,  etc.),  sodium  bromide 
is  given  with  this  powder  until  discomfort 
has  been  relieved.  A period  of  rest  in  bed 
and  the  employment  of  hot  applications  to 
the  abdomen  will  contribute  to  early  relief. 

If  missing  the  morning  coffee  causes 
headache  caffeine  may  be  used  or  a small 
cup  of  coffee  (without  sugar)  given  each 
morning  and  followed  by  a glass  of  cold 
milk. 

The  progress  of  each  case  is  checked  by 
gastric  analyses  and  by  the  effect  upon  the 
symptoms. 

The  most  common  error  is  that  of  dis- 
continuing treatment  too  soon.  Many 
months  are  usually  necessary  to  repair  the 
damage  that  has  been  done  and  to  re- 
educate the  gastric  function. 

A return  to  the  former  manner  of  living 
that  originally  caused  the  condition  is  very 
apt  to  initiate  a recurrence. 

In  all  cases  good  wholesome  exercise  and 
recreation  in  the  fresh  air  and  sunshine; 
proper  habits  in  eating  and  living  gen- 
erally, and  cheerful  mental  relaxation  are 
adjuncts  of  value  beyond  compute. 

Let  me  say  in  closing  that,  as  the  medical 
treatment  of  peptic  ulcer  is  practically  the 
treatment  of  hyperchlorhydria,  I have  used 
this  plan  in  all  cases  of  proven  or  suspected 
ulcer  and  with  very  satisfactory  results. 
Of  course,  in  known  ulcer  cases  we  progress 
slowly  with  the  various  stages  of  treatment 
and  individualize  to  a larger  extent.  Such 
conditions  as  hemorrhage  or  excessive  pain 
require  the  abandonment  of  this  routine, 
as  such,  until  the  disturbing  factor  has 
been  brought  under  control. 

DISCUSSIONS. 

Dr.  Sidney  K.  Simon  (New  Orleans)  : There 

were  two  thoughts  that  came  to  my  mind  in  listen- 
ing to  Dr.  Bethea’s  splendid  paper.  One  was  that 
hyperchlorhydria  is  not  a disease  but  merely  a 
symptom.  A very  important  detail  before  treat- 
ment is  instituted  in  hyperchlorhydria  is  an  attempt 
to  find  the  definite  cause. 

Dr.  Bethea  mentioned  some  of  the  more  common 
causes.  The  determination  of  the  cause  involves, 
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of  course,  as  in  every  medical  case,  a most  careful 
scrutiny  into  the  background  of  the  case.  But 
among  the  more  common  typs  of  causes  of  hyper- 
chlorhydria, I think,  might  be  mentioned,  first,  the 
over-indulgence  of  the  use  of  tobacco,  particularly 
cigarette  smoking.  We  found  in  a great  number 
of  cases  of  so-called  hyperchlorhydria,  that  the 
simple  expedient  of  depriving  the  individual  of  the 
number  of  cigarettes  smoked  per  day  has  been 
sufficient  without  any  other  treatment  in  relieving 
the  symptom. 

Another  very  prolific  cause  in  many  cases,  I 
think  can  be  found  in  the  colon.  A great  many 
of  our  cases  of  irritable  colon  is  a reflex  gastric 
hyperchlorhydria.  This  irritable  colon  may  or  may 
not  be  accompanied  by  persistent  intestinal  stasis. 

Apart  from  that,  the  other  thought  that  came 
to  my  mind  was  this,  that  when  we  speak  of 
hyperchlorhydria  we  are  really  dealing  with  two 
factors.  One  is  an  actual  chemical  hyperchlorhy- 
dria in  which  by  gastric  analysis  the  chemistry 
of  the  gastric  juice  is  found  to  be  actually  hyper- 
acid. There  is  an  increase  in  the  acid  elements. 

There  is  another  group  of  cases  that  represents 
quite  a large  number  that  come  to  us  complain- 
ing of  hyperacid  symptoms,  so-called  hyperacid 
stomach,  in  which  chemical  analysis  of  the  gas- 
tric juice  fails  to  reveal  any  actual  hyperacid 
chemistry.  In  other  words,  many  of  these  cases 
have  a hypo  acidity,  and  some  of  them  an  achlor- 
hydria. 

A very  well  recognized  instance  of  this  is  in  the 
gall  tract  cases  where  we  have  reflex  dyspeptic 
disturbances  of  gall  tract  disease  very,  very 
frequently.  As  most  of  you  know,  patients  come 
to  us  complaining  of  acid  stomach.  This  acid 
stomach  is  the  outstanding  feature.  On  analysis 
of  the  gastric  contents  of  these  cases,  in  the  vast 
majority  of  instances,  we  fail  to  find  the  expected 
actual  chemical  hyperacidity,  but  instead  a very 
much  lower  acidity. 

I think  we  ought  to  distinguish,  in  cases  of 
hyperchlorhydria,  between  the  actual  hyperchlor- 
hydria itself  and  the  clinical  symptomatology 
which  points  to  a hyperacid  stomach,  but  treat- 
ment of  which  would  be  quite  different  in  these 
two  groups  of  clinical  conditions. 

Dr.  R.  Bruce  Wallace  (Alexandria,  La.)  : The 

subject  of  hyperchlorhydria  is  of  particular  appeal 
to  the  profession  because  it  is  encountered  so 
frequently  in  our  practice. 

Of  all  the  secretory  disturbances  of  the  stomach, 
that  which  is  characterized  by  an  increase  of 
the  free  hydrochloric  acid  during  the  period  of 
digestion  is  by  far  the  most  common.  Of  those 
suffering  from  indigestion,  hyperchlorhydria  is 
present  in  from  fifty  to  seventy-five  per  cent  of 


all  cases,  thus  it  is  incumbent  upon  the  physician 
either  to  confirm  or  eliminate  its  presence  in  the 
successful  treatment  of  this  secretory  abnormality. 

It  must  be  borne  in  mind,  however,  that  a given 
acidity  may  be  normal  in  one  individual,  and  the 
same  acidity  may  produce  distressing  symptoms  in 
another,  and  thus  be  pathologic. 

The  successful  management  and  treatment  be- 
gins with  the  removal  of  all  distant  and  local 
causative  factors,  more  particularly  from  the  very 
beginning  of  the  digestive  tract  to  its  extreme  ter- 
mination, as  enumerated  by  Dr.  Bethea.  Even 
peritoneal  adhesions  may  be  a factor.  Hyperchlor- 
hydria may  exist  after  all  these  procedures,  and  it 
may  exist  as  primary  pathology;  in  the  latter  in- 
stance we  are  dealing  with  true  gastric  neuroses. 

This  condition  is  observed  frequently  in  young 
individuals;  in  children  it  often  occurs  as  a pri- 
mary disorder,  as  they  rarely  have  gastric  and 
duodenal  ulcers  and  gastric  carcinoma.  After  rul- 
ing out  pylorospasm  and  hypomotility,  which  pro- 
duce gastric  retention  and  resultant  hyperacidity, 
the  treatment  is  comparatively  simple  and  consists 
of  properly-timed  meals,  viz:  breakfast  at  7 :30, 
lunch  at  12:30  and  dinner  at  6.  The  temperature 
of  the  foods  should  not  be  at  either  extreme.  The 
habit  of  eating  between  meals  and  irregular  hours 
should  be  discouraged,  and  that  of  too  liberal  pat- 
ronage of  the  soda  fountains  and  confectionery 
stores  should  be  condemned.  Too  much  sweets,  and 
the  habit  of  taking  large  quantities  of  undiluted 
orange  juice  on  an  empty  stomach  often  pioduce 
hyperchlorhydria.  In  fact  they  are  managed  just 
as  Dr.  Bethea  outlined,  and  if  not,  many  of  them 
are  in  line  for  later  surgery. 

Also,  relative  to  the  adults,  Dr.  Bethea’s  diet 
slips  and  his  medication  are  a demand,  as  no 
patient  is  expected  to  remember  a verbal  list. 
These  patients  are  instructed  to  report  from  time 
to  time,  re-examined  (which  includes  gastric  analy- 
sis) and  then  further  advised.  This  supervision 
must  be  continued  for  many  months,  and  even  then 
we  must  know  that  recurrence  is  quite  common. 

Additionally  many  of  these  patients  are  bene- 
fited by  baths  of  regulated  temperatures,  daily 
walks,  golf,  frequent  fishing  trips  and  occasional 
visits  to  the  seashores  and  mountains.  Happiness 
in  their  field  of  endeavor  and  domestic  life  are  fre- 
quently factors  to  be  cultivated. 

Dr.  Bethea  mentioned  the  necessity  of  thorough 
mastication; — among  other  things,  this  requires  at 
least  a minimum  surface-contact  of  the  bicuspids 
and  molars,  and  the  teeth  should  be  inspected.  I 
am  reminded  of  an  old  lady  at  an  experience  and 
thanksgiving  meeting  who  stated  that  even  though 
she  had  only  two  teeth  left,  yet  she  thanked  the 
Lord  that  they  both  met. 
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Dr.  Oscar  Bethea  (closing)  : I only  wish  to 

say  that  a man  is  always  fortunate  when  the  dis- 
cussion of  his  paper  is  confined  to  his  friends,  as 
was  the  case  with  me. 

I have  a number  of  the  forms  such  as  we  have 
been  using  in  the  Baptist  and  Charity  Hospitals 
in  New  Orleans.  In  case  anyone  would  like  to 
take  some  of  them  for  any  purpose,  they  are  here 
for  you. 


THE  SIMULATION  OF  VISCERAL 
LESIONS  BY  NEURALGIA  OF  THE 
NERVES  SUPPLYING  THE 
ABDOMINAL  WALL.* 

EDWIN  PRESS  HALL,  M.  D. 

Vicksburg,  Miss. 

The  subject  of  this  paper  might  have  been 
stated  as  intercostal  or  parietal  neuralgia, 
terms  used  by  Dr.  J-  B.  Carnett  of  Phila- 
delphia, who  has  been  intensely  interested 
in  this  condition.  It  was  from  his  teachings 
that  I was  further  stimulated  to  study  this 
subject  and  I have  drawn  on  his  reprints 
in  writing  this  paper. 

The  intercostal  neuralgia  complex,  which 
I will  later  describe,  is  nat  to  be  confused 
with  the  viscerosensory  reflex  theory  as 
stated  by  He.ad,  MacKenzie  and  others. 
They  learned  to  examine  for  parietal  ten- 
derness, but  they  look  upon  the  superficial 
hyperesthesia  as  being  indicative  of  an 
intra-abdominal  affection.  Writers  do  not 
agree  to  the  exact  parietal  findings  which 
indicate  a given  visceral  lesion.  Dr.  James 
MacKenzie  and  his  followers  believe  that 
pain  and  tenderness  of  the  abdominal  wall 
should  be  regarded  as  a visceroparietal 
reflex  indicating  an  intra-abdominal  lesion 
in  the  following  manner.  The  abdominal 
viscera,  which  are  not  supplied  by  nerves 
of  pain  sense  and,  therefore,  when  diseased 
can  not  manifest  pain  in  themselves,  will, 
when  diseased,  send  stimuli  over  a sympa- 
thetic branch  to  the  spinal  cord  and  create 
therein  an  irritable  segmentable  focus. 
The  result  is  that  the  normal  afferent 
impulses  coming  from  the  skin  and  mus- 
cles over  the  intercostal  nerve  to  that 

*Read  at  the  meeting  of  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Society,  April  8,  1930. 


irritated  spinal  segment  will  give  rise  to 
painful  impressions  which  are  in  turn 
referred  over  the  intercostal  efferent  fibers 
to  the  peripheral  tissues. 

The  types  of  cases  in  which  this  reflex 
can  be  shown  are  infrequent  and  careful 
study  will  demonstrate  that  certain  intra- 
abdominal inflammatory  lesions  may  cause 
parietal  tenderness  either  by  toxemia  or 
by  involvement  of  the  abdominal  wall.  For 
these  reasons  another  cause  for  the  parietal 
manifestations  must  be  sought  for. 

The  anterior  abdominal  wall  is  supplied 
by  the  seven  lower  intercostal  and  the  first 
lumbar  nerves.  Irritative  lesions  of  these 
nerves  may  occur  from  a great  variety  of 
causes  and  very  frequently  pain  and  ten- 
derness of  the  anterior  abdominal  wall  are 
produced.  A frequent  cause  of  irritation 
is  an  acute  infection  especially  of  the 
upper  respiratory  tract.  Common  causes 
of  chronic  irritation  are  located  in  the 
spine  and  are  chiefly  arthritis,  lateral  cur- 
vature and  excessive  lumbar  lordosis.  The 
possibility  of  the  symptoms  of  pain  and 
tenderness  being  parietal  is  usually  not 
considered  by  the  diagnostician  and  these 
symptoms  are  wrongly  attributed  to  a 
lesion  of  whatever  organ  underlies  the 
area  of  localized  tenderness. 

In  differentiating  between  parietal  ten- 
derness and  intra-abdominal  tenderness,  a 
simple  two-stage  bedside  test  may  be  used : 
1.  In  any  patient  complaining  of  abdominal 
pain  and  tenderness,  the  examiner  follows 
the  usual  advice  of  gaining  the  confidence 
of  both  the  patient  and  his  muscles  and 
then  palpates.  Irrespective  of  whether 
the  tenderness  is  parietal  or  visceral,  the 
examiner’s  fingers  may  dip  fairly  deep 
into  the  abdomen  before  tenderness  is 
elicited.  Because  of  the  deep  position  of 
the  fingers,  it  is  generally  assumed  that 
the  tenderness  is  intra-abdominal,  but  in 
a high  percentage  of  cases  this  assumption 
will  prove  to  be  wrong  as  shown  by  the 
following  step-  2.  The  examiner  keeps  his 
fingers  at  the  most  sensitive  area  that  he 
has  found  on  deep  pressure  and  requests 
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the  patient  to  make  his  abdominal  muscles 
rigid,  either  by  contracting  his  diaphragm 
or  by  raising  and  holding  his  head  from 
the  pillow.  As  the  patient  makes  tense 
his  muscles,  the  examiner  relaxes  his  finger 
pressure  so  that  his  fingers  rise  out  of  the 
abdomen.  Then  with  the  patient’s  abdom- 
inal muscles  tense  the  examiner  reapplies 
pressure  with  his  finger  tips  and  he  may 
also  exert  a little  twisting  motion  with 
them.  If  the  case  is  one  of  intra-abdominal 
tenderness  only,  the  second  stage  of  the 
test  will  fail  to  elicit  any  tenderness  when 
pressure  is  applied  over  tense  muscles.  If 
the  case  is  one  of  parietal  tenderness, 
almost  or  nearly  as  much  tenderness  will 
be  elicited  by  the  second  test  as  by  the 
first. 

In  the  absence  of  a complicating  peri- 
tonitis many  intra-abdominal  lesions  are 
free  from  demonstrable  tenderness.  C.  H. 
Mayo  has  commented  on  hyposensitiveness 
of  areas  in  the  stomach,  gall  bladder,  and 
appendix,  although  extensively  diseased 
as  shown  by  operation. 

Tenderness  of  the  abdominal  wall  excep- 
tionally may  be  due  to  a variety  of  local 
lesions  such  as  trauma,  abscess,  myositis, 
cellulitis,  dermatitis,  etc.,  of  the  abdominal 
wall,  but  usually  it  is  caused  by  neuralgia 
of  the  lower  six  intercostal  and  first  lum- 
bar nerves.  Involvement  of  a single  nerve 
is  unusual.  Bilateral  involvement  is  fairly 
common  but  ordinarily  several  adjacent 
nerves  of  one  side  only  are  affected.  Most 
patients  believe  that  their  pains  are  inside 
the  abdomen  and  not  in  the  parietes. 

In  testing  for  tenderness,  comparison 
should  be  made  between  the  particular  area 
under  examination  and  an  area  of  normal 
sensation.  This  comparison  may  be  made 
by  testing  corresponding  areas  on  opposite 
sides  of  the  mid-line.  Some  of  the  tests 
for  tenderness  require  intelligent  co-oper- 
ation on  the  part  of  the  patient-  and  are, 
therefore,  of  less  value  in  patients  that 
are  mentally  deficient.  Tenderness  due  to 
parietal  neuralgia  can  be  demonstrated  in  * 
a number  of  ways ; 


1.  By  deep  pressure.  Tenderness  over 
the  terminal  branches  of  the  parietal 
nerves  may  be  demonstrated  by  firm  pres- 
sure with  palpating  fingers  both  when  the 
abdominal  muscles  are  tense  and  when 
they  are  relaxed.  The  tenderness  will 
probably  not  be  uniform  throughout  the 
hypersensitive  area.  The  most  marked 
tenderness  is  frequently  found  along  the 
outer  border  of  the  rectus  muscle  at  local- 
ized points  which  likely  coincide  with  the 
points  at  which  the  nerve  branches  pierce 
the  posterior  layer  of  the  rectus  sheath. 

2.  By  pinch  test.  Pinching  the  skin 
and  subcutaneous  fat  between  the  exam- 
iner’s thumb  and  index  finger  is  the  simp- 
lest, easiest  and  most  practical  test  for 
finding  the  approximate  area  of  tenderness. 
An  interesting  application  of  this  test  can 
be  made  in  unilateral  cases  in  which  the 
hyperesthesia  approaches  the  mid-line  by 
picking  up  a fold  of  skin  and  fat  on  each 
side  of  the  mid-line  and  pinching  it  be- 
tween the  thumb  and  finger,  whereupon 
the  patient  will  complain  of  pain  on  the 
affected  side  only. 

3.  By  superficial  skin  tests.  As  a rule 
skin  hyperesthesia  is  shown  by  stroking 
with  a cotton  wisp,  by  applying  heat  and 
cold,  and  by  pricking  with  a pin.  In  a few 
cases  all  these  tests  may  reveal  an  area 
of  hypoesthesia  instead  of  the  usual  area 
of  hyperesthesia. 

4.  By  pressure  on  nerve  trunks.  Ten- 
derness may  be  found  along  the  course  of 
the  nerve  trunks  supplying  the  tender  area. 
This  tenderness  is  easier  to  demonstrate 
in  the  case  of  the  seventh,  eighth,  ninth, 
and  tenth,  intercostals  than  in  the  eleventh 
and  twelfth  intercostal  and  first  lumbar 
nerves.  Frequently  there  is  found  tender- 
ness over  many  more  nerve  trunks  than 
would  be  indicated  by  the  area  of  peri- 
pheral tenderness  as  shown  by  tests  one, 
two  and  three.  In  exceptional  cases  the 
chest  terminals  may  be  involved  and  ten- 
derness by  tests  one,  two,  and  three  may 
be  found  extending  from  the  mid-line  in 
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front  to  the  mid-line  of  back  over  the  chest 
as  well  as  over  the  abdomen. 

5-  By  pinching  flank  muscles.  In  some 
thin  individuals  it  is  possible  to  demon- 
strate tenderness  by  picking  up  a fold  of 
skin,  fat  and  superficial  layer  of  muscle  in 
the  ilio-costal  space  at  the  outer  limit  of 
the  abdomen  without  encroaching  on  the 
underlying  peritoneum,  even  when  tests 
two  and  three  of  the  same  area  of  skin  and 
fat  reveal  normal  sensation. 

6.  By  pressure  over  transverse  pro- 
cesses of  vertebrae.  Often  when  hyperes- 
thesia is  not  found  in  the  skin  and  muscles 
overlying  the  vertebrae,  and  tenderness  of 
the  spinous  processes  is  also  absent,  deep 
pressure  will  reveal  tenderness  of  one  or 
more  transverse  processes  of  the  vertebrae. 
This  is  regarded  as  evidence  of  irritative 
lesions  in  the  region  of  the  intervertebral 
foraminae. 

7.  By  pressure  over  remote  areas.  If 
the  first  and  second  intercostal  nerves  are 
affected,  their  branches  which  run  into  the 
arm  may  give  rise  to  tenderness  or  to 
spontaneous  pain  or  to  both  in  the  arm 
area  supplied  by  them.  When  the  ilio- 
inguinal nerve  is  involved,  a band  of  ten- 
derness on  pinching  or  pressure  up  to  two 
inches  in  width  may  be  found  parallel  to 
and  below  Poupart’s  ligament.  Pinching 
of  the  two  labia  majora  simultaneously 
between  the  thumb  and  finger  may  reveal 
hypersensitiveness  of  the  labium  on  the 
affected  side  only.  When  the  last  inter- 
costal and  first  lumbar  nerves  are  affected, 
there  is  commonly  found  an  area  very 
sensitive  to  pressure  over  the  upper  part 
of  the  buttock  just  beneath  the  crest  of 
the  ilium,  well  posterior  to  the  great 
trochanter. 

' The  tests  which  have  been  described  are 
usually  valuable  in  making  a differential 
diagnosis  between  parietal  neuralgia  and 
intra-abdominal  disease.  As  a rule,  inter- 
costal neuralgia  is  only  a syndrome  which 
may  be  present  in  any  one  of  a great 
variety  of  lesions  which  involve  the  spinal 
cord,  the  intercostal  nerve  roots,  trunks 


or  terminals.  The  disease  responsible  may 
be  an  irritative  lesion  of  the  sensory  tracts 
in  the  spinal  cord;  any  form  of  spinal 
meningitis,  especially  syphilitic  and  tuber- 
culous ; a disease  of  intercostal  sensory 
nerve  roots  or  ganglia,  as  in  sarcoma,  sec- 
ondary carcinoma,  herpes  zoster,  tubercu- 
losis, syphilis  of  the  vertebrae ; various 
forms  of  arthritis  and  osteo-arthritis  of 
the  spine,  typhoid  spondilitis,  abnormal 
curvature  of  the  spine;  direct  or  indirect 
trauma  of  the  spinal  region  or  fracture  of 
one  or  more  ribs ; exogenous  toxins  as 
alcohol,  lead,  arsenic,  antitoxins,  sero-bac- 
terines,  and  also,  endogenous  toxins  as 
from  infected  tonsils,  carious  teeth,  upper 
respiratory  tract  infections,  pneumonia, 
pulmonary  tuberculosis,  intra  - abdominal 
fo:i  of  infection,  infectious  diseases;  vari- 
ous constitutional  affections  such  as  ane- 
mias, syphilis,  diabetes,  blood  dyscrasias, 
etc.  Frequently  it  is  impossible  to  deter- 
mine the  definite  cause  and  often  two  or 
more  causes  may  be  acting  together  in  a 
given  case. 

The  symptoms  of  intercostal  neuralgia 
may  last  a few  days,  or  may  persist  over 
a period  of  years  in  which  they  may  be 
fairly  constant,  remittent  or  intermittent, 
or  may  be  subject  to  repeated  exacer- 
bations. The  pain  may  be  severe  or  mild. 
There  is  a great  diversity  in  the  clinical 
pictures  presented  by  the  patients  with 
this  condition.  If  the  pain  and  tenderness 
are  of  recent  origin,  fairly  severe,  and 
right  sided  an  emergency  appendectomy 
may  be  performed  oil  an  appendix  which 
does  not  show  any  present  signs  of  active 
disease.  The  surgeon  may  theorize  that 
it  is  kinked  or  otherwise  vaguely  diseased 
to  account  for  the  ?jfute  symptoms-  Pati- 
ents with  intercostal  neuralgia  are  some- 
times subjected  to  test  meals,  cholecysto- 
grams,  bile  drainage,  pyelograms,  cysto- 
scopies, ureteral  catheterizations,  procto- 
scopic and  vaginal  examinations,  and  vari- 
ous laboratory  tests  of  spinal  fluid,  blood, 
urine,  feces,  etc.,  in  the  vain  effort  to  dis- 
cover the  cause  of  pain  and  tenderness 
which  are  independent  of  any  intra-abdo- 


314 


Owen — A Survey  of  Eighty-five  Cases  of  Rectal  Stricture 


minal  lesion.  A futile  exploratory  laparo- 
tomy may  then  be  done,  or  if  a revealed 
lesion  is  corrected  the  course  of  the  inter- 
costal neuralgia  may  not  be  influenced  and 
the  patient  will  complain  of  the  same  pain 
and  tenderness  after  the  operation.  The 
patient  will  go  to  other  hospitals  and  will 
probably  be  branded  as  a neurotic  or  else 
subjected  to  an  operation  for  adhesions, 
which  are  not  found  to  account  for  the 
pain.  It  has  been  said  that  if  the  patient 
is  a woman  she  is  apt  to  have  three  oper- 
ations, first  an  appendectomy,  then  a 
salpingo-oophorectomy  and  then  an  oper- 
ation for  adhesions.  After  that  she  may 
follow  cults,  become  a dope  fiend  or  if  the 
pains  are  unusually  severe  commit  suicide. 
However  some  women  continue  to  be  oper- 
ated on.  I recently  saw  a woman  who 
had  had  eleven  operations. 

That  the  pains  of  these  patients  are  real 
is  evidenced  by  their  willingness  to  undergo 
many  operations  in  the  hope  of  obtaining 
relief  from  their  prolonged  pain  and  ten- 
derness. An  examination  as  outlined  in 
the  early  part  of  this  paper  substantiates 
the  claims  of  the  real  sufferer  and  exposes 
the  malingerer,  because  the  latter’s  efforts 
reveal  discrepancies  between  his  claims  and 
the  anatomical  distribution  of  his  nerve 
supply.  Care  should  be  taken  in  making 
a diagnosis  to  dissociate  the  symptoms 
indicative  of  a true  intra-abdominal  lesion. 
Lack  of  consideration  of  either  paritel 
neuralgia  or  visceral  lesion  in  a given  case 
may  result  in  a grave  error.  If  parietal 
neuralgia  is  not  considered,  the  surgeon 
will  be  enabled  to  perform  more  operations, 
but  recognition  of  the  condition  will  pre- 
vent many  operative  failures,  including 
those  cases  in  which  lesions  are  removed 
skillfully. 
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A SURVEY  OF  EIGHTY-FIVE  CASES 
OF  RECTAL  STRICTURE. 

GEO.  W.  OWEN,  M.  D., 

Shelby,  Miss. 

The  following  survey  of  eighty-five 
cases  of  rectal  stricture  was  made  from 
the  hospital  records  of  various  hospitals 
of  Memphis,  Tenn.  It  was  not  our  origi- 
nal intention  to  use  this  survey  as  the 
basis  for  a paper  at  such  a gathering,  as 
we  have  at  present,  it  being  my  intention 
to  present  these  findings  to  the  group 
with  whom  I was  associated  at  the  time 
simply  for  discussion.  It  was  greatly 
desired,  however,  to  throw  some  light 
upon  the  etiological  factors  and  methods 
of  treatment  then  in  use.  This  study  adds 
nothing  new,  perhaps,  to  the  already 
voluminous  literature  on  this  subject,  but 
permits  some  very  interesting  compari- 
sons, deductions  and  speculations  not  only 
on  the  subject  of  stricture,  but  the  whole 
of  pathological  conditions  of  the  colon,  and 
below  the  umbilicus. 

A few  general  remarks  may  be  made 
upon  this  subject  by  way  of  introduction. 
It  is  a reasonably  well  established  fact 
that  strictures  of  the  rectum  are  situated 
within  3 or  3 i/2  inches  of  the  anus;  that 
females  are  more  frequently  affected  than 
males;  and  that  the  onset  is  gradual.  The 
etiological  factors  may  be  divided  into 
four  sub-heads,  as  follows : 

1.  Congenital. 

2.  Spasmodic. 

3.  Inflammatory. 

4.  Other  causes. 

1.  Congenital — This  type  of  malforma- 
tion maybe  a partial  septum  between  the 
anus  and  rectum.  The  history  is  that  of 
constipation  from  childhood.  Ulceration 
or  fistula  in  this  type  is  said  to  occur 
below  rather  than  above  the  constricting 
area  due  to  impaired  blood  supply  below 
the  stenotic  point. 
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2.  Spasmodic — This  type  is  said  to  be 
due  to  chronic  spasm  of  the  intestines.  It 
is  doubtful,  in  our  own  mind,  as  to  the 
real  existence  of  this  type  of  stricture. 

3.  Inflammatory — This  type  may  be 
simple,  tuberculous,  syphilitic,  neoplastic, 
dysinteric,  traumatic.  Neoplasm  may  oc- 
clude from  without  or  within  the  rectum. 
Occlusion  in  ulcerating  carcinoma  is  more 
the  result  of  an  inflammatory  process  than 
an  outgrowth  of  tissue. 

With  regard  to  the  tuberculous  type,  it 
is  said  that  tubercle  bacilli  are  frequently 
found  in  the  stools  of  those  not  suffering 
with  tuberculosis.  It  is  also  said  that  50 
per  cent  of  those  suffering  with  pulmon- 
ary tuberculosis  have  some  secondary  in- 
fection in  the  bowel.  Sourdille  gave  the 
opinion  that  tuberculosis  was  an  etiologi- 
cal factor  in  one-third  of  all  cases  of  stric- 
ture. This,  however,  may  be  doubted. 

4.  Other  Causes — Under  this  head  we 
may  mention  any  condition  which  pro- 
duces a cellulitis  of  the  peri-rectal  tissues, 
as  vulvo- vaginal  abscess ; gynecological 
operations  which  stretch  or  occlude  the 
superior  hemorrhoidal  artery ; foreign 
bodies;  injuries  of  childbirth;  inflamma- 
tory conditions  of  the  tubes  and  ovaries; 
diverticulitis,  etc. 

Lynch  things  there  may  be  some  specific 
bacterium  which  comes  in  contact  with 
cells  resulting  in  general  fibrosis  and  stric- 
ture. 

Now  back  to  the  subject  in  hand.  As 
stated,  this  data  was  collected  from  the 
hospital  records  of  these  cases.  Twenty- 
three  (23)  of  the  series  were  white  and 
sixty-two  (62)  were  colored.  There  were 
seventy-five  (75)  females  and  ten  (10) 
males. 

The  ages  varied  from  eight  (8)  months 
to  sixty-five  (65)  years.  The  average  age 
at  which  patients  sought  relief  was  33.4 
years.  Given  by  decades,  there  were  two 
(2)  cases  under  twenty  years ; eight 
months  and  eighteen  years  respectively; 


27  occurred  between  20  and  30  years ; 

30  occurred  between  30  and  40  years; 

15  occurred  between  40  and  50  years ; 

8 occurred  between  50  and  60  years ; 

1 occurred  between  60  and  70  years; 

and  the  age  of  two  did  not  occur  on  the 
charts. 

Special  attention  was  given  the  histories 
to  determine  the  number  who  had  ever  had 
previous  symptoms  referable  to  the  anus 
or  rectum.  Twenty -three  (23)  gave  no 
history  of  any  previous  complaint  refer- 
able to  the  anus  or  rectum.  Thirty-eight 
(38)  gave  a definite  history  of  previous 
rectal  disease.  Twenty-four  (24),  at  the 
time  of  admission  to  the  hospital,  were 
suffering  with  some  other  rectal  condition 
than  stricture.  In  other  words,  stricture 
may  be  looked  upon  as  the  outcome  of  pre- 
vious rectal  pathology  in  sixty-two  (62) 
of  the  85  cases,  and  a primary  condition 
of  stricture  cannot  definitely  be  said  to  exist 
except  in  the  first  mentioned  23  cases. 

There  was  no  mention  in  two  histories 
as  to  whether  any  previous  rectal  opera- 
tive proceedure  had  been  performed.  Only 
twenty-seven  (27)  had  definitely  under- 
gone some  previous  rectal  operation,  and 
it  was  interesting  to  note  in  a number  of 
these  that  their  present  symptoms  dated 
to  the  former  operation.  Fifty-six  (56) 
had  never  submitted  to  previous  rectal 
operation,  but  24  of  the  56  were  suffering 
with  anal  pathology  other  than  stricture 
on  admission  to  the  hospital. 

The  duration  of  symptoms  was  from 
three  weeks  to  twenty-five  years. 

There  was  naturally  a wide  variation  in 
the  chief  complaint.  Only  ten  gave  bleed- 
ing at  stool  as  the  chief  complaint,  though 
forty-five  (45)  gave  the  history  of  having 
blood  in  the  stool.  Five  (5)  gave  diarrhea 
or  alternating  diarrhea  and  constipation 
as  their  chief  complaint ; and  forty-one 
(41)  gave  constipation  of  varying  degree. 
Others  gave  “straining  at  stool,”  painful 
defection,”  pain  in  the  abdomen,”  fullness, 
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uneasiness,  and  discomfort  about  the  rec- 
tum. Usually  the  abdominal  pain  was  on 
the  left  side. 

The  attempt  to  locate  the  stricture  with 
relation  to  the  anus  was  made,  but  had  to 
be  discarded  on  account  of  the  wide  dis- 
crepancy of  the  figures  given,  even  on  the 
same  chart.  None,  however,  were  diag- 
nosed by  an  effort  to  pass  the  sigmoido- 
scope, and  all  were  within  reach  of  the 
index  finger,  hence  low. 

The  figures  regarding  syphilis  are  par- 
ticularly interesting  as  62  of  these  cases 
were  negroes.  In  only  28  cases  was  there 
a positive  Wassermann  or  a history  sug- 
gestive of  luetic  infection.  The  physician 
admitting  the  cases  or  who  first  made  the 
diagnosis  of  stricture  almost  invariably 
made  syphilis  as  the  secondary  diagnosis 
or  etiological  agent,  before  the  case  had 
been  worked  up.  There  was  no  history  of 
syphilis  or  a negative  Wassermann  in  55 
cases.  The  Wassermann  reaction  was  ob- 
tained in  practically  all.  There  were  two 
cases  with  a questionable  leutic  infection. 

As  might  be  expected,  there  was  consid- 
erable variation  in  the  treatment.  On  six 
charts  there  was  no  mention  as  to  what 
disposition  or  treatment  was  given.  Eleven 
(11)  were  subjected  to  colostomy,  3 of 
whom  died.  Divulsion  was  mentioned  as 
the  surgical  treatment  in  47  cases,  and 
proctotomy  was  performed  on  several  of 
these,  numbering  18  for  proctotomy.  One 
stricture  was  excised.  Kraske  operation 
was  performed  in  one  case.  Fifteen  re- 
ceived no  treatment.  Radium  was  used  in 
one  case  and  the  roentgen-ray  in  another. 
Seventeen  (17)  underwent  other  rectal 
operations  than  the  above  at  the  time  of 
treating  the  stricture. 

Strange  as  it  may  seem,  with  patients 
having  a primary  diagnosis  of  stricture  of 
the  rectum,  there  was  no  mention  in  28 
charts  of  the  condition  of  the  stool.  Forty- 
five  (45)  gave  a history  of  passing  blood 
in  the  stool,  as  already  stated.  Nine  (9) 
stated  the  stool  was  always  liquid,  and 
gross  pus  was  said  to  be  present  in  13 


cases.  Only  eight  (8)  had  “ribbon” 
stools.  Nine  (9)  mentioned  mucous  in  the 
stool  and  one  had  hard  impacted  stools. 

While  going  through  these  charts,  I was 
impressed  with  the  large  number  of 
women  who  had  previously  delivered  chil- 
dren. Child-bearing  evidently  has  a 
marked  etiological  relation  to  rectal 
pathology,  and  33  of  the  last  37  females 
noted  were  mothers. 

Only  one  of  the  85  cases  was  diagnosed 
cancer  of  the  rectum,  and  this  was  one  of 
the  15  which  received  no  treatment.  One 
had  a previous  diagnosis  of  cancer,  which 
was  not  confirmed  on  admission  to  the 
hospital.  A papillary  growth  was  re- 
moved in  one  case.  Only  one  case  was 
definitely  considered  tuberclous,  and  this 
patient  had  had  pulmonary  tuberculosis 
for  ten  years.  One  is  struck  with  fre- 
quency with  which  these  strictures  are 
associated  with  fistulae,  often  times  mul- 
tiple, or  recto-vaginal. 

The  above  figures  compare  remarkably 
close  with  other  observers  of  this  condi- 
tion. Buie  found  the  average  age  to  be 
40  years,  with  56  per  cent  of  his  cases 
between  30  and  40  years,  and  96.7  per 
cent  above  20  years.  Buie’s  series  of  258 
cases  consisted  of  120  females,  65  of  whom 
had  borne  children.  Tuttle  had  216 
females  in  313  cases;  Poelchen  had  190 
females  in  215  cases;  Carres  had  210 
females  in  266  cases.  This  makes  a total 
in  the  combined  series  of  756  females  in 
1,052  cases. 

History  of  previous  rectal  operation 
was  given  in  148  of  Buie’s  series.  Gant, 
Lynch,  and  others  mention  operative  pro- 
cedures on  the  anus  and  pelvis  among  the 
etiological  factors.  You  will  recall  that 
62  of  the  85  in  the  present  series  had 
either  undergone  operation  on  the  rectum, 
or  were  suffering  with  some  operable  con- 
dition when  first  seen.  It  would  seem  then 
that  approximately  50  per  cent  of  all  stric- 
tures are  due  to  previous  operation.  If 
then,  we  consider  the  multitude  of  known 
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etiological  factors — as  the  dysenteries, 
ulcerations,  hemorrhoids,  fistula,  etc. — 
which  act  as  the  cause  of  the  remaining 
approximate  50  per  cent,  it  perhaps  is  not 
unreasonable  to  look  upon  stricture  prac- 
tically, if  not  always,  as  a secondary  con- 
dition. 

Syphilis,  to  my  mind,  from  these  figures, 
can  almost  be  ruled  out  as  a primary 
cause  for  stricture.  Lookhart  Mummery 
(1914 — Diseases  of  Rectum  and  Anus,  A 
Practical  Handbook)  says,  “It  cannot  be 
proved  that  syphilis  is  a cause  of  rectal 
stricture.”  Tuttle  states  that  non-syphi- 
litic  stricture  may  exist  in  the  syphilitic. 
In  Budie’s  series  of  258  cases,  only  55  had 
positive  evidence  of  syphilis  in  the  Was- 
sermann  or  history,  and  32  of  the  55  had 
previously  been  operated  upon,  suffered 
with  amebiasis,  etc.,  which  might  have 
acted  as  the  causal  agent.  But  the  medi- 
cal management  of  149  of  his  cases  with 
anti-syphilitic  treatment  in  nearly  all, 
shows  the  attitude  of  the  profession  re- 
garding syphilis.  Gant  states  that  four 
decades  ago  proctologists  claimed  from  50 
per  cent  to  80  per  cent  of  strictures  were 
syphilitic,  while  now  they  only  claim  10 
per  cent.  He  also  states  that  chancre,  in 
the  absence  of  mixed  infection,  is  never 
responsible  for  anal  constriction,  but  that 
proctitis  syphilitica,  secondary  ulceration, 
anal  fissures,  and  gumma  may  cause  stric- 
ture. At  the  same  time  he  adds  that  he 
has  never  treated  but  one  stricture  from 
gumma.  Buie  says  the  negative  Wasser- 
mann  reaction  does  not  disprove  the  exist- 
ence of  syphilis,  and  that  a positive  reac- 
tion does  not  prove  that  syphilis  is  respon- 
sible for  the  stricture.  It  would  seem, 
then,  that  to  regard  and  treat  strictures 
as  syphilitic  is  unwarranted,  almost  with- 
out exception. 


The  pathology  of  stricture  is  obviously 
as  varied  as  the  cause. 

Symptoms  may  be  local  or  general.  The 
local  manifestation  generally  being  a sen- 
sation of  something  wrong  in  the  region 
of  the  rectum,  muco-purulent  discharge, 
or  blood  in  the  stool.  Blood  in  the  stool 
and  constipation  are  the  most  constant 
symptoms. 

Treatment  must  be  directed  toward 
making  the  patient  as  comfortable  as  pos- 
sible as  well  as  relieving  the  obstruction. 
Most  treatment  will  not  give  complete 
cure,  and  the  conservative  method  necessi- 
tates continued  divulsion  and  leads  to  ob- 
struction if  not  consistently  followed. 
Surgery  is  not  entirely  satisfactory,  since 
we  are  dealing  usually  with  scar  tissue. 
Resection  is  the  most  desirable,  but  the 
operation  is  difficult  and  the  risk  is  high. 
With  diarrhea,  cramps,  a dilated  colon, 
etc.,  an  artificial  anus  may  have  to  be 
resorted  to,  and  colostomy  is  the  most 
dependable  method.  Forcible  divulsion, 
with  or  without  partial  or  complete  proc- 
totomy is  the  most  frequent  proceedure, 
surgically.  Wales  bougies  at  regular  inter- 
vals, with  rectal  irrigations,  seems  the 
most  popular  palliative  plan.  E.  J.  Clem- 
ens of  Los  Angeles  uses  carbon  dioxide 
snow  in  the  treatment  of  strictures,  but 
he  is  ignorant  as  to  how  the  snow  relaxes 
the  tissues,  and  we  have  had  no  experi- 
ence with  this  plan  of  treatment. 

Conscientious  effort  must  be  adhered  to 
forever  in  every  line,  and  “By  careful 
postoperative  treatment  many  complica- 
tions are  avoided,  especially  painful  scars, 
strictures,  and  deformities.” 

Note — The  above  does  not  include  report  of  56 
cases  with  a secondary  diagnosis  of  stricture  at 
the  Memphis  General  Hospital. 
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CONTROLLABLE  SPINAL 
ANESTHESIA.* 

JOHN  C.  CULLEY,  M.  D„ 

Oxford,  Miss. 

For  the  past  three  or  four  years  I have 
been  interested  in  spinal  anesthesia,  and 
had  a desire  from  the  very  first  to  give  it 
a trial,  but  my  closest  friends  in  the  pro- 
fession discouraged  me  and  I decided  to 
abandon  the  idea,  at  least  temporarily.  My 
ardor  was  not  cooled  for  long,  because  I had 
so  many  patients  coming  to  me  for  operation 
whom  I thought  should  not  take  an  inhala- 
tion anesthesia  so  I was  determined  to  try 
spinal  anesthesia  in  a few  cases  at  least. 
It  so  happened  that  about  this  time  my 
friend,  Dr.  Kiri  Avant,  read  a paper  before 
our  society  and  gave  a most  flattering  report 
on  the  use  of  apothesin  in  spinal  anesthesia. 
My  next  two  operations,  one  for  suppurative 
appendicitis,  and  the  other  for  removal  of 
the  prostate,  were  done  under  this  form  of 
anesthesia.  The  anesthesia  was  perfect,  the 
operations  were  completed  in  record  time 
and  the  patients  returned  to  their  rooms  in 
excellent  condition.  About  thirty  minutes 
after  this  time,  however,  I noticed  that  both 
these  patients  were  in  a state  of  profound 
shock.  They  had  a feeble,  rapid  pulse,  cold 
clammy  perspiration  and  complained  of  ex- 
treme weakness  and  difficult  breathing.  All 
forms  of  stimulation  failed  to  help  the  con- 
dition ; nor  did  changing  the  position  of  the 
patients  help.  To  make  a long  story  short, 
after  three  or  four  days  of  anxiety  on  my 
part  they  both  began  to  improve  and  made 
uneventful  recoveries.  This  time  my  ardor 
was  sufficiently  cooled  to  prevent  any  more 
attempts  with  this  particular  drug.  I do 
not  mention  this  to  condemn  spinal  anes- 
thesia nor  the  drug  which  I used,  for  I feel 
sure  that  the  fault  lay  in  my  technic.  I 
have  friends  today  who  are  using  apothesin 
routinely  in  spinal  anesthesia  and  are  get- 
ting excellent  results. 


*Read  before  the  Section  on  Surgery  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  13, 
1930. 


Soon  after  this,  however,  I read  Dr. 
Pitkin’s  article  on  “Controllable  Spinal 
Anesthesia”  which  appeared  in  the  Journal 
of  the  Medical  Society  of  New  Jersey.  His 
anesthetic  was  not  at  that  time  on  the 
market,  in  fact  no  name  had  been  given  to 
his  solution.  It  was  being  put  up  by  H.  A. 
Metz  Laboratories  for  experimental  pur- 
poses, and  through  the  courtesy  of  Dr. 
Pitkin  they  sent  me  one  dozen  ampoules. 
I got  such  wonderful  results  that  I re- 
quested more.  They  sent  me  another  supply 
and  by  the  time  this  was  used  the  name  of 
“Spinocain”  was  given  the  solution.  Since 
that  time  it  has  been  on  the  market  and  used 
quite  extensively  by  those  of  us  who  have 
(as  some  have  said)  been  fools  enough  to 
use  this  method  of  anesthesia. 

For  the  past  few  years  many  theories 
have  been  advanced  as  to  the  action  of  drugs 
introduced  into  the  spinal  canal,  and  various 
technics  have  been  followed  in  an  effort  to 
secure  anesthesia  to  a certain  level.  Various 
solutions  of  known  specific  gravity  have 
been  advocated  so  as  to  limit  the  direction 
of  diffusion  and  thus  safeguard  the  medulla 
from  fatal  depression.  Chief  among  the 
obstacles  hindering  the  more  general  adop- 
tion of  spinal  anesthesia  as  a routine  pro- 
cedure is,  as  expressed  by  Campbell  in  1925, 
a prejudice  wrought  of  ignorance  of  the 
method  and  its  proper  usage.  One  has  only 
to  read  the  papers  and  reports  of  Pitkin, 
Koster,  Stout,  Tendler  and  many  others  to 
be  convinced  that  this  form  of  anesthesia 
is  not  a dangerous  procedure,  if  used 
intelligently  and  by  one  who  has  a thorough 
understanding  of  the  anatomy  of  the  spinal 
canal  and  the  solution  which  he  is  using. 
There  seems  to  be  some  difference  of 
opinion  as  to  the  desirability  of  inducing 
diffusion  to  the  upper  limits  of  the  canal. 
We  are  advised  by  some  not  to  permit  the 
dissemination  high  in  the  canal  because  of 
the  resultant  fall  in  blood  pressure;  while 
on  the  other  hand,  Koster  states  that  ex- 
perience has  taught  them  that  it  is  advisable 
to  induce,  rather  than  to  guard  against, 
diffusion  to  the  medulla  and  brain  stem  in 
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order  to  secure  anesthesia  of  the  entire 
body.  Those  of  you  who  have  a dread  of 
spinal  anesthesia  because  of  the  sudden 
lowering  of  blood  pressure  and  respiratory 
paralysis  have  only  to  read  the  article  of 
Drs.  Koster  and  Kasman  in  Surgery,  Gyn- 
ecology and  Obstetrics  of  November,  1929, 
to  be  assured,  if  not  wholly  convinced,  that 
your  fears  are  unwarranted.  My  reason 
for  mentioning  Dr.  Koster’s  paper  is  that 
he  used  neocain  crystals  dissolved  in  the 
spinal  fluid  alone  and  governs  the  height 
of  anesthesia  by  the  amount  of  fluid  with- 
drawn; that  is,  the  greater  amount  of  fluid 
withdrawn  and  reinjected  the  higher  will 
be  the  diffusion.  Pitkin,  on  the  other  hand, 
uses  a solution  of  lighter  specific  gravity 
than  the  spinal  fluid  and  depends  for  dis- 
semination on  the  expansion  of  the  agent 
in  the  canal  and  limits  such  diffusion  by 
posture.  Although  I have  used  spinocain 
in  the  series  which  I wish  to  report  today, 

I have  not  followed  Pitkin’s  technic  to 
the  letter.  This  was  because  I soon  learned 
that  every  case  did  not  respond  alike  and  I 
was  confronted  with  an  occasional  one  in 
which  I failed  to  secure  anesthesia  to  the 
desired  level. 

Before  describing  the  various  steps  in 
my  technic  I feel  that  it  would  not  be  amiss 
to  mention  some  of  the  important  points  in 
regard  to  the  spinal  fluid  and  the  anatomy 
of  the  canal  itself.  The  researches  of 
Weed,  Dandy,  Blackfan,  and  Cushing  have 
disclosed  several  noteworthy  facts : 1.  The 
site  of  formation  of  the  interventricular 
fluid  is  the  choroid  plexuses.  The  perivas- 
cular arterial  spaces  are  probably  the  site 
of  production  of  additional  fluid  in  the 
subarachnoid  spaces.  2.  The  circulation  or 
absorption  is  toward  the  venous  sinuses 
and  the  perineural  sheaths,  which  are 
mesothelial  lined  spaces  surrounding  every 
nerve  at  its  exit  from  the  cranial  cavity  or 
spinal  canal.  Spinal  subarachnoid  fluid  is 
largely  dependent  on  the  cerebro-meningeal 
source  of  origin  and,  although  we  can  hardly 
speak  of  an  actual  current,  the  dissemina- 
tion is  at  least  caudal.  3.  The  rate  of 
cerebro-spinal  secretion  is  variable,  and  in 


the  presence  of  increased  cerebral  pressure 
or  of  subarachnoid  and  interventricular 
drainage  the  rate  of  formation  is  increased 
to  an  enormous  degree.  These  facts  must 
be  kept  in  mind  in  every  subarachnoid  in- 
jection of  anesthetizing  fluids,  and  one 
should  try  to  visualize  the  possible  relation- 
ship of  the  injected  material  to  the  anatomic 
area  into  which  it  is  being  injected  and  what 
then  becomes  of  it. 

In  the  lumbar  and  lower  thoracic  region 
the  ligamenta  flava  often  form  a deep 
groove  as  they  unite  near  the  median  line. 
If  one  is  not  careful  the  needle,  as  it  strikes 
this  point  will  be  deflected  to  one  side. 
Through  the  ligamenta  flava  the  point  of 
the  needle  enters  the  epidural  space.  This 
important  region  is  filled  with  fat  and  veins 
with  very  delicate  walls.  In  the  median 
line,  however,  this  space  is  comparatively 
avascular.  As  the  needle  point  passes 
through  this  region  it  strikes  the  spinal 
dura,  which  is  moderately  tough,  fibro- 
elastic  membrane,  the  majority  of  the  fibers 
of  which  are  arranged  in  longitudinal  bun- 
dles, which  when  pierced  with  a sharp 
cutting  edge  produces  free  communication 
for  the  exit  of  spinal  fluid  into  the  epidural 
space  or  easily  distended  subdural  cavity. 
To  prevent  this  Pitkin  has  devised  a short 
beveled  needle  which  forms  a window  in  the 
dura  and  closes  when  the  needle  is  with- 
drawn. Passing  through  the  subdural  space 
the  needle  then  enters  the  subarachnoid 
space  which  is  incompletely  separated  into 
four  divisions  by  the  almost  continuous 
streams  of  dorsal  and  ventral  nerve  roots 
so  that  there  is  a dorsal  and  a ventral 
compartment  and  two  lateral  compartments. 
It  is  further  divided  into  a more  com- 
plete dorsal  and  ventral  segment  by  the 
ligamentum  denticulatum.  This  is  an  irreg- 
ular cribriform  membrane  which  separates 
the  motor  from  the  sensory  roots.  When 
the  anesthetic  solution  is  injected  into  the 
posterior  compartment  diffusion  into  the 
anterior  compartment,  where  the  anterior 
roots  containing  the  vasomotor  constrictor 
fibers,  are  located,  is  dependent  to  a certain 
extent  upon  the  number  and  arrangement  of 
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the  perforations  in  the  separating  ligaments. 
Thus,  it  can  be  seen  if  the  needle  is  pushed 
through  the  posterior  compartment  and  is 
forced  through  the  nerve  bundle  forming 
the  cauda  equina  into  the  anterior  compart- 
ment, more  anterior  roots  will  be  affected 
and  more  vaso  constrictor  will  be  blocked 
and  the  resultant  pressure  fall  will  be 
greater. 

When  the  anesthetic  agent  diffuses  up- 
ward sufficiently  high  for  abdominal 
operations  the  rami  communicantes  are 
paralyzed,  thus  paralyzing  the  corre- 
sponding sympathetics.  This  produces  a 
dilatation  of  the  splanchnic  vessels  and  the 
accumulation  in  them  of  large  amounts  of 
blood.  If  a sufficient  number  of  roots  are 
blocked,  thus  intercepting  impulses  which 
supply  vasoconstrictor  stimuli  to  the  vessels 
we  may  have  such  a fall  in  the  pressure  as 
not  to  be  able  to  get  a manometric  reading. 
With  this  marked  dilatation  of  the  ab- 
dominal vessels  the  venous  return  to  the 
heart  becomes  so  little  that  no  sufficient 
blood  is  forced  to  the  brain  and  we  have  a 
cerebral  anemia  with  its  symptoms  of  palor, 
nausea,  vomiting,  profuse  perspiration  and 
weak,  rapid  pulse.  If  such  a thing  should 
occur  during  the  operation  or  at  any  time 
after  the  injection  of  the  anesthetic  solu- 
tion the  only  way  in  which  it  can  be 
counteracted  is  by  use  of  the  Trendelenberg 
position.  The  use  of  drugs  is  futile  since 
the  block  has  already  been  established.  Any 
drug  used  would  have  to  be  depended  upon 
to  have  its  effect  on  the  vasomotors.  This 
it  cannot  do  because  it  is  unable  to  pass  the 
blockade.  If  drugs  are  to  be  relied  upon  at 
all  they  must  be  used  before  operation  and 
a sufficient  length  of  time  allowed  to  get 
the  full  effect.  For  this  purpose  ephedrin 
is  the  drug  of  choice.  For  the  nausea  which 
occurs  sometimes  immediately  after  the 
injection,  we  have  found  that  smelling 
aromatic  spirits  of  ammonia  will  usually  be 
cf  great  benefit. 

ARMAMENTARIUM. 

(A)  Pitkin’s  solution.  “Spinocain”: 
One  to  three  c.c.  of  Pitkin’s  solution,  each 
c.c.  (not  each  ampoule)  containing  100  mg. 


of  novocain,  Metz;  strychnin  sulphat,  1.1 
mg.;  amyloprolamin,  130  mg.;  alcohol,  324 
mg.;  normal  saline,  q.s.  ad  1 c.c. 

(B)  Novocain-ephedrin  solution : This 

is  a 1 c.c.  ampoule  which  contains  50  mg. 
of  ephedrin  sulphate  dissolved  in  1 per  cent 
novocain. 

(C)  Two  spinal  puncture  needles  of 
20  or  22  gauge. 

(D)  Two  Luer-lok  syringes,  one  of  two 
and  one  of  4 c.c.  capacity. 

(E)  One  hypodermic  of  the  finest  gauge 
obtainable.  It  should  never  be  less  than 
27  gauge — it  is  with  this  needle  that  the 
patient  feels  his  only  pain. 

TECHNIC  OF  ADMINISTRATION. 

I never  administer  the  anesthetic  except 
on  the  operating  table.  The  patient  is  in- 
structed to  lie  on  the  left  side  with  the 
thighs  flexed  on  his  abdomen  and  legs  on 
the  thighs.  His  hands  are  then  folded  over 
his  knees  and  the  fingers  clasped  together. 
This  brings  the  chin  and  knees  together  at 
the  same  time  bending  the  spine  so  as  to 
widen  the  spinous  interspaces,  rendering  the 
puncture  an  easy  procedure. 

With  the  patient  in  position  the  head  of 
the  table  is  raised  until  the  tiltometer  shows 
a reading  of  seven  to  ten  degrees.  This 
part  of  my  technic  is  different  from  any 
other  that  I have  seen  or  read  about.  An 
area  extending  from  the  twelfth  dorsal  to 
the  fifth  lumbar  is  painted  with  iodin  and 
alcohol.  The  site  of  puncture  usually  chosen 
is  the  second  or  third  lumbar  interspace. 
The  1 per  cent  novocain  in  1 c.c.  of  the 
3 per  cent  ephedrin  solution  is  used  to 
produce  a wheal  through  which  the  punc- 
ture is  to  be  made.  Before  withdrawing 
the  needle  the  remaining  solution  is  in- 
jected into  the  interspinous  ligament.  The 
spinal  puncture  is  now  made  through  the 
anesthetized  area  and  the  patient  should 
feel  no  pain  whatever.  In  making  the  punc- 
ture the  needle  should  be  kept  at  right 
angles  to  the  long  axis  of  the  spine  and  in 
the  mid-line.  As  soon  as  the  dura  is  pierced 
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there  will  be  a snap  or  ping  which  one  soon 
recognizes  after  a few  punctures.  The 
stylet  is  withdrawn  and  fluid  should  drop 
freely  from  the  needle.  If  it  does  not,  the 
position  of  the  needle  should  be  changed  or 
reinserted.  The  syringe  containing  spino- 
cain  is  attached  to  the  needle  and  spinal 
fluid  drawn  out,  where  it  can  be  seen  to 
flow  along  the  most  dependent  portion  of 
the  syringe.  If  the  fluid  does  not  come  out 
readily  or  if  blood  is  in  the  fluid  the  injec- 
tion should  not  be  made.  I always  in  every 
case  draw  out  2 c.c.  of  spinal  fluid,  thus 
filling  the  syringe  to  the  4 c.c.  mark.  Three 
c.c.  of  this  amount  are  injected,  leaving 
1 c.c.  in  the  syringe.  I then  draw  out  3 c.c. 
of  spinal  fluid  and  inject  the  whole  amount. 
The  patient  is  immediately  placed  flat  on 
his  back  and  the  abdomen  prepared  for 
operation  with  iodin  and  alcohol.  Before 
the  table  has  been  further  draped,  however, 
the  patient  is  tested  to  see  how  far  anes- 
thesia has  extended.  If  an  abdominal 
operation  is  to  be  done  the  head  of  the 
table  is  left  elevated  until  the  skin  anes- 
thesia reaches  the  umbilicus.  The  table  is 
then  placed  in  five  degree  Trendelenberg 
and  the  operation  begun.  As  the  anesthesia 
rises  the  head  is  further  lowered.  Should 
difficulty  be  met  in  withdrawing  fluid  the 
second  time,  I simply  inject  whatever 
amount  remains  in  the  syringe  and  allow 
time  to  elapse  for  the  anesthetic  to  ascend 
in  the  canal.  On  two  occasions  it  has  taken 
25  minutes  for  this  to  take  place.  Usually, 
however,  the  patient  is  ready  by  the  time 
the  draping  is  completed. 

PRELIMINARY  MEDICATION. 

This  consists  of  a hypodermic  of  % gr. 
ephedrin  one-half  hour  before  operation 
and  morphin  sulphat  fifteen  minutes  before 
operation,  the  dose  of  the  latter  depending 
upon  the  age  of  the  patient.  In  quite  a 
number  of  patients  I have  given  two  tablets 
of  amytal  (Lilly)  per  orum  one-half  hour 
before  operation.  This  acts  very  happily, 
especially  in  nervous  patients  who  have  an 
idiosyncrasy  to  morphin.  I have  also  noticed 
that  those  to  whom  we  gave  amytal,  did  not 


have  as  much  nausea  or  vomiting  immedi- 
ately after  the  subarachnoid  injection. 

POST  OPERATIVE  CARE. 

As  soon  as  the  operation  is  completed  the 
patient  is  returned  to  his  room  and  the 
foot  of  the  bed  elevated  and  allowed  to  re- 
main so  until  sensation  has  returned  to  the 
lower  extremities.  When  the  patient  be- 
gins to  feel  any  pain  whatever  in  the 
wound  or  in  the  lower  extremities  a hypo- 
dermic of  codein  or  morphin  is  given. 
Water,  coca  cola  or  ginger  ale  is  allowed 
in  small  quantities  to  allay  thirst.  Further 
post  operative  care  should  be  the  same  as 
that  following  any  other  form  of  anesthe- 
sia. 

The  time  which  has  been  allotted  me  on 
this  program  is  entirely  too  brief  to  go 
as  fully  into  this  most  interesting  subject 
as  I would  like.  The  paramount  object  of 
any  form  of  anesthesia  is  to  secure  the 
greatest  relaxation  in  the  tissues  with  the 
least  amount  of  danger  to  the  patient.  In 
the  past  the  mortality  from  spinal  anes- 
thesia was  so  great  as  to  cause  its  discon- 
tinuance for  a time  but  for  the  past  few 
years  the  improvement  in  technic  and  the 
development  of  pure  and  stable  drugs  have 
secured  for  this  form  of  anesthesia  a prop- 
er place  in  the  armamentarium  of  the  sur- 
geon. Mortality  statistics  on  spinal  anes- 
thesia are  difficult  to  collect.  Certain  deaths 
which  have  been  recorded  under  its  use 
can  in  no  way  be  attributed  to  the  use  of 
the  anesthetic.  Rygh  and  Bessesen  in  Minn. 
Medicine  11 :744,  1928  have  the  following 
to  say,  “Present  indications  are  that  spi- 
nal anesthesia  will  eventually  supplant  oth- 
er anesthetics  for  all  operations  below  the 
diaphragm.”  Campbell  in  reporting  results 
at  Bellevue  Hospital  states  that,  “A  com- 
parison of  our  mortality  with  general  and 
spinal  reveals  a difference  of  about  4 per- 
cent in  favor  of  spinal.”  In  a recapitula- 
tion of  326,910  cases  Tendler  found  a mor- 
tality rate  of  one  in  4,086  cases.  In  re- 
viewing these  cases  critically,  the  greater 
number  of  these  deaths  were  in  cases 
where  approaching  death  was  plainly  evi- 
dent and  death  would  have  been  inevitable 
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on  matter  what  anesthesia  had  been  in- 
duced. Within  the  past  three  years  I have 
used  spinocain  in  five  hundred  cases  with 
no  deaths.  In  this  series  I carefully  watched 
every  step  and  kept  accurate  records  as  to 
blood  pressure,  pulse,  respiration,  extent 
and  duration  of  anesthesia,  etc.  I had  fail- 
ure of  the  anesthetic  in  only  one  case  and 
inasmuch  as  the  anesthesia  was  complete 
in  the  feet,  I am  certain  that  this  was  due 
to  faulty  position  of  the  table.  In  three 
cases  the  anesthesia  gave  out  because  of 
the  length  of  time  we  were  operating  and 
closure  was  done  under  gas  and  oxygen. 
One  patient  was  unable  to  void  and  had 
to  be  cathterized  for  two  weeks  following 
operation.  This  is  sometimes  the  case  fol- 
lowing inhalation  anesthesia.  One  patient 
complained  of  pain  at  the  point  of  injec- 
tion for  three  days  following  operation. 
Not  one  has  complained  of  headache.  This 
is  not  in  accord  with  Stout  and  Ewell  who 
state  that,  “The  method  of  Pitkin’s  was 
abandoned  because  of  the  occurrence  of 
severe  post  operative  headaches  in  a large 
proportion  of  the  cases.”  The  following  is 
a list  of  the  operations  which  I have  done 
under  spinocain  and  the  purpose  of  this 
paper  is  to  add  this  number  to  the  rapidly 
growing  list  of  what  I choose  to  call  “pres- 
ent day”  spinal  anesthesias: 

Appendectomy,  20;  Cystotomy,  5;  Herni- 
otomy, 13 ; Osteomyelitis,  2 ; Hysterectomy, 
61;  Myomectomy,  4;  Cystoscopic  Examina- 
tion, 3 ; Amputation,  6 ; Exploratory,  7 ; 
Trachelorraphy,  3 ; Oophorectomy,  41 ; Pro- 
statectomy, 9 ; Dilatation  and  curettage, 
16;  Hemorrhoidectomy,  6;  Debridement, 
3 ; Enterostomy,  1 ; Perineorraphy,  6 ; Fis- 
tula curetted,  4 ; Salpingectomy,  45 ; Cho- 
lelithotomy,  2;  Cholecystectomy,  5;  Adhe- 
sions Released,  4;  Abscess  Drainage,  3; 
Caesarian  Section,  2 ; Fracture  Reduction, 

9 ; Catheterization,  1 ; Intestinal  Obstruc- 
tion, 7 ; Gastroenterostomy,  1 ; Ulcer  cu- 
retted, 1;  Lipoma,  1;  Ectopic,  4;  External 
Urethrotomy,  2 ; Gastrostomy,  1 ; Celluli- 
tic of  foot,  1 ; Gunshot  wound  of  abdomen, 
3;  Circumcision,  2;  Uterine  Suspension,  7; 
Reduction  of  Dislocation,  2;  Forcep  Deliv- 
ery, 5;  Gall  Bladder  Drainage,  2. 


As  for  indications  I will  make  the  rather 
broad  assertion  that  it  should  be  used  in 
practically  all  cases  where  inhalation  anes- 
thesia is  contraindicated,  and  where  in 
these  cases  the  site  of  operation  is  below 
the  diaphragm.  The  exceptions  to  the 
above  would  be  a patient’s  idiosyncrasy  to 
novocain,  the  meningitides,  Potts  disease, 
osteoarthritic  spondylitis,  and  a fear  on 
the  part  of  the  patient  which  cannot  be 
allayed.  I could  not  classify  neurasthenia 
or  low  blood  pressure  as  contraindications. 

It  is  very  necessary  to  have  present  at 
every  operation  an  anesthetist  who  under- 
stands fully  every  step  in  the  administra- 
tion of  this  form  of  anesthesia  and  who 
can  meet  any  emergency  which  may  arise. 
I give  all  my  anesthesias  but  have  on  hand 
my  regular  anesthetist,  who  keeps  his 
position  at  the  head  of  the  table  to  regu- 
late the  degree  of  Trendelenberg  or  Fowler 
as  the  case  might  be.  His  duty  is  also  to 
watch  for  any  unfavorable  symptoms  and 
to  keep  the  patient’s  mind  diverted.  It  is 
our  custom  to  keep  a cold  cloth  across  the 
eyes  of  the  patient  and  the  anesthetist 
usually  carries  on  a conversation  to  enter- 
tain him. 

I hope  that  I have  not  left  you  with  the 
impression  that  I am  a faddist  or  that  I 
am  an  advocate  of  spinal  anesthesia  in 
every  case.  Probably  90  percent  of  all  of 
our  abdominal  operations  are  done  under 
this  form  of  anesthesia,  but  before  any 
choice  is  made  the  patient  is  consulted  as 
to  his  preference.  If  his  condition  will,  in 
our  opinion,  permit  any  form  of  anesthe- 
sia, the  patient’s  preference  is  granted, 
but,  on  the  other  hand,  if  in  our  judgment 
an  inhalation  anesthesia  is  contraindicated 
he  is  advised  of  this  and  the  value  of 
spinal  block  is  explained.  Practically  every 
one  of  our  patients  has  expressed  his  de- 
sire for  spinal  block,  should  he  or  she 
require  another  operation,  and  it  is  noth- 
ing unusual  for  a patient  to  request  on 
admission  that  he  be  allowed  to  have  the 
operation  under  spinal.  Especially  is  this 
true  of  colored  patients. 
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I hope  the  picture  which  I will  show 
you  at  this  time  will  be  both  interesting 
and  instructive.  I wist  to  acknowledge  my 
thanks  to  Messrs.  Simms  and  Davis  of  the 
University  for  their  assistance  in  making 
the  picture  and  especially  do  I wish  to 
thank  Dr.  Pitkin  for  his  kind  letters  and 
assistance  in  securing  slides  and  other  val- 
uable data  which  he  has  secured  for  me. 
To  my  mind  Dr.  Pitkin  has  given  to  the 
profession  an  anesthetic  solution  which 
will  not  only  be  a great  help  to  the  sur- 
geons of  the  country,  but  will  be  the  means 
of  saving  many  lives,  which  might  be  lost 
from  the  effects  of  inhalation  anesthesia. 
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DISCUSSION. 

Dr.  E.  E.  Benoist  (Natchez)  : In  Natchez  I 
think  our  main  anesthesia  is  open  drip  ether.  We 
use  nitrous  oxide  and  oxygen,  also  ethlyene,  and 
amytal  has  been  used  within  the  last  few  months 
in  some  cases.  In  connection  with  spinal  anes- 
thesia, particularly  in  an  individual  who  is  nerv- 
ous and  wants  to  go  to  sleep,  you  can  get  the 
same  or  better  result  by  using  amytal  preceding 
the  spinal  anesthesia,  thus  obviating  the  use  of 
morphin.  I have  not  had  the  experience  Dr. 
Culley  has  had  with  spinal  anesthesia,  but  I would 
like  to  confirm  what  he  says.  I have  used  novo- 
cain crystals,  and  my  experience  is  that  you  get 
anesthesia  high  up,  which  is  what  is  desired. 

Dr.  Arthur  R.  Porter,  Jr.  (Memphis,  Tenn.)  : As 
Dr.  Culley  points  out,  spinal  anesthesia  is  not  a 
new  procedure.  For  the  past  twenty-five  years 
many  drugs  have  been  used  in  tbe  spinal  canal 
for  the  purpose  of  producing  anesthesia,  among 
which  are  novocain,  cocain,  strychnin,  stovain, 
apothesin,  and  many  others.  The  results  have 
varied  greatly  in  the  hands  of  different  operators 
as  well  as  with  individual  patients.  Sometimes 
there  is  failure  to  produce  anesthesia;  sometimes 
death  on  the  table  before  beginning  the  operation. 
Enthusiasm  has  flared  up  every  few  years  over 
first  one  drug  and  then  another,  lasted  a short 
time  and  then  faded  out.  The  difficulty  has  been 
to  find  some  drug  or  combination  of  drugs  which 
would  give  uniform  results  that  could  be  relied 
upon  with  some  degree  of  certainty.  Now  the 


enthusiasm  over  spinal  anesthesia  seems  to  have 
more  firm  foundation.  Dr.  Culley’s  experience 
with  spinocain  almost  parallels  ours.  Dr. 
McGehee,  Dr.  Smythe,  Dr.  Tendler  and  I have 
used  spinal  anesthesia  in  over  one  thousand  cases 
with  a great  deal  of  satisfaction,  and  have  not 
had  a single  death  which  we  attribute  to  the 
anesthetic.  Of  our  cases  a few  are  included  in 
the  following  statistics;  the  others  I am  unable  to 
get  records  on  and  give  detailed  results  on  such 
short  notice.  The  records  at  Memphis  General 
Hospital  show  that  652  patients  were  given  spinal 
anesthesia  during  1929  and  up  to  the  present  time 
this  year.  Of  this  number  there  were  25  failures; 
19  cases  had  to  be  administered  other  forms  of 
anesthesia  to  complete  the  operation;  34  patients 
complained  of  slight  pain  during  operation;  66 
patients  were  nauseated  or  vomited  during  opera- 
tion; and  three  died  on  the  table  or  immediately 
following  operation.  The  last  named  three  were 
critical  cases  and  would  probably  have  died  re- 
gardless of  the  anesthetic.  Of  this  series  42  were 
given  chemically  pure  novocain  crystals  dissolved 
in  spinal  fluid;  eleven  were  given  neocain  crystals 
dissolved  in  spinal  fluid;  and  the  balance  were 
given  spinocain. 

We  usually  give  alonal  or  barbitol  the  night 
before  and  in  the  early  morning,  and  morphin 
sulphate  hypodermically  three-quarters  of  an  hour 
preceding  operation.  Scopolamin  was  formerly 
used,  but  has  been  discontinued.  Atropin  we 
consider  unnecessary,  and  rarely  use  it  except  for 
inhalation  anesthesia.  Our  technic  is  essentially 
the  same  as  that  described  by  Dr.  Culley.  How- 
ever, we  use  a 10  c.  c.  syringe  to  make  the  injec- 
tion. The  spinocain  is  drawn  into  the  syringe,  the 
'yringe  is  attached  to  the  needle,  and  as  soon  as 
he  spinal  puncture  is  made  the  spinal  fluid  is 
drawn  into  the  syringe  to  the  6 or  8 c.  c.  mark; 
then  the  mixed  solution  is  injected  into  the  spinal 
canal,  retaining  one-half  c.  c.  in  the  syringe;  then 
one  c.  c.  is  drawn  back  into  the  syringe,  which  is 
then  emptied  into  the  spinal  canal.  The  needle 
is  withdrawn,  the  patient  placed  flat  on  his  back 
and  the  table  allowed  to  remain  level  for  five 
minutes,  then  the  head  is  lowered  to  the  fifth 
degree.  If  there  is  difficulty  in  breathing,  show- 
ing that  the  anesthetic  is  above  the  desired  level, 
the  head  is  lowered  still  further.  For  operations 
below  the  umbilicus  we  use  2 or  3 c.  c.  of  spino- 
cain, according  to  the  duration  of  time  required. 
For  operations  such  as  gall-bladder  and  stomach 
operations  we  use  3 or  4 c.  c.  We  never  raise 
the  head  above  the  level  position.  I consider  it 
very  dangerous  to  do  so,  though  on  several  occa- 
sions I have  gotten  by  with  it.  I have  seen  deaths 
on  the  operating  table  before  the  operation  was 
started  which  I attributed  to  the  fact  that  the 
patient’s  head  was  raised. 
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If  a patient  objects  to  the  use  of  spinocain  we 
never  urge  its  use.  If  the  choice  is  left  with  us 
we  generally  prefer  spinocain  unless  there  are 
some  complications.  Almost  invariably  patients 
who  are  operated  upon  a second  time  ask  for 
spina!  anesthesia,  and  we  have  a few  cases  which 
have  been  operated  upon  the  third  time  under 
spinal  anesthesia.  Several  patients  in  which  it 
failed  the  first  time  have  been  successfully  oper- 
ated upon  at  a second  operation  by  its  use.  As 
a general  rule  nurses  are  afraid  of  spinal  anesthe- 
sia, and  would  rather  have  an  inhalation  anes- 
thesia; interns,  on  the  other  hand,  prefer  spinal 
anesthesia. 

From  my  observation,  therefore,  I can  say  that 
in  my  opinion  spinocain  is  a controllable  anes- 
thetic, with  less  danger  and  fewer  objectionable 
features  than  any  drug  used  for  spinal  anesthesia; 
it  gives  complete  relaxation  of  abdominal  mus- 
cles; the  intestines  lie  flat  within  the  peritoneal 
cavity,  permitting  the  most  satisfactory  explora- 
tion with  the  least  trauma.  Failure  may  be  due 
to  several  reasons;  there  may  be  some  fault  in 
the  technic  by  which  the  solution  fails  to  reach 
the  right  place;  there  may  be  some  variation  in 
the  anatomical  structure  which  confines  the  solu- 
tion to  small  pockets  within  the  spinal  canal; 
there  may  be  an  individual  idiocyncrasy  to  novo- 
cain. We  have  found  that  patients  who  have 
had  spinocain  anesthesia  are  most  enthusiastic 
about  its  use,  particularly  if  they  had  previously 
had  another  form  af  anesthesia.  If  I were  under- 
going an  abdominal  operation  my  choice  would 
certainly  be  spinocain. 

Dr.  J.  K.  Avent  (Grenada,  Miss.) : To  me  spinal 
is  like  calomel — I like  to  give  it,  but  I would 
surely  hate  to  take  it,  unless  I had  some  compli- 
cation of  the  heart  or  kidneys;  then  I would  take 
it.  No  anesthesia  I have  ever  seen  will  give  you 
the  relaxation  spinocain  does.  It  is  the  most 
wonderful  anesthesia  we  have  today.  It  has  come 
forward  during  the  past  five  years  more  than 
ever  before.  For  Cesarean  section  there  is  noth- 
ing like  it.  You  do  not  get  as  much  hemorrhage 
as  you  do  under  general,  and  you  save  the  kid- 
neys. I believe  you  can  take  a patient  with  con- 
vulsions and  after  you  make  the  injections  they 
will  disappear.  I have  done  a Cesarean  where 
there  was  albumen  and  have  seen  it  disappear. 
You  do  have  headache  in  seven  out  of  ten  cases, 
and  it  is  sometimes  pretty  severe.  Adrenalin 
does  not  work  on  the  blocked  back,  but  it  does 
peripherally.  I say  it  is  absolutely  specific,  and 
so  far  I have  never  seen  it  fail  to  bring  the  pulse 
back.  The  formula  for  spinocain  has  strychnin 
in  it. 

Dr.  L.  D.  Dickerson  (McComb)  : Last  summer 

I was  in  Chicago  attending  clinics,  and  at  Michael 
Reese  they  used  controllable  spinal  anesthesia 


altogether  below  the  diaphragm.  I watched  the 
procedure  all  the  way  through.  They  had  a 250- 
pound  girl  on  the  table.  They  took  out  the 
appendix  and  did  a complete  hysterectomy  by  the 
usual  routine  Pitkin  procedure.  They  demon- 
strated every  step  of  the  operation.  The  girl 
did  not  complain.  She  was  on  the  table-  over 
two  hours,  and  said  she  felt  fine.  At  Augustana 
Hospital  I also  watched  the  operations,  and  they 
said  they  were  using  spinal  anesthesia  on  all 
patients  below  the  diaphragm,  and  had  no  mor- 
tality. If  they  do  not  take  it  well  another  anes- 
thesia can  be  used.  The  first  case  I had  was  my 
own  daughter,  an  acute  appendix  with  hyperten- 
sion. The  next  case  was  a colored  girl  with  a 
heart  condition,  and  she  did  not  go  to  sleep.  I 
removed  the  appendix,  both  ovaries  and  tubes. 
When  we  took  her  back  to  bed  she  asked  for 
something  to  eat.  There  are  very  few  cases  in 
which  you  get  nausea. 

Dr.  Willard  Bartlett  (St.  Louis,  Mo.)  I speak 
wholly  from  memory  and  I will  try  to  be  very 
conservative.  I am  unqualifiedly  in  favor  of 
spinal  anesthesia.  I have  used  it  for  a great 
many  years,  ever  since  it  got  over  the  hideous 
mortality  caused  by  cocain  and  some  other  drugs. 
I know  one  thing — the  adverse  comments  that  I 
have  heard  are  from  men  of  slight  experience, 
for  all  who  have  used  it  much  are  its  greatest 
protagonists.  I am  convinced  that  it  is  the  safest 
of  the  anesthesia  methods  for  risks  below  the 
diaphragm,  if  one  will  forget  the  immediate  mor- 
tality (and  I have  never  seen  anyone  die  on  the 
operating  table  from  it)  and  take  into  considera- 
tion the  general  effects  of  general  anesthesia. 
Living  as  I do  in  St.  Louis,  where  the  air  is  full 
of  carbon  and  dust,  we  see  an  enormous  amount 
of  upper  respiratory  tract  trouble,  after  inhala- 
tion anesthesia.  I have  heard  of  people  dying 
with  pneumonia  who  did  not  have  anesthesia,  but 
we  see  an  extraordinary  amount  of  pneumonia 
after  inhalation  anesthesia.  You  may  not  like 
the  idea  of  taking  it  yourself.  Your  patient  might 
refuse  it  if  they  knew  what  they  were  going  to 
get,  but  we  give  it  to  them  without  their  knowing 
what  it  is.  They  do  not  know  what  form  of 
anesthesia  they  had  after  it  is  over.  I do  not 
believe  in  talking  these  things  over  with  patients. 
I have  used  spinal  anesthesia  on  a vast  number 
of  patients,  but  I do  not  talk  about  numbers  with- 
out looking  up  my  records.  I have  seen  patients 
saw  anybody  die  directly  as  a result  of  spinal, 
die  after  various  forms  of  anesthesia,  but  I never 
saw  anybody  die  directly  as  a result  of  spinal. 
I believe  it  is  much  the  safest  thing,  if  you  will 
take  into  consideration  a lot  of  other  things,  like 
getting  the  intestines  all  over  the  table  and  the 
time  it  takes  to  sew  a patient  up,  when  you  have 
the  intestines  outside  the  body.  I am  much  in 
favor  of  it  for  abdominal  work. 


CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


A NOTE  ON  SYMPHALANGISM. 

J.  H.  MUSSER,  M.  D.f 
New  Orleans. 

Hereditary  ankylosis  of  the  proximal 
phalangeal  joints  is  by  no  means  an  un- 
usual hereditary  dystrophy  in  certain  sec- 
tions of  the  country.  W.  C.  Farabee(1)  first 
showed  that  in  the  state  of  Pennsylvania 

t(From  the  Department  of  Medicine,  Tulane 
University  of  Louisiana  and  the  Charity  Hospital, 
New  Orleans.) 


there  was  a family  in  which  there  were 
quite  a few  members  affected  with  this 
anomalous  condition  which  obey  the  Men- 
delian  laws  most  beautifully.  Harvey 
Cushing(2)  in  1916  wrote  a very  complete 
monograph  in  which  he  traced  out  the 
occurrence  of  the  anomaly  in  seven  gen- 
erations. These  individuals  lived  in  a sec- 
tion of  southwestern  Virginia.  He  found 
that  in  the  last  two  generations  there  were 
“169  children,  79  being  the  unaffected  off- 
springs of  23  parents  recorded  as  unaffect- 


Roentgenogram  showing  typical  joints  in  symphalangism.  Note  the  middle  joints  of  the 
little,  ring,  and  middle  fingers. 
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ed,  whereas  from  the  16  affected  parents 
there  were  90  children,  40  of  whom  were 
affected  and  50  unaffected.”  In  the  seventh 
generation,  of  the  71  children,  55  were  the 
offsprings  of  18  unaffected  parents,  none 
of  whom  had  the  anomaly,  but  of  the  six 
parents  of  the  sixth  generation  who  had 
16  children,  10  were  unaffected. 

The  case  that  I wish  to  report  occurred 
in  a man,  L.  T.,  who  entered  Charity  Hos- 
pital on  account  of  “jake”  paralysis,  who 
had  come  from  the  state  of  Oklahoma.  He 
knew  comparatively  little  of  his  family  ex- 
cept that  in  his  own  generation  three  of 
his  six  brothers  and  sisters  were  affected 
and  in  the  generation  that  preceded  him 
there  were  four  who  had  the  lesion  and 
his  mother  had  told  him  that  one  of  her 
own  parents  was  affected.  It  is,  of  course, 


impossible  to  secure  much  family  history 
from  a nomad  such  as  was  this  man.  His 
hands  presented  the  typical  features  of 
symphalangism.  The  extent  of  the  involve- 
ment may  be  best  appreciated  by  the  illus- 
trations taken  from  the  roentgenogram.  It 
should  be  noted  that  the  anomaly  more 
frequently  involves  the  second  phalangeal 
joints  than  the  others.  From  the  roent- 
genogram one  is  inclined  to  believe  that 
there  is  a congenital  absence  of  the  joint 
rather  than  an  ankylosis — a fusion  of  the 
two  bones. 

(1)  Inheritance  of  Digital  Malformation  in 
Man.  Papears  of  the  Peabody  Museum  of  Ameri- 
can Archaeology  and  Ethnology,  Harvard  Univer- 
sity, 3:69,  1905. 

(2)  Hereditary  Anchylosis  of  the  Proximal 
Phalangeal  Joints  (Symphalangism),  Genetics, 
1:90,  1916. 


CURRENT  PROBLEMS  OF  MEDICAL  EDU- 
CATION— The  content  and  scope  of  medical 
training  are  in  the  process  of  undergoing  signfi- 
cant  changes.  Until  recently  an  effort  has  been 
made  to  familiarize  the  student  as  far  as  time, 
energy  and  capacity  permitted  with  all  the  facts 
and  methods  in  every  field  of  medicine.  Reacting 
to  the  obvious  fact  that  no  individual  can  master 
all  phases  of  medical  knowledge,  the  various 
courses  are  being  made  introductory  in  character 
with  emphasis  on  principles,  leaving  the  training 
in  technical  methods  and  details  to  be  obtained 
later  on  in  the  course  or  to  be  provided  as  post- 
graduate training. — Rappleye,  W.  C.,  J.  A.  M.  A., 
94:916,  1930. 


“TOO  BUSY”  TO  ATTEND  MEDICAL  MEET- 
INGS— Beware  of  the  physician  who  is  “too  busy” 
to  attend  medical  meetings  especially  those  of  his 
own  county  medical  society.  All  kinds  of  excuses 
are  offered  by  some  physicians  to  “why”  they 
seldom  attend  medical  meetings,  but  the  most 
frequently  heard  is  that  they  are  “too  busy.”  The 
physician  who  is  too  busy,  that  he  does  not  have 
time  to  associate  with  his  colleagues,  had  better 
check  up  on  himself  and  find  out  what’s  wrong. 
Who  is  it  that  writes  your  medical  text  books? 
Who  is  it  that  contributes  the  important  articles 
to  current  medical  literature?  Who  is  it  that  you 


call  in  consultation  when  you  have  the  opportunity 
to  secure  the  best  medical  talent? 

If  you  will  make  inquiry,  you  will  find  that  it  is 
the  busiest  men  in  practice.  Yet  these  same  men 
are  those  who  are  constantly  attending  medical 
meetings.  You  will  find  them  at  county,  district 
and  national  meetings.  They  are  there  because 
they  feel  they  cannot  afford  not  to  attend.  They 
are  anxious  to  keep  up  with  the  progress  of  medi- 
cine and  recognize  in  medical  society  meetings  the 
easiest  way  to  accomplish  this.  One  of  the  reasons 
they  ARE  “big”  is  because  of  their  persistent 
attendance  at  medical  meetings.  Think  of  the 
scores  of  medical  meetings,  such  well  known  men 
as  Deaver,  Mayo,  Jackson,  etc.,  attend.  The  great 
Osier  was  one  of  the  most  persistent  attenders  of 
medical  meetings  and  seldom  missed  a meeting  of 
his  local  county  society. 

Doctor,  shake  yourself  and  move.  Come  on  out 
and  attend  more  meetings.  If  you  don’t  like  the 
programs,  tell  them  how  they  can  be  made  more 
attractive.  If  you  don’t  like  those  in  charge  of 
things,  get  your  crowd  organized  so  you  can  put 
in  power  those  who  will  work  harder  for  the 
society  and  who  will  put  on  programs  that  will 
appeal  to  all.  But  in  any  event,  come  out  to  the 
meetings.  Don’t  hide  yourself  under  a bushel. — 
Swanberg,  H.,  Quincy  Med.  Bull.,  Nov.,  1929. 
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THE  SOUTHERN  MEDICAL 
ASSOCIATION. 

The  Twenty-fourth  Meeting  of  the  South- 
ern Medical  Association  will  be  held  at 
Louisville,  November  eleventh  to  fourteenth. 
From  a small  and  inauspicious  start  the 
annual  meeting  of  the  Southern  Medical 
Association  has  grown  to  be  the  second 
largest  medical  convocation  in  the  United 
States.  Peculiarly  a Southern  contribution 
to  medicine,  the  clinics,  the  papers,  and  the 
scientific  discussions  are  participated  in  for 
the  most  part  by  Southern  physicians. 
The  character  of  the  scientific  work  ex- 
hibited at  the  sessions  is  such  as  to  reflect 


great  credit  on  the  Southern  doctor.  So 
worth  while  is  this  meeting  that  it  behooves 
every  medical  man  in  the  South  to  consider 
seriously  his  present  financial  status  and 
unless  great  sacrifices  are  required,  to  pack 
up  and  get  off  to  Louisville  for  a four  day 
educational  holiday. 

In  addition  to  the  excellent  scientific 
program  prepared  by  the  Committee  on 
Scientific  Business,  the  Committee  on 
Special  Entertainment  and  Social  Function 
has  never  lagged  behind  at  a Southern 
Medical  Meeting  in  providing  a varied  and 
ample  program  to  entertain  the  medical 
visitors  and  those  members  of  their  families 
that  come  with  them.  Knowing  the  reputa- 
tion of  Louisville  for  cordial  hospitality  to 
all  visitors  within  their  gates,  one  can 
anticipate  that  the  Twenty-fourth  Annual 
Session  will  equal  or  surpass  any  previous 
meeting  in  its  program  of  special  enter- 
tainments. 


BRUCELLIASIS. 

There  has  occurred  apparently  a consid- 
erable number  of  cases  of  undulant  fever  in 
Louisiana  and  Mississippi  in  the  past  year. 
For  this  reason  a recent  article  by  Simpson* 
is  timely.  He  writes  that  undulant  fever  is 
decidedly  on  the  increase  in  the  United 
States.  Either  there  are  many  more  cases 
or  else  because  of  the  recent  interest  in  the 
disease  it  is  being  generally  recognized  now 
whereas  in  the  past  the  condition  was  un- 
diagnosed. To  illustrate  the  increased 
frequency  of  the  disease  he  says  that  up 
to  1925  only  128  cases  had  been  reported 
in  the  United  States,  but  in  the  last  year, 
1929,  there  were  reported  1301  cases  to 
State  Boards  of  Health.  Every  state  in  the 
Union  had  one  or  more  cases  of  the  disease. 
Undulant  fever  may  be  caused  by  the 
Micrococcus  melitensis  of  Bruce  or  by  the 
Bacillus  abortus  of  Bang.  It  is  quite  pos- 
sible that  there  are  other  organisms  closely 
related  to  these  two  to  which  the  name 
abortus-melitensis  group  of  organisms  has 
been  applied  generally.  Because  of  the  fact 

* Simpson,  W.  M.,  Undulant  Fever  (Brucelliasis), 
Ann.  Int.  Med.,  4:238,  1930. 
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that  Bruce  first  isolated  the  melitensis  or- 
ganism, the  generic  name,  Brucella,  has 
been  adopted  for  the  several  types  of 
organisms  belonging  to  the  group,  and 
Simpson  suggests  that  it  will  be  particu- 
larly appropriate  instead  of  the  name 
undulant  fever  to  label  people  sick  with 
these  various  manifestations  of  Brucella 
infection  as  having  brucelliasis. 

In  this  country  the  disease  undoubtedly 
is  conveyed  in  the  majority  of  instances  by 
Brucella  abortus,  transmitted  to  the  human 
as  a result  of  drinking  raw  milk  or  im- 
properly unpasteurized  milk  from  cattle 
who  have  the  disease.  In  man  the  clinical 
picture  of  brucelliasis  is  reasonable  clear- 
cut.  Given  an  individual  that  is  suffering 
a continued  febrile  course  in  whom  there  are 
no  physical  signs,  the  occurrence  of  severe 
sweats  usually  in  the  early  morning  hours, 
and  the  presence  of  fever,  which  occasions 
few  subjective  expressions,  make  likely  the 
diagnosis  which  may  be  confirmed  by  proper 
agglutination  reactions.  This  general  feel- 
ing of  well  being  in  spite  of  an  elevated 
temperature  or  at  least  a lack  of  prostration 
considering  the  degree  of  fever  is  about  as 
characteristic  a feature  of  the  disease  as 
any  one  finding. 

The  disease  is  a persistently  prolonged 
and  disturbing  condition,  frequently  lasting 
many  months  and  persisting  in  the  ninety 
cases  reported  by  Simpson  for  an  average 
duration  of  four  months.  The  organism 
shows  the  same  tendency  to  invade  the 
genital  tract  of  the  human  as  it  does  the 
bovine.  Not  only  may  it  produce  abortion 
in  women,  but  in  man  causes  various  com- 
plications in  the  genital  tract. 

The  diagnosis  of  a presumed  case  of 
brucelliasis  may  be  confirmed  by  blood 
cultures  or  urine  cultures,  by  animal 
inoculations  and  skin  tests,  most  of  which 
laboratory  investigations  are  unnecessary 
in  view  of  the  fact  that  agglutinins  appear 
in  the  blood  by  the  second  week  and  persist 


a long  period  of  time.  The  most  important 
consideration  of  the  disease  at  present 
seems  to  be  its  prevention,  especially  to  be 
accentuated  is  the  absolute  necessity  for 
most  careful  technic  in  pasteurization  pro- 
cesses. After  the  disease  has  developed 
there  is  no  satisfactory  method  as  yet 
available  for  treating  the  patient. 


TO  PARISH  SECRETARIES. 

The  Secretaries  of  the  various  Parish 
Societies  of  the  Louisiana  State  Medical 
Society  are  invited  to  look  over  the  splen- 
did section  that  is  being  edited  by  Dr. 
Lippincott,  and  which  contains  so  much 
information  concerning  physicians  in  the 
State  of  Mississippi.  This  section  is  a real 
tribute  to  the  Editor,  who  has  labored  long 
and  hard  in  order  to  get  the  Secretaries  of 
the  County  Medical  Societies  of  the  State  of 
Mississippi,  as  well  as  the  members  of  the 
Mississippi  State  Medical  Association,  in- 
terested in  submitting  news  items  for 
publication  in  the  Journal.  It  is  only  by 
the  earnest  cooperation  and  help  of  these 
County  Society  Secretaries  that  Dr.  Lippin- 
cott has  been  enabled  to  get  together  so 
much,  material  for  the  Mississippi  Section 
of  the  Journal.  He  has  done  this  by  a per- 
sonal appeal  and  by  written  requests.  We 
feel  sure  that  an  equally  interesting  section 
dealing  with  the  doings,  the  actions  and  the 
activities  of  Louisiana  doctors  could  be 
prepared.  It  is  impossible  of  course  for 
an  Editor  to  get  very  much  of  the  more 
intimate  news  concerning  the  medical  men 
of  the  State,  but  if  the  Parish  Secretaries 
would  about  the  fifteenth  of  every  month  sit 
down  at  their  desks,  take  their  pens  in  hand, 
and  write  to  the  Editor  just  what  their 
Parish  Societies  are  doing,  what  the  doctors 
themselves  are  doing,  what  is  being  accom- 
plished in  the  hospitals  and  institutions  of 
their  districts,  an  interesting,  informative 
and  pleasing  section  could  be  provided  for 
the  readers  of  the  Louisiana  News  Section 
of  the  Journal. 
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VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL,  STAFF  MEETING. 

October  10,  1930. 

Abstract.  Dermoid  Cyst  of  the  Ovary. — Dr.  A. 
Street. 

Patient. — White  female,  aged  24  years,  mar- 
ried; three  living  children. 

Chief  Complaint. — Low  abdominal  pain,  dura- 
tion two  months.  There  is  some  low  back  pain. 
Appetite  poor;  no  loss  of  weight.  History  other- 
wise not  remarkable.  No  menstrual  disorder.  Ex- 
amination.— No  abnormality  aside  from  the  find- 
ings by  pelvic  examination.  The  bimanual  exami- 
nation showed  a mass  about  four  inches  in  di- 
ameter, high  in  the  pelvis,  and  to  the  right  of 
the  uterus.  The  mass  was  firm,  smooth,  irregularly 
rounded,  and  movable.  The  uterus  was  forward, 
normal  in  size  and  consistency  and  movable.  No 
other  pelvic  masses  made  out.  The  blood  count 
was  not  abnormal;  blood  Wassermann  and  Kahn 
tests,  negative.  The  urine  examination  showed 
nothing  abnormal. 

Operation. — On  August  29,  1930,  under  spinal 
anesthesia;  low  median  incision.  There  was  a 
firm  tumor  of  the  left  ovary,  with  long  pedicle 
which  passed  in  front  of  the  uterus  so  that  the 
growth  lay  on  the  right  side.  Growth  was  easily 
removed,  the  appendix  removed,  and  the  wound 
closed  without  drainage. 

Pathological  Examination.  — Ovary;  414x3% 
x2%  inches,  irregular  pear-shape,  smooth,  white 
and  pink.  Filled  with  thick,  clay  colored,  fatty 
fluid  and  colorless  gelatinous  material.  Numerous 
brown  stiff  hairs,  one  five  inches  in  length.  Wall 
mostly  thin.  Near  smaller  end  is  mass  114x%x% 
inch,  irregular,  dense,  containing  several  teeth. 

Microscopic:  Dermoid  Cyst.  Numerous  sebac- 

eous glands,  large,  some  cystic;  some  hair  folli- 
cles; considerable  fibrous  tissue,  some  hyaline; 
some  fat.  Epithelium  squamous  and  hyperplastic 
so.me  areas;  some  pearls.  In  smaller  end  are  mul- 
tiple cysts  and  a small  fibroma  with  hyaline  cap- 
sule. Some  chronic  inflammatory. 

Discussion. — Dermoids  are  dangerous  to  the  pa- 
tient because  of  possibility  of  pressure  on  ad- 
joining structures,  rupture  into  the  peritoneum, 
or  into  the  intestine,  or  bladder.  They  may  cause 
intestinal  obstruction  in  several  ways.  The  cyst 
may  become  infected  and  suppurate.  A ruptured 
cyst  may  cause  hemorrhage.  Torsion  and  gan- 
grene may  occur.  They  may  cause  dystocia;  mal- 
ignant changes  may  occur.  With  these  dangerous 
possibilities  in  mind,  it  is  at  once  evident  that 
such  tumors  should  be  removed,  and  promptly, 


after  detection.  Operation  in  neglected  cases 
may  be  very  difficult,  especially  after  rupture  has 
occurred.  I have  seen  a good  surgeon  find  it  nec- 
essary to  resect  two  segments  of  small  intestine 
in  order  to  remove  a dermoid. 


Abstract. — Malignancy  of  the  Gum. — Dr.  J.  A. 
K.  Birchett,  Jr. 

Patient. — White  female,  aged  27  years,  mar- 
ried. 

Complaint. — Slight  warty  growth  behind  upper 
left  incisor  tooth. 

History  of  Present  Complaint. — Has  noticed 
slight  roughness  of  mucus  membrane  of  gum  be- 
hind tooth  for  past  two  months  but  was  not  con- 
cerned. Did  not  know  it  was  of  any  serious 
nature  until  she  reported  to  physician  for  exami- 
nation as  she  expects  to  be  confined  in  the  next 
few  weeks.  This  examination  did  not  reveal  any 
abnormal  findings  except  for  some  erosion  behind 
the  front  teeth.  A section  of  tissue  was  secured 
for  examination.  Family  History. — One  or  two 
members  of  the  family  have  died  of  cancer  and 
father  is  suffering  with  a cancerous  growth  on 
face  at  the  present  time.  Mother  died  three 
weeks  ago  of  a thyroid  crisis  following  thyroidec- 
tomy. Past  History. — No  serious  illnesses;  no  ab- 
dominal operations.  Tonsils  removed.  No  pre- 
vious pregnancies.  Respiratory  history  negative; 
circulatory  history  negative;  digestive  history 
negative  except  for  constipation  and  for  the  first 
two  months  of  the  present  pregnancy,  much 
nausea;  has  had  no  trouble  since  then.  Has  not 
menstruated  for  eight  months;  regular  before  that 
time;  no  pain.  Physical  Examination. — Warty 
growth,  very  small,  at  gum  line  behind  upper  in- 
cisor tooth.  As  piece  was  removed  for  examina- 
tion there  was  profuse  bleeding.  Teeth  sound;  no 
pyorrhea.  No  palpable  glands  in  neck.  No  thy- 
roid enlargement.  Heart  normal;  blood  pressure 
120-80;  lungs  normal. 

Abdomen  distended  above  umbilicus  by  sym- 
metrical tumor  with  perceptible  movement  within 
— pregnancy  of  about  eight  months.  Pelvic  ex- 
am.nation  showed  uterus  soft  and  cervix  very 
soft;  no  discharge.  Skin  negative.  Blood  and 
urine  examinations  essentially  negative.  Wasser- 
mann and  Kahn  tests  negative. 

Examination  of  tissue  from  gum  showed  carci- 
noma, group  II. 

Procedure. — Patient  was  advised  to  have  imme- 
diate operation,  which  was  accepted.  Under  ether 
anesthesia,  the  upper  left  incisor  teeth  were  re- 
moved and  the  growth  thoroughly  cauterized  to  the 
alveolar  process  with  actual  cautery.  There  was 
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only  slight  reaction  from  this  procedure  and  pa- 
tient was  discharged  the  day  after  operation. 
There  was  no  discomfort  or  pain  in  the  adjacent 
teeth  and  no  gingivitis.  Patient  has  made  an  un- 
eventful recovery  and  will  soon  be  ready  for 
bridge  work  to  take  the  place  of  the  missing 
teeth. 

Comment. — The  most  important  fact  in  this 
case  was  that  here  we  have  a slight  ulcerative 
growth  of  only  six  to  eight  weeks’  duration  which 
proved  to  be  a serious  condition,  carcinoma.  If 
this  tissue  had  not  been  examined  and  this  case 
allowed  to  go  on  for  several  weeks  or  months 
longer,  there  would  probably  have  been  metastases 
or  extension  and  the  out-look  for  cure  would 
have  been  very  much  less.  As  it  is  a serious 
tragic  situation  has  been  averted  by  simple  routine 
biopsy  of  suspicious  tissue. 

Abstract. — Gout. — Dr.  L.  J.  Clark. 

Case  1. 

Patient. — White  male,  aged  72  years;  constable. 

Complaint. — Pain  in  left  great  toe,  onset  three 
weeks  ago;  later  pain  in  ankle  also.  Burning  in 
bottoms  of  feet  for  one  year.  Mucus  accumula- 
tion in  throat  at  night  chokes  him.  Bad  taste  in 
mouth.  Vague  abdominal  pain  at  times,  not  re- 
lated to  meals;  constipation.  He  lost  20  pounds 
in  weight  in  past  six  years.  Nocturia,  three  or 
four  times.  Some  headache;  some  swelling  of 
feet;  dyspnea  on  moderate  exertion;  some  nausea 
and  vomiting  for  past  two  days. 

Past  History. — Not  remarkable.  Father  died  of 
Bright’s  disease  at  age  78  years;  mother  died 
of  “heart  trouble”  at  age  77  years. 

Physical  Examination.  — Markedly  over-devel- 
oped and  over-nourished  senile  white  male,  ap- 
parently not  in  absolute  comfort.  Weight  ap- 
proximately 300  pounds;  pulse  80,  regular;  blood 
pressure  150-60.  Slight  icteric  tint  of  sclera, 
slight  opacity  of  lenses;  pupils  normal.  Poor  oral 
hygiene;  pyorrhea;  putrid  odor.  Heart  slightly 
enlarged;  rate  and  rythm  normal;  sounds  very 
indistinct.  Abdomen  pendulous,  soft,  some  ten- 
derness on  deep  pressure  over  the  left  lower 
quadrant.  Liver  edge  two  inches  below  costal 
margin;  no  fluid  demonstrated.  Some  slight  left 
costo-vertebral  tenderness.  Prostate  slightly  en- 
larged and  soft.  Slight  swelling  of  ankles  and 
feet;  no  pitting;  normal  dorsalis  pedis  pulsation; 
normal  temperature  and  sensation;  definite  scal- 
ing of  skin  on  upper  surfaces  of  feet.  Marked 
swelling,  tenderness  and  redness  of  right  tarso- 
phalangeal  joint  of  great  toe. 

Clinical  Laboratory. — Wassermann  and  Kahn 
tests  negative.  Urine:  large  trace  of  albumin; 
0.5  per  cent  sugar;  numerous  hyaline  and  finely 


granular  casts.  Prostatic  Expression;  no  pus  or 
organisms  found.  Blood:  hemoglobin  82  per  cent; 
leukocytes,  14,500;  neutrophils  70  with  31  im- 
mature forms;  no  malaria  found.  Urea  nitro- 
gen 25.9  mg.  per  100  cc.;  uric  acid  8.3  mg.  Glu- 
cose tolerance  test  did  not  show  diabetes;  suggest- 
ed hyperthyroidism. 

Fluoroscopic  examination  of  colon  showed 
marked  spasticity. 

Treatment. — Rest;  diet  low  in  purins;  free 
elimination;  colchicum.  Patient  responded  well; 
there  was  relief  of  pain  and  a marked  improve- 
ment in  general  condition  and  after  remaining 
in  the  hospital  one  week,  he  was  allowed  to  go 
home.  On  return  at  the  end  of  ten  days,  blood 
uric  acid  was  11  mg.  per  100  cc.  but  there  was 
marked  improvement  in  general  condition  and 
very  little  pain.  Increase  in  uric  acid  may  have 
been  due  to  some  indiscretion  of  diet  as  it  is 
somewhat  doubtful  whether  patient  is  following 
diet  prescribed  carefully. 

Case  2. — Patient. — White  male,  aged  48  years. 
Complaint;  swelling  and  burning  of  feet  and 
ankles;  onset  two  months  before.  Dyspnea  on 
exertion;  ten  pounds  increase  in  weight  in  the 
past  three  or  four  years.  Smokes  12  cigars  daily; 
drinks  small  amount  of  alcoholics  daily.  Had 
“rheumatism”  in  1907;  syphilis  in  1924. 

Physical  Examination. — Rather  obese;  several 
bad  teeth;  blood  pressure  135-108;  tonsils  slightly 
red.  Marked  swelling  over  antero-lateral  surfaces 
of  both  ankles;  slightly  tender.  Wassermann 
test  negative;  urea  nitrogen  23.1  mg.  per  100  cc.; 
uric  acid  6.6  mg.;  chlorides  500  mg.  Blood  and 
urine  otherwise  essentially  negative.  Prostate 
negative. 

Treatment. — Instructed  as  to  diet  and  given 
atophan.  Advised  to  have  bad  teeth  extracted. 
Patient  now  apparently  in  good  health. 

Case  3. — Patient. — White  male,  aged  49,  physi- 
cian. Came  under  observation  in  October,  1927, 
complaining  of  pain  in  joints  of  fingers  and  vari- 
ous small  joints  elsewhere,  especially  in  great  toe. 

Physical  Examination.  — Several  bad  teeth; 
pyorrhea;  blood  pressure  110-70.  Swelling  and 
extreme  tenderness  of  left  tarso-phalangeal  joints 
and  several  joints  of  hands. 

Blood  urea  24.5  mg.  per  100  cc. ; uric  acid  3.2 
mg.;  creatinine  1.4  mg.  Fluid  from  finger  joints 
showed  many  sodium  bi-urate  crystals;  no  organ- 
isms. Blood  and  urine  otherwise  negative. 

Subsequent. — This  patient  was  treated  in  the 
usual  way  for  some  time  with  some  relief  but 
with  frequent  relapses.  Blood  uric  acid  varied 
from  3.2  mg.  to  5.5  mg.  per  100  cc. 
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Abstract. — Ileo-Colitis. — Dr.  G.  C.  Jarrett. 

Patient. — White  male,  aged  23  months.  First 
seen  Sept.  1,  1930. 

Chief  Complaint. — Fever;  diarrhea;  nausea  and 
vomiting. 

Present  Illness. — When  first  seen,  this  child 
had  seemingly  been  in  excellent  health  up  to 
three  days  before.  Two  days  before  awakend 
with  fever  of  104°F.,  nauseated  and  vomiting. 
Given  enema  with  good  results  and  following 
enema  was  given  two  teaspoonfuls  of  castor  oil. 
Nausea  and  vomiting  continued.  About  noon  of 
that  day  began  to  have  frequent,  loose,  watery, 
mucus  stools  and  during  next  18  hours  had  20  or 
more  stools  of  the  same  character  but  with  much 
more  mucus.  The  next  24  hours  had  about  20 
to  25  stools,  watery,  greenish,  and  containing 
much  mucus  and  bright  fresh  blood.  Child  was 
first  seen  at  this  time.  Physical  Examination. — 
Very  toxic,  dehydrated,  apathetic,  very  acutely 
ill;  temperature  104°F.  Throat  slightly  red;  right 
ear  drum  red;  protruding  ulcerated  red  rectum. 
Father  stated  that  child  had  been  taking  milk 
obtained  from  a negro  family  in  which  the  hygienic 
conditions  were  very  poor  and  not  controlled  by  the 
local  health  officer.  Past  History. — No  illness  up  to 
present  except  for  occasional  colds.  Development 
had  been  normal.  Family  History. — Essentially 
negative;  one  other  child  in  family,  one  year  of 
age  and  breast  fed. 

Course  and  Treatment. — At  time  of  visit,  child 
was  put  on  skimmed  boiled  cow’s  milk  in  small 
quantities  at  frequent  intervals;  given  fluids  as 
water  and  orange  juice  in  small  amounts  as  de- 
sired. 

A powder  of  bismuth  subnitrate,  chalk,  and 
Dover’s  powder  was  given  every  three  hours;  tan- 
nic acid  enemas  every  three  hours;  sponge  baths 
as  indicated  for  temperature. 

The  next  day  (Sept.  2)  child  was  still  having 
frequent  loose  watery  stools  containing  blood  and 
mucus.  No  nausea  and  vomiting.  Fluids  refused. 
Child  looked  even  more  toxic  and  dehydrated;  lips 
red;  pinched  expression;  skin  was  loose  and  very 
dry.  Ulceration  on  the  right  buccal  membrane 
due  to  biting.  Child  was  admitted  to  hospital. 
Given  clysis  of  150  cc.  of  five  per  cent  glucose, 
put  on  protein  milk  formula,  given  tannic  acid 
enema  and  a powder  of  bismuth  and  chalk  with 
parigoric.  Child  vomited  only  occasionally  and 
took  formula  after  being  forced. 

Sept.  3. — Temperature  104°F. ; child  apathetic, 
toxic,  and  vomiting  occasionally;  not  taking  fluids 
in  sufficient  quantity.  Given  150  cc.  of  five  per 
cent  glucose  solution  intravenously.  Having  eight 
to  ten  loose  stools  with  mucus  and  only  occa- 
sional streaks  of  blood. 


Sept.  4. — Temperature  101°F.;  condition  great- 
ly improved;  taking  large  quantity  of  formula, 
orange  juice  and  water.  Given  150  cc.  of  five 
per  cent  glucose  by  clysis.  Ten  to  12  loose  watery 
stools  with  mucus  but  no  blood. 

Sept.  5. — Temperature  normal;  child  restless; 
did  not  sleep  well  during  night;  fretful  and  very 
irritable.  Stools  less  frequent  and  beginning  to 
be  formed  with  less  mucus  and  no  blood.  Vomiting 
and  refuses  food.  At  this  time  there  was  some 
stiffness  of  neck  but  no  pathological  reflexes. 
Although  a picture  as  just  described  is  not  unusual 
with  this  condition,  spinal  puncture  was  done  and 
examination  of  fluid  made.  Given  175  cc.  of 
whole  citrated  blood  intravenously  followed  by  a 
severe  reaction  with  twitching  of  muscles,  rigor, 
and  temperature  of  106°F.  lasting  for  one  hour. 
Tannic  acid  enemas  discontinued  but  powders  and 
paregoric  continued. 

During  the  interval  from  Sept.  5 to  Sept.  11, 
the  stools  became  more  formed,  there  was  very 
little  mucus.  Mental  condition  did  not  seem  to 
improve  and  child  was  very  irritable,  fretful  and 
tossing  about  bed  continuously;  vomited  occasion- 
ally. Stiffness  of  the  neck  had  disappeared  and 
no  pathological  reflexes  were  present.  Given  175 
cc.  of  five  per  cent  glucose  by  clysis. 

From  Sept.  11  to  Sept.  17,  child  made  a rapid 
recovery.  Nervous  and  psychic  disturbances  dis- 
appeared. On  discharge  on  Sept.  17,  child  was 
playing  and  taking  a soft  and  liquid  diet;  stools 
normal.  Since  returning  home,  child  has  gained 
six  pounds,  has  the  appearance  of  perfect  health, 
and  mother  states  that  he  eats  much  better  and  a 
greater  variety  of  foods  than  when  taken  ill. 

Clinical  Laboratory. — Sept.  2;  feces  showed 
macroscopic  blood,  few  pus  cells,  no  parasites  or 
ova;  cultures  for  typhoid  and  dysentery  negative. 
Urine;  slight  trace  of  albumin;  no  acetone;  no  pus 
or  blood.  Blood:  leukocytes,  4,600  with  26  per  cent 
polymorphonuclears;  no  malaria  found. 

Sept.  3. — Blood:  leukocytes  5,600;  lymphocytes 
40,  large  mononuclears  20,  polymorphonuclears 
40;  no  malaria  found. 

Sept.  4. — Leukocytes  13,200;  lymphocytes  18, 
large  mononuclears  2,  polymorph  neutrophils  77, 
eosinophils  2;  basophils  1 per  cent. 

Sept.  5. — Spinal  fluid;  clear  and  colorless;  cell 
count  2,  small  mononuclears;  globulin  negative; 
slight  trace  protein;  colloidal  gold  test  negative. 

Sept.  11. — Leukocytes  18,400;  lymphocytes  36, 
polymorphonuclears  64. 

Summary. — This  is  a case  of  acute  ileo-colitis, 
caused,  I believe,  by  the  ingestion  of  infected  milk, 
and  manifesting  itself  by  a severe  diarrhea,  dehy- 
dration and  intoxication,  with  marked  nervous 
symptoms  and  psychic  disturbances. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR. 

November  3 — Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  8 P.  M. 

November  10 — Orleans  Parish  Medical  Society. 
Joint  Clinical  Meeting  with  the  Charity  Hos- 
pital Staff,  Miles  Amphitheatre,  Charity 
Hospital,  8 P.  M. 

November  11 — Baptist  Hospital  Staff,  8 P.  M. 

November  12 — Touro  Infirmary  Staff,  8 P.  M. 

November  13 — N.  O.  Hospital  Council,  Charity 
Hospital,  8 P.  M. 

November  14 — French  Hospital  Staff,  8 P.  M. 

November  17 — Hotel  Dieu  Staff,  8 P.  M. 

November  18 — I.  C.  R.  R.  Hospital  Staff,  12  Noon. 

November  18 — Charity  Hospital,  Medical  Section, 
8 P.  M. 

November  19 — Charity  Hospital,  Surgical  Section, 
8 P.  M. 

November  20 — Eye,  Ear,  Nose  and  Throat  Club, 
8 P.M. 

November  24 — Orleans  Parish  Medical  Society, 
8 P.  M. 

Nominations  for  Officers  and  Election  of 
Delegates,  Louisiana  State  Medical  Society. 


During  the  months  of  July,  August  and  Septem- 
ber the  Society  was  in  vacation. 

During  October  two  meetings  of  the  Society 
were  held.  The  meeting  held  October  13  was  a 
joint  Scientific  and  Second  and  Third  Quarterly 
Executive  Meeting.  At  this  meeting  two  papers 
were  read  as  follows: 

Some  Suggestions  in  Diagnostic  Methods.  Lan- 
tern slides. 

By Dr.  Oscar  W.  Bethea 

Discussed  by  Drs.  E.  J.  Beranger  and 
Wallace  J.  Durel 

Experimental  Typhoid  Fever — With  a Considera- 
tion of  Toxins  and  Endotoxins.  Lantern 
slides. 

By Dr.  Wm.  H.  Harris 

Discussed  by  Drs.  C.  W.  Duval,  Chaille 
Jamison  and  J.  H.  Musser. 


The  reports  of  the  Secretary,  Treasurer,  Libra- 
rian and  committees  were  read  for  the  Second  and 
Third  Quarters. 

The  membership  approved  the  action  of  the 
President  in  inviting  the  American  Medical  Asso- 
ciation to  meet  in  New  Orleans  in  1932. 


At  the  meeting  of  the  Society  held  Monday, 
October  27,  the  following  papers  were  read  and 
discussed : 

Acute  Perforation  of  Peptic  Ulcers. 

By Dr.  C.  Walter  Mattingly 

Discussed  by  Dr.  Urban  Maes 
Amytal. 

By Dr.  Ansel  Caine 

Discussed  by  Dr.  P.  Graffagnino 

Avertin  as  a Basal  Anesthetic. 

By Drs.  Alton  Ochsner  and  I.  M.  Gage 


Dr.  Irving  S.  Cutter,  Dean  of  the  Medical  School 
of  Northwestern  University,  has  been  selected  to 
give  the  annual  Stanford  E.  Chaille  Memorial 
Oration  in  December.  Dr.  Cutter  was  for  some 
years  the  Professor  of  Biochemistry  and  Dean  of 
the  Medical  School  of  the  University  of  Nebraska. 
Since  1925  he  has  been  connected  with  North- 
western. 


The  furniture  for  the  new  building  has  been 
ordered  by  the  Committee.  All  of  this  furniture 
has  arrived  and  is  stored  in  crates  in  the  new 
building  until  time  for  moving.  From  the  latest 
reports  from  Dr.  Bass  we  will  likely  be  in  the  new 
building  by  December  1. 


TREASURER’S  REPORT. 


Actual  Book  Balance  8/31/30  $1,279.74 

Receipts:  $ 948.65 

$2,228.39 

Expenditures:  $ 408.26 

Actual  Book  Bal.  9/30/30  $1,820.13 
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LIBRARIAN’S  REPORT. 

During  the  vacation  months  of  July  to  Septem- 
ber, 398  books  have  been  added  to  the  Library. 
Of  these  145  were  received  by  gift,  219  by  binding, 
27  from  the  New  Orleans  Medical  and  Surgical 
Journal  and  7 by  purchase.  New  books  of  recent 
date  are  listed  herewith. 

Miss  Blanche  Lorenzen,  formerly  of  the  Branch 
Library  of  the  Tulane  Medical  Library,  has  been 
appointed  to  fill  the  position  of  Library  Assistant 
vacated  by  Miss  Billon. 

Preparations  for  moving  into  our  new  quarters 
are  in  progress,  although  the  exact  time  when  the 
move  can  be  made  is  not  as  yet  certain. 

The  Library  Committee  held  one  meeting,  at 
which  all  members  were  present.  A number  of 
our  doctors  are  preparing  papers  for  fall  meetings 
here  and  elsewhere. 


NEW  BOOKS. 

Conn.  Medical  Society — Proceedings.  1921-27,  1929. 
American  Association  of  Genito-Urinary  Sur- 
geons. Transactions.  1926. 

Valk — Errors  of  Refraction.  1927. 

Pallenger — Diseases  of  the  Nose,  Throat,  and  Ear. 
1930. 

Arvedson — Mechanical  Gymnastics  and  Massage  in 
General  Practice.  1930. 

Graham — Surgical  Diagnosis.  1930.  v.  3 & Index. 
Rolleston — Diseases  of  Liver,  Gall-bladder  and  Bile 
Duct.  1929. 

Bremer — Textbook  of  Histology.  1930. 

Balyeat — Allergic  Disease.  1930. 

Seifert — Manual  of  Physical  and  Clinical  Diag- 
nosis. 1930. 

Stephenson — Incompatibility  of  Prescriptions  and 
How  to  Avoid  It.  1929. 

Ramsay — Eye  in  General  Medicine.  1929. 
Stuart-Low — Nasal  Catarrh.  1930. 

Cowdry — Human  Biology  and  Racial  Welfare. 
1930. 

Plarris — Normal  Facts  in  Diagnosis.  1930. 

Smith — Practical  Materia  Medica.  1929. 

Keeler — Modern  Otology.  1930. 

Light — Opium  Addiction.  1929-30. 

Corner — Anatomy.  1930. 


Dawson — Beginnings  in  Medicine  — Egypt  and 
Assyria.  1930. 

Power — Medicine  in  the  British  Isles.  1930. 
Carrie — Les  syndromes  icteriques.  1930. 

Hurst — Gastric  and  Duodenal  Ulcer.  1929. 

Pack — Burns.  1930. 

Norris — Uterine  Tumors.  1930. 

Long — Selected  Readings  in  Pathology.  1929. 
Hewer — Introduction  to  Study  of  Nervous  System. 
1929. 

Geraudel — Mechanism  of  the  Heart  Beat  and  Its 
Anomalies.  1930. 

Alleman — Medical  Interpreter,  v.  12.  1929. 

McLester — Nutrition  and  Diet  in  Health  and  Dis- 
ease. 1930. 

Respectfully  submitted, 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


PERSONALS. 

Dr.  Chaille  Jamison  and  Dr.  H.  Theodore  Simon 
spoke  before  the  Lafourche  Valley  Medical  Society 
at  its  meeting  in  Houma  held  during  the  month  of 
September. 


Dr.  H.  Theodore  Simon  was  the  guest  of  the 
Tangipahoa  Parish  Medical  Society. 


The  following  doctors  from  New  Orleans  at- 
tended the  meeting  of  the  American  College  of 
Surgeons  in  Philadelphia:  Drs.  C.  Jeff  Miller, 

J.  T.  Nix,  Alton  Ochsner,  G.  J.  Taquino,  Wm.  A. 
Wagner,  C.  J.  Tyrone  and  Urban  Maes. 

Dr.  C.  Jeff  Miller  was  elected  President  of  the 
American  College  of  Surgeons. 


Dr.  Emmett  L.  Irwin  read  a paper  before  the 
Pike  County  Medical  Society  at  McComb,  Miss. 


Your  Editor  is  desirous  of  establishing  a “Per- 
sonal Column,”  and  we  would  appreciate  the 
membership  sending  in  any  facts  of  interests  to 
the  Associate  Editor. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


THE  HEALTH  OF  NEW  ORLEANS. 

For  the  past  few  weeks  New  Orleans’s  popu- 
lation has  apparently  enjoyed  excellent  health, 
and  there  has  been  during  this  time  interval  con- 
siderable reduction  in  the  death  rate  in  the  city. 
The  Department  of  Commerce,  Division  of  Vital 
Statistics,  reports  that  during  the  week  ending 
September  27  there  were  144  deaths  in  the  city, 
87  of  whom  were  white,  57  of  whom  were 
colored,  giving  a death  rate  of  16.4,  as  con- 
trasted with  the  death  rate  for  the  first  39 
weeks  of  the  year,  17.6.  During  the  week  end- 
ing October  4 the  death  rate  fell  to  15.3,  it 
being  10  less  deaths  in  the  city  than  in  the 
previous  week.  This  death  rate  as  contrasted 
with  the  corresponding  week  in  1929  is  lower, 
last  year  the  rate  being  16.8. 


DEATH  OF  GEORGE  S.  DAVIS. 

Many  of  the  older  practitioners  of  the  United 
States  knew  personally  George  S.  Davis,  to 
whom  the  house  of  Parke,  Davis  and  Company 
holds  its  corporate  name.  Mr.  Davis  died  Octo- 
ber 1,  at  the  age  of  85.  In  1871  he  established, 
with  Dr.  Duffield,  the  firm  of  Parke,  Davis  and 
Company,  and  through  his  energy,  enthusiasm, 
and  organizability  soon  made  this  well  known 
pharmaceutical  house  one  of  the  greatest  ones  in 
this  country. 


UNITED  STATES  PUBLIC  HEALTH  SERVICE. 

Past  Assistant  Surgeon  L.  W.  Tucker  has  been 
relieved  from  duty  at  the  Marine  Hospital  in  New 
Orleans  and  assigned  to  duty  in  Toronto,  Canada. 


UNITED  STATES  CIVIL  SERVICE 
COMMISSION. 

Washington,  D.  C. 

The  United  States  Civil  Service  Commission 
announces  the  following  named  open  competitive 
examinations: 

Senior  Medical  Technician  and  Medical  Tech- 
nician in  Bacteriology. 


Senior  Medical  Technician  and  Medical  Tech- 
nician in  Roentgenology. 

Applications  for  senior  medical  technicians  and 
medical  technicians  in  bacteriology  or  roentgen- 
ology must  be  on  file  with  the  U.  S.  Civil  Service 
Commission  at  Washington,  D.  C.,  not  later  than 
November  5,  1930. 

The  entrance  salary  for  senior  medical  tech- 
nician is  $2,000  a year;  and  for  medical  tech- 
nician $1,620  a year. 

These  examinations  are  to  fill  vacancies  in 
positions  of  laboratorian  and  assistant  labora- 
torian  in  the  United  States  Veterans’  Bureau. 


GOVERNMENT  HOSPITALS  IN  NEED  OF 
MEDICAL  OFFICERS,  NURSES,  AND 
SOCIAL  WORKERS. 

The  United  States  Civil  Service  Commission 
states  that  Government  hospitals  throughout  the 
country,  including  those  under  the  Veterans’ 
Bureau,  the  Public  Health  Service,  the  Indian 
Service,  and  other  branches,  are  in  need  of 
medical  officers  and  nurses  of  various  grades, 
and  that  Veterans’  Bureau  hospitals  have  vacan- 
cies in  positions  of  psychiatric  social  worker  and 
junior  social  worker. 

Full  information  regarding  examinations,  sal- 
aries, etc.,  may  be  obtained  from  the  United 
States  Civil  Service  Commission,  Washington, 
D.  C.,  or  from  the  Secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the 
post  office  or  customhouse  in  any  city. 


MEETING  OF  THE  STAFF  OF  TOURO 
INFIRMARY. 

The  regular  monthly  meeting  of  the  Medical 
Staff  at  Touro  Infirmary  was  held  Wednesday, 
October  8,  at  8:00  P.  M.  The  first  business  on 
the  program  was  the  introduction  of  the  new 
superintendent,  Dr.  B.  C.  MacLean,  to  the  Staff. 
Dr.  MacLean  spoke  for  a few  minutes  outlining 
the  plans  that  he  had  for  the  institution.  Dr. 
H.  B.  Gessner  then  reported  a case  of  medical 
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thyroid  death,  and  was  followed  by  Dr.  R.  T. 
Liles,  who  reported  a case  of  tularemia  and  on 
a patient  who  had  a fever  of  undetermined 
origin.  Dr.  A.  J.  McCloskey  discussed  a case  of 
laryngeal  foreign  body  and  mastoiditis  in  in- 
fants. A general  discussion  followed  concerning 
the  deaths  and  autopsies  that  had  occurred  since 
the  previous  meeting  of  the  Staff. 


October  6,  1930,  Professor  Charles  J.  Bloom, 
of  the  Division  of  the  Pediatrics  in  the  Graduate 
School  of  Medicine  of  the  Tulane  University  of 
Louisiana,  addressed  the  Rapides  Parish  Medical 
Society  at  Alexandria,  La.,  on  the  “Feeding 
Problems  of  Infancy  and  Childhood.” 


Dr.  J.  H.  Musser  will  speak  at  the  Missouri 
Valley  Medical  Association  October  17,  before 
the  Omaha  County  Medical  Society  October  20, 
and  the  Inter-State  Post  Graduate  Medical  As- 
sembly on  October  23  in  Minneapolis. 


Dr.  H.  W.  E.  Walther,  of  New  Orleans,  de- 
livered an  address  on  October  30,  before  the 
Georgia  Urological  Association,  in  Atlanta,  his 
subject  being  “Functional  Disorders  of  Urogeni- 
tal Origin.” 


Prof.  Wm.  A.  Wagner  of  the  Graduate  School 
of  Medicine  of  the  Tulane  University  of  Louisiana 
attended  a meeting  of  the  American  College  of 
Surgeons  held  at  Philadelphia,  Pa.,  October  11  to 
October  20,  1930. 


ALVARENGA  PRIZE 

The  College  of  Physicians  of  Philadelphia  an- 
nounces that  the  next  award  of  the  Alvarenga 
Prize,  being  the  income  for  one  year  of  the 
bequest  of  the  late  Senor  Alvarenga,  and 
amounting  to  about  Three  Hundred  Dollars,  will 
be  made  on  July  14,  1931,  provided  that  an 
essay  deemed  by  the  Committee  of  Award  to 
be  worthy  of  the  Prize  shall  have  been  offered. 

An  essay  intended  for  competition  may  be 
upon  any  subject  in  Medicine,  but  must  be  ac- 
companied by  a written  assurance  from  the 
author  that  it  has  not  appeared  previously  in 


print,  either  in  whole  or  in  part,  in  any  form, 
and  has  not  been  presented  elsewhere  in  com- 
petition for  a prize.  The  essay  should  repre- 
sent an  addition  to  the  knowledge  and  under- 
standing of  the  subject  based  either  upon  original 
or  literary  research.  It  must  be  typewritten, 
and  in  English  acceptable  for  publication  with- 
out necessity  for  editing  by  the  Committee. 
Any  illustrations  should  be  appropriate  and  cor- 
rectly annotated  with  the  text.  Essays  must  be 
received  by  the  Secretary  of  the  College  on  or 
before  May  1,  1931. 

Each  essay  must  be  sent  without  signature, 
but  must  be  plainly  marked  with  a motto  and 
be  accompanied  by  a sealed  envelope  having  on 
its  outside  the  motto  of  the  paper  and  within 
the  name  and  address  of  the  author. 

It  is  a condition  of  competition  that  the  suc- 
cessfull  essay  or  a copy  of  it  shall  remain  in 
possession  of  the  College;  and  that  it  may  be 
published  by  the  author  with  the  consent  of  the 
College;  other  essays  will  be  returned  upon  ap- 
plication within  three  months  after  the  award. 

The  Alvarenga  Prize  for  1930  has  been 
awarded  to  Dr.  Henry  A.  Harris,  London,  Eng- 
land, for  his  Essay  entitled: 

“Cod  Liver  Oil  and  the  Vitamines  in  Relation 
to  Bone  Growth  and  Rickets.” 

JOHN  H.  GIRVIN,  Secretary, 

19  South  22d  Street,  Philadelphia,  Pa.,  U.S.A. 


The  Bi-Parish  Medical  Society  met  with  Dr. 
Glen  J.  Smith  and  staff  in  the  East  Louisiana 
State  Hospital.  Dr.  L.  F.  Louis  of  Baton  Rouge 
read  an  instructive  and  interesting  paper  on 
Throat  Abscesses. 

Dr.  E.  L.  Irwin  of  New  Orleans  read  an  excel- 
lent paper  on  Acidosis. 

The  usual  banquest  was  in  the  dining  room  of 
the  Institution. 

Dr.  Irwin  was  elected  as  an  Honorary  Member 
of  our  society. 

Our  next  meeting  will  be  in  Clinton,  December 
3,  7 :30  p.  m.  Banquet  in  Rist  Hotel. 

GLEN  J.  SMITH,  Pres. 

E.  M.  TOLER,  Secty. 
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PARISH  MEDICAL  SOCIETY  ENTERTAINS 
DISTRICT  MEDICAL  SOCIETY. 

Members  of  the  St.  Tammany  parish  Medical 
Society  were  hosts  to  the  Sixth  District  Society 
in  convention  in  Covington  Thursday,  and  justly 
do  they  feel  proud  of  the  high-class  manner  in 
which  the  convention  was  conducted.  Every  one 
of  the  visiting  doctors  took  it  upon  themselves 
to  express  their  appreciation  for  the  splendid 
arrangements  made  for  their  comfort  and 
pleasure  and  for  the  spendid  program  outlined 
for  the  occasion. 

The  business  session  of  the  society  was  held 
at  the  Majestic  Theatre  where  they  convened  at 
10  o’clock  and  remained  in  session  until  1 p.m. 
The  program  started  with  invocation  by  Rev.  D. 
A.  McNeil,  followed  by  official  welcome  to  the 
visitors  from  Mayor  Charles  H.  Sheffield,  after 
which  routine  business  of  the  society  was  trans- 
acted. Dr.  Tom  Spec  Jones,  of  Baton  Rouge, 
president,  presided,  and  Dr.  W.  K.  Irwin,  sec- 
retary, was  at  his  post  to  record  the  proceed- 
ings of  the  meeting. 

Mayor  Sheffield  and  Rev.  McNeil  were  honored 
by  the  doctors  by  being  elected  honorary  mem- 
bers of  their  medical  society. 

The  absence  of  Dr.  H.  D.  Bulloch,  one  of  the 
most  active  members  of  the  society,  was  ex- 
plained, he  having  been  called  away  to  hold  an 
inquest.  Dr.  F.  F.  Young  was  also  unable  to 
attend  on  account  of  professional  duties,  and 
he  so  notified  the  society. 

Baton  Rouge  was  selected  for  the  next  spring 
meeting,  and  Jackson,  La.,  designated  as  the 
place  of  meeting  next  fall. 

The  scientific  program  of  the  society  was  made 
up  of  three  members  of  the  profession,  Dr.  E. 
E.  Laferty  of  Bogalusa,  Dr.  Chaille  Jamison  of 
New  Orleans,  and  Dr.  Herman  B.  Gessner  of 
New  Orleans.  Dr.  Lafferty  prepared  an  elabo- 
rate paper  on  “Fracture  of  the  Elbow  in  Chil- 
dren.” His  discussion  of  the  subject  showed  a 
most  careful  study  and  he  brought  out  many  new 
points  which  were  new  to  most  of  the  doctors 
and  from  which  they  will  no  doubt  profit.  Dr. 
Jamison’s  subject  was  “Pneumonia.”  His  lec- 
ture was  illustrated  with  stereopticon  pictures 


and  the  discussion  was  entered  into  by  Drs. 
W.  K.  Irwin,  Gessner,  Lea  and  others.  A most 
interesting  address  by  Dr.  Herman  B.  Gessner, 
president  of  the  state  organization,  held  the 
marked  attention  of  the  convention.  He  chose 
as  his  subject,  “Something  Is  Wrong  With  the 
Practice  of  Medicine.  What  Is  It?”  This 
learned  doctor  handled  his  subject  in  a masterly 
manner  and  brought  to  the  attention  of  the 
members  some  of  their  shortcomings  as  well  as 
some  of  the  very  marked  advances  in  the  prac- 
tice of  medicine.  Dr.  Lafferty  and  several  others 
entered  into  the  discussion  and  brought  out  a 
number  of  interesting  and  instructive  points. 

During  the  business  session  a committee  of 
ladies  composed  of  Mrs.  Lawrence  R.  Young, 
Mrs.  H.  E.  Gautreaux  and  Mrs.  L.  Roland  Young, 
took  charge  of  the  visiting  ladies  and  entertained 
them  with  auto  rides  and  bridge  games.  The 
visiting  ladies  were  Mrs.  McCaa  of  Baton  Rouge, 
Mrs.  B.  O.  LeBlanc  of  St.  Gabriel,  Mrs.  W.  R. 
Buffington  of  New  Orleans,  and  Mrs.  E.  M.  Ro- 
barbs  and  daughter  of  Jackson,  La. 

At  the  conclusion  of  business  the  doctors  ad- 
journed to  the  Southern  Hotel  dining-room  where 
they  heard  an  address  by  Hon.  Lewis  L.  Morgan. 
A delightful  luncheon  was  served  the  members 
and  a few  invited  guests,  comprised  of  the  above- 
named  ladies  and  L.  L.  Morgan,  Mayor  Sheffield, 
C.  E.  Schonberg,  Rev.  McNeil  and  H.  K.  Good- 
wyn,  and  the  following  doctors:  M.  0.  Becnel, 

New  Roads;  B.  O.  LeBlanc,  St.  Gabriel;  J.  W. 
Lee,  Jackson;  Lester  J.  Williams,  Tom  Spec 
Jones,  W.  Kernen  Irwin,  Baton  Rouge;  F.  R. 
Singleton,  Slidell;  G.  McStewart,  Covington;  E. 
E.  Lafferty,  Bogalusa;  W.  R.  Buffington,  New 
Orleans;  U.  S.  Hargrove,  Baton  Rouge;  A.  G. 
Maylie,  Mandeville;  John  K.  Griffin,  Slidell; 
Laurence  R.  Young,  Mandeville;  W.  L.  Steven- 
son, Covington;  R.  B.  Paine,  Mandeville;  J.  H. 
McCaa,  Baton  Rouge;  D.  C.  Brumfield,  Darrow; 
T.  H.  Hanson,  H.  A.  Folse,  Donaldsonville ; W. 
H.  Hebert,  F.  F.  Young,  Covington;  Glenn  J. 
Smith,  Jackson;  Chaille  Jamison,  New  Orleans; 
E.  M.  Robarbs,  Jackson;  J.  H.  Slaughter,  Bo- 
galusa; R.  M.  G.  Carruth,  New  Roads;  Hermann 
B.  Gessner,  Emmett  Irwin,  New  Orleans;  Row- 
land Young,  H.  E.  Gautreaux,  H.  D.  Bulloch. 
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INVITATION. 

Through  their  Secretary,  Dr.  Leon  S.  Lippin- 
cott,  the  Issaquena-Sharkey-Warren  Counties 
Medical  Society  of  Mississippi  invites  the  mem- 
bership of  the  Louisiana  Society  to  attend  their 
joint  meeting  with  the  Fifth  District  Medical 
Society  of  Louisiana,  to  be  held  at  Vicksburg, 
December  9,  1930. 

Arrangements  have  been  made  for  a large 
meeting,  and  the  program  includes  such  speak- 
ers as  Dr.  James  G.  Carr,  Professor  of  Med- 
icine  at  Northwestern  University,  and  Dr.  Virgil 
S.  Counseller  of  the  Mayo  Clinic.  It  is  hoped 
that  many  will  avail  themselves  of  the  opportu- 
nity to  attend  this  meeting. 


JOURNAL  COPIES. 

The  office  of  the  New  Orleans  Medical  and 
Surgical  Journal  is  anxious  to  secure  copies  of 
the  September,  October  and  November,  1929 
issues  to  replenish  the  supply  of  these  issues  in 
their  files.  Anyone  having  these  issues  will 
greatly  assist  the  Journal  by  calling  the  office, 
RAymond  6361. 


SOUTHERN  MEDICAL  ASSOCIATION 
MEETING. 

The  meeting  of  the  Southern  Medical  Asso- 
ciation is  to  be  held  in  Louisville,  Kentucky, 
November  11  to  14,  1930.  The  Louisville  and 
Nashville  Railroad  is  offering  special  service  from 
New  Orleans  to  Louisville  on  two  trains,  the 
Pan  American  and  the  New  Orleans  Limited. 
Two  sets  of  reduced  round  trip  fares  have  been 
authorized,  one  being  $41.82,  with  a final  re- 
turn limit  of  November  20,  and  the  other  of 
$44.62,  with  a return  limit  of  thirty  days  from 
the  date  of  sale.  Pullman  fares  are  of  course 
not  included  in  this  rate.  The  office  of  the 
road  will  be  glad  to  furnish  any  other  addi- 
tional information. 


FRENCH  HOSPITAL. 

The  regular  meeting  of  the  French  Hospital 
Staff  was  called  to  order  on  Friday,  Septem- 
ber 26,  1930,  at  8:00  P.  M.,  Dr.  M.  J.  Lyons  pre- 
siding. The  minutes  of  the  last  meeting  were  read 
and  approved.  Those  present  were  Drs.  J.  N.  Ane, 
J.  J.  Baron,  M.  Campagna,  L.  L.  Cazenavette, 
F.  J.  Chalaron,  J.  Daboval,  F.  Gallo,  P.  Graffag- 
nino,  E.  N.  Haller,  W.  Harris,  F.  J.  Hartley,  T.  A. 
Jung,  W.  Lurie,  M.  J.  Lyons,  E.  McCormac,  F.  A. 
Overbay,  M.  L.  Stadiem,  L.  M.  Thomason,  and 
E.  L.  Zander. 

Dr.  E.  L.  Zander  gave  the  reports  of  discharges 
and  deaths  for  the  month  of  August,  1930. 
Dr.  Zander  presented  a case  of  “Tuberculous 
Menengitis”  and  Dr.  Stadiem  a case  of  “Hemor- 
rhoids.” Both  of  these  deaths  were  discussed  by 
the  floor. 

Dr.  M.  Campagna  then  gave  a very  interesting 
talk  on  the  “Treatment  of  Pneumonia.”  Dr. 
Campagna  confined  his  paper  to  the  treatment  of 
pneumonia  by  the  anti-pneumococcic  serum.  He 
pointed  out  that  only  8 per  cent  of  fifty  pneumonic 
patients  died  when  treated  with  serum;  whereas 
28  per  cent  of  fifty  patients  died  when  not  treated 
with  serum.  The  serum,  he  said,  is  injected  in- 
travenously and  quite  slowly.  The  results  are  that 
it  is  followed  by  a drop  in  temperature,  the  dis- 
appearance within  the  hour  of  toxic  symptoms ; the 
patient  is  in  the  hospital  four  to  eight  days  less 
when  treated  with  serum  than  otherwise  and  has 
a beautiful  convalescence. 

Dr.  Zander  next  read  a letter  from  Dr.  Dudley 
Stewart  asking  for  election  to  the  Orthopedic 
service  of  the  French  Hospital  Staff.  The  appli- 
cation was  accepted  by  the  Staff  and  referred  to 
the  Board  for  its  approval. 

Dr.  M.  J.  Lyons  asked  that  Staff  members  dis- 
cuss at  meeting  any  interesting  cases  occurring  on 
their  service.  There  being  no  further  business  the 
meeting  adjourned. 

EDWARD  L.  ZANDER,  M.  D., 

Secretary. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

L.  S.  Lippincott,  Editor 

H.  L.  Rush,  Associate  Editor  D.  W.  Jones,  Associate  Editor 


FROM  OUR  PRESIDENT. 

MORE  MEMBERSHIP. 

As  the  end  of  the  year  approaches  we  should 
begin  to  size  up  the  situation,  to  try  to  visualize 
the  task  that  confronts  us  for  1931.  Probably 
no  State  Association  has  ever  reached  the  goal 
of  100  per  cent  membership  and  yet  it  is  en- 
tirely possible,  as  is  evidenced  by  the  fact  that 
several  of  our  counties  have  reached  that  mark. 
It  is  simply  a question  of  making  the  matter 
sufficiently  attractive,  so  that  everyone  will 
find  it  to  his  advantage  to  join. 

We  have  never  really  emphasized  the  advan- 
tages of  membership.  Quite  generally  the  non- 
member is  merely  told  that  he  “ought  to  join,” 
“that  it  is  his  duty  to  support  organized  med- 
icine,” and  no  mention  is  made  of  the  fact  that 
the  three  tangible  assets  of  membership  in  the 
Association — the  defense  feature,  the  Journal, 
and  the  services  of  the  insurance  bureau — are 
worth  more,  in  dollars,  than  he  can  get  any- 
where else  for  the  amount  of  dues  they  will 
cost  him.  If  these  things  are  fully  explained, 
it  will  be  the  means  of  converting  quite  a num- 
ber of  non-members.  The  elderly  man,  especi- 
ally, will  find  the  insurance  bureau  a source  of 
great  satisfaction. 

The  County  Secretaries  will  find  these  argu- 
ments of  considerable  service  in  getting  in  the 
membership,  and  where  their  individual  appeal 
fails,  should  not  hesitate  to  call  to  their  assis- 
tance the  other  county  officers  and  the  coun- 
cilors. In  addition  to  this,  the  county  societies 
are  urged  to  call  on  the  officers  of  the  Associa- 
tion whenever  they  feel  the  need  of  them.  By 
agreement,  Dr.  Patterson  of  Rosedale  will  be 
available  in  the  first,  second  and  fifth  councilor 
districts; 'Dr.  Hoyle  of  Meridian  in  the  third, 
fourth  and  sixth;  Dr.  Polk  of  Purvis  in  the  sev- 
enth, eighth  and  ninth.  These  gentlemen,  the 
Vice-Presidents,  are  in  charge  of  the  work  of 
organization,  in  which  they  have  been  given  the 
full  powers  of  the  President.  This  is  pioneer 
work  for  Vice-Presidents  in  our  Association  and 
it  is  hoped  that  the  county  societies  will  ap- 
preciate their  enterprise  and  show  it  by  calling 
on  them  freely  and  giving  them  plenty  of  work 
to  do. 

If  there  is  anything  shown  by  the  survey  we 
have  just  made  it  is  that,  with  few  exceptions, 
we  have  been  resting  on  our  oars  in  the  matter 
of  membership.  For  a number  of  years  we 
have  averaged  slightly  less  than  1000  members. 


There  are  some  1450  eligible  physicians  in  the 
State.  If  we  would  only  half  try,  we  could 
get  ninety  per  cent  of  them — 1300.  The  failure 
lies  for  the  most  part  in  the  fact  that  we  leave 
the  matter  too  much  to  one  man — the  society 
secretary.  One  man  cannot  possibly  do  justice 
to  the  job  in  a society  scattered  over  several 
counties.  If  the  larger  group  societies  are  to 
continue,  they  must  put  other  men  to  help  the 
secretary — and  they  must  be  i;eal  workers,  not 
just  a lot  of  names  on  paper.  They  should  be 
selected  carefully,  told  just  exactly  what  they 
are  to  do  and  made  to  report  at  every  meeting. 
The  secretary  should  analyze  the  lists  and  make 
his  assistants  show  reasons  why  each  and  every 
eligible  non-member  in  the  jurisdiction  of  the 
society  has  not  joined.  Only  recently  I have  had 
had  occasion  to  watch  this  matter  in  one  of  the 
larger  societies.  It  has  a “membership  commit- 
tee.” but  that  committee  has  made  no  report  for 
three  months.  It  is  not  surprising  that  this  so- 
ciety is  below  the  average  in  percentage  of  mem- 
bership. 

There  is  an  old  eastern  provei’b  to  the  effect 
that  “a  shut  mouth  catcheth  no  flies” — but 
neither  does  it  catch  members,  and  that  is  what 
is  most  needed  just  now. 

E.  F.  HOWARD. 


EAST  MISSISSIPPI  FOUR  COUNTY  SOCIETY. 

“At  9 P.  M.,  October  1,  Dr.  Leslie  V.  Rush  and 
Miss  Katherine  Brooks  were  married  at  the  Cen- 
tral Methodist  Church  of  Meridian.  This  was  a 
very  beautiful  wedding,  and  our  heartiest  con- 
gratulations go  out  to  this  young  couple. 

“The  East  Mississippi  Four  County  Society  met 
at  the  Elks  Club,  Meridian,  on  Thursday,  October 
9.  Dr.  T.  L.  Bennett  read  a most  excellent  paper 
on  syphilis.  This  paper  was  freely  discussed  by 
all  those  present.  Dr.  Kemp  of  the  staff  of  the 
Mississippi  Sanatorium,  read  a very  delightful 
paper  on  tuberculosis.  This  paper  was  enjoyed  by 
all  the  members  present,  and  was  very  beneficial. 
A free  and  full  discussion  was  had.  Dr.  Felix  J. 
Underwood,  the  Executive  Officer  of  the  Missis- 
sippi State  Board  of  Health,  was  present,  and  he 
discussed  the  awful  death  rate  among  the  doctors 
in  Mississippi  during  the  past  nine  months.  There 
have  been  43  deaths,  and  over  50  per  cent  were 
less  than  55  years  of  age,  and  48  per  cent  died 
with  either  acute  heart  attacks  or  cardio-renal 
disease.  This  gives  us  something  to  think  about, 
especially  those  of  us  who  are  going  into  the 


Mississippi  State  Medical  Association 


339 


fifties.  We  all  need  more  rest,  relaxation,  and 
less  responsibilities. 

“I  have  been  over  the  state  considerably  dur- 
ing the  past  six  months,  and  it  makes  my  heart 
ache  to  see  the  men  breaking  as  they  are  now 
breaking.  Why  can’t  they  take  the  same  advice 
that  they  give  their  patients? 

“It  was  the  writer’s  very  great  pleasure  to  rep- 
resent the  president  of  the  Mississippi  State  Medi- 
cal Association  at  the  meeting  of  the  Winona 
Medical  Society  on  Tuesday,  October  7,  at  Durant. 
These  gentlemen  had  a most  excellent  program, 
and  every  man  on  the  program  was  there  with  his 
paper. 

“After  the  scientific  program  was  disposed  of, 
the  ladies  of  the  Twentieth  Century  Club  of  this 
little  city  were  the  guests  of  this  meeting,  and 
they  listened  very  intently  to  the  paper  of  the 
writer  on  ‘Organized  Medicine,’  and  to  the  paper 
of  Dr.  Felix  J.  Underwood  on  ‘Public  Health 
Work.’  If  every  town  in  the  state  had  such 
active  women  in  public  health  matters,  our  health 
programs  would  go  over  without  any  question,  and 
our  death  rate  from  preventable  diseases  would 
be  practically  nil.  These  good  women  have  taken 
the  most  advanced  step  and  have  had  a Wasser- 
mann  test  made  on  every  cook  in  this  town,  and 
those  who  were  infected  were  treated,  and  today 
in  the  town  of  Durant  there  is  not  a cook  who 
shows  a positive  Wassermann  test.  This  is  great 
work  and  I hope  it  will  not  be  long  before  every 
city  and  town  in  the  state  takes  up  this  work.  I 
am  especially  grateful  to  the  doctors  of  this 
society  for  the  many  courtesies  shown  me  at  this 
meeting. 

“With  the  exception  of  Attala  County,  this 
Society  is  going  over  big.  Dr.  J.  0.  Ringold,  the 
president,  is  very  active  and  very  energetic,  and 
he  promised  a 100  per  cent  membership  in  the 
next  few  months.  He  has  an  able  assistant  in 
Dr.  E.  W.  Holmes,  the  secretary.  We  feel  that  if 
the  Attala  County  doctors  will  become  a little 
more  active,  this  will  be  one  of  the  best  societies 
in  the  state. 

“Before  this  leaves  your  hands,  I am  sure  that 
the  death  of  Dr.  S.  H.  Hairston  will  be  chronicled. 
I have  just  left  the  hospital  and  he  is  practically 
pulseless,  cold,  clammy,  and  blue.  It  seems  that 
it  is  only  a matter  of  hours.  Hairston  is  a won- 
derful fellow,  very  progressive,  and  one  that  will 
be  missed.  He  has  fought  a good  fight  for  eight 
long  months,  but  it  seems  that  with  this  wonderful 
fight,  and  with  all  the  medical  attention  that  he 
has  had,  nothing  has  been  of  any  benefit.  As  he 
stated  to  his  wife  a few  days  ago  when  she  asked 
him  if  he  wanted  any  one  else  to  see  him,  he 
calmly  remarked  that  the  damage  had  already 


been  done,  and  nothing  would  help  him.  He  will 
be  sadly  missed  by  his  colleagues  and  the  public 
in  general. 

“Dr.  T.  G.  Cleveland  is  still  resting  after  his 
heart  attack  of  a few  months  ago. 

“I  am  perfectly  willing  to  accept  the  honor 
which  one  of  the  high  officers  conferred  on  me  in 
the  October  issue  of  the  Journal  if  the  doctors  of 
the  state  will  give  me  enough  to  do  in  their  birth 
activities.  I do  not  want  a position  of  this  kind 
unless  there  is  something  to  keep  up  with.” 

I.  W.  COOPER. 


Dr.  and  Mrs.  Phillip  Beekman  have  returned 
from  a two  months’  vacation  spent  in  Atlantic 
City.  Dr.  Beekman  was  ill  most  of  the  time,  but 
is  now  convalescent  and  will  soon  be  in  his  office 
again. 


WINONA  DISTRICT  MEDICAL  SOCIETY. 

Dr.  E.  W.  Holmes,  secretary,  reports  that  the 
Winona  District  Medical  Society  met  at  Durant 
on  Tuesday,  October  7,  at  1:30  P.  M.  The  scien- 
tific program  included  the  following: 

1.  Common  Eye  Trouble. — Dr.  B.  S.  Guyton, 
Oxford. 

Discussion  opened  by  Drs.  R.  A.  Clanton  and 
E.  C.  Elmore. 

2.  Pyelitis. — Dr.  G.  Y.  Gillespie,  Jr.,  Green- 
wood. 

Discussion  opened  by  Drs.  S.  S.  Caruthers  and 
T.  J.  Brown. 

3.  Organized  Medicine. — Dr.  I.  W.  Cooper, 
Meridian. 

4.  Surgical  Emergencies. — Dr.  R.  M.  Stephen- 
son, Lexington. 

Discussion  opened  by  Drs.  J.  K.  Avent  and  T. 
W.  Holmes. 


JACKSON  COUNTY. 

“Nothing  has  happened  in  society  work  in 
Jackson  County  since  June.  At  that  time  we  had 
a good  meeting  with  Dr.  Toulman  Gaines  of 
Mobile  making  a most  practical  and  beneficial  talk 
on  ‘Skin  Troubles  That  Worry  the  General  Prac- 
tioner.’  We  expect  the  December  meeting  to  be 
better  than  we  have  been  having. 

“I' hear  that  Dr.  S.  B.  Mcllwain  will  do  post- 
graduate work  in  Memphis  soon. 
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“The  new  Jackson  County  hospital  will  be  fin- 
ished at  an  early  date  and  will  be  ready  for 
patients  by  November  15. 

“No  doctor  has  been  sick,  died,  moved,  got  mar- 
ried nor  had  a baby.  Some  of  them  may  be  get- 
ting rich,  but  if  they  are  they  keep  it  hidden.” 

J.  N.  RAPE, 
Secretary. 


CRAWFORD  CLINIC. 

SOUTH  MISSISSIPPI  INFIRMARY. 

On  October  15,  Miss  Charlotte  Lewis,  formerly 
assistant  to  Mrs.  Korngold,  Directress  of  Nurses 
at  Touro  Infirmary,  New  Orleans,  assumed  her 
duties  as  Directress  of  Nurses  at  the  Crawford 
Clinic,  South  Mississippi  Infirmary,  Hattiesburg. 
Miss  Lewis  is  a Vanderbilt  University  and  a Van- 
derbilt Hospital  graduate.  She  comes  to  the 
Crawford  Clinic  with  enviable  record. 

Dr.  H.  G.  Cook  joined  the  staff  of  the  Craw- 
ford Clinic  on  July  1.  Dr.  Cook  is  doing  general 
medicine  and  is  attached  to  the  resident  staff  of 
the  hospital. 

Mr.  Hamilton  Crawford,  Superintendent  of  the 
South  Mississippi  Infirmary,  presented  three 
papers  before  the  recent  meeting  of  the  American 
Hospital  Association,  one  on  the  “Problem  of  the 
Patient  of  Moderate  Means,”  another,  “Flat 
Rates,”  and  the  other,  “Some  Special  Problems  of 
Southern  Hospitals.” 


DELTA  MEDICAL  SOCIETY. 

Dr.  C.  W.  Patterson,  Rosedale,  Vice-President 
of  the  Mississippi  State  Medical  Association,  writes 
as  follows: 

“I  am  mailing  you  a program  of  the  meeting  of 
the  Delta  Medical  Society  held  at  Belzoni,  Octo- 
ber 8,  where  we  were  entertained  very  royally 
after  a very  scientific  program.  Dr.  E.  R.  Nobles, 
Rosedale,  was  elected  President  for  the  coming 
year. 

“I  turned  in  one  application  of  a non-member 
and  collected  from  two  past  members  who  had 
failed  to  pay  up,  and  they  were  re-instaded. 

“After  an  appeal  to  the  members  for  their  sup- 
port and  assistance  in  the  drive  for  membership 
I had  some  very  encouraging  promises  and  believe 
that  every  one  had  the  spirit  in  them  from  the 
manner  in  which  those  promises  were  given. 

“The  doctors  in  Bolivar  County  are  complaining 
of  the  slowness  in  which  the  Top  Crop  is  being 


harvested,  and  we  are  beginning  to  fear  it  is 
being  used  to  pay  the  picking  of  the  bottom.  Of 
course,  you  know  the  top  crop  belongs  to  the 
doctor. 

“Dr.  C.  C.  Parnell,  Pace,  Miss.,  was  the  new 
member.  Drs.  E.  R.  McLain  and  J.  P.  Wiggins, 
Cleveland,  were  re-instated. 

“Guests  at  the  meeting  included  Drs.  John 
Darrington,  Yazoo  City;  W.  H.  Scudder,  Mayers- 
ville,  and  A.  W.  Rhyne,  Coahoma.” 


Dr.  T.  B.  Lewis,  Greenville,  President  of  the 
Delta  Medical  Society,  furnishes  the  following: 

“The  Delta  Medical  Society  held  its  last  semi- 
annual meeting  at  Belzoni,  October  8,  at  2 P.  M. 

“For  some  reason,  most  all  of  the  essayists 
dwelt  heavily  on  more  careful  and  painstaking 
study  of  our  cases  before  our  diagnosis  are  made, 
at  least  suggesting  that  the  improper  diagnosis  in 
an  alarming  number  of  cases  was  due  not  to 
vagueness  of  conditions  existing,  but  to  the  very 
unscientific  manner  in  which  many  examinations 
are  conducted.  They  laid  special  stress  on  careful 
history  taking  and  laboratory  study,  and  brought 
out  the  fact  also  that  laboratory  findings  would 
not  always  do  to  follow  when  clinical  symptoms 
pointed  differently.  A liberal  discussion  empha- 
sized all  of  these  points  and  agreed  that  the  sub- 
ject was  very  timely. 

“Dr.  F.  H.  Hagaman,  Jackson,  gave  us  a splen- 
did paper  with  roentgen-ray  demonstrations  of 
various  fractures  of  the  humerus,  explaining  the 
different  forms  of  reduction  and  means  of  dress- 
ings. 

“Dr.  John  Darrington,  Yazoo  City,  was  a vis- 
itor and  joined  in  the  discussion  in  his  usual  in- 
telligent and  jovial  manner. 

“The  scientific  program  follows: 

“1.  The  Religion  of  Truth. — Dr.  J.  N.  Mecklin, 
Louise. 

“2.  Dagnostic  Problems. — Dr.  G.  W.  Eubanks, 
Greenville. 

“3.  Diagnosis  in  Rural  Practice. — Dr.  L.  H. 
Hightower,  Itta  Bena. 

“4.  Chronic  Appendicitis. — Dr.  E.  R.  Noble, 
Rosedale. 

“5.  Fractures  of  the  Lower  End  of  the  Hu- 
merus.— Dr.  F.  H.  Hagaman,  Jackson. 

“At  this  meeting  Cleveland  was  selected  for 
the  next  meeting  place,  and  the  following  officers 
were  elected  for  the  ensing  year:  President,  Dr.  E. 
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R.  Noble,  Rosedale;  Vice-Presidents,  for  Bolivar 
County,  Dr.  Wiggins,  Cleveland;  for  Sunflower 
County,  Dr.  J.  W.  Kent,  Indianola;  for  Washing- 
ton County,  Dr.  F.  M.  Acree,  Greenville;  for 
Leflore  County,  Dr.  George  Baskerville,  Green- 
wood; for  Humphrey  County,  Dr.  Banley,  Isola; 
Secretary,  Dr.  R.  C.  Finlay,  Greenville;  delegates 
to  the  meeting  of  the  State  Medical  Association, 
Dr.  G.  Y.  Gillespie,  Jr.,  Greenwood;  Dr.  J.  G. 
Archer,  Greenville;  Dr.  U.  S.  Wasson,  Moorhead; 
Dr.  G.  McM.  Barnes,  Belzoni;  Dr.  J.  D.  Simmons, 
Gunnison. 

“After  an  excellent  musical  program,  a splendid 
banquet  was  served  at  the  Woman’s  Club  with 
Hon.  R.  H.  Nason  as  toastmaster.” 


“Dr.  R.  E.  Wilson,  Greenville,  attended  the  meet- 
ing of  the  Central  Pediatric  Society  at  Memphis. 

“Dr.  A.  G.  Payne,  Greenville,  attended  the  recent 
meeting  of  the  American  College  of  Surgeons  at 
Philadelphia. 

“A  special  effort  is  being  made  at  our  meetings 
to  enlist  all  eligible  men  possible  in  the  State 
Association.” 


BUREAU  OF  COMMUNICABLE  DISEASES. 

The  report  of  the  Bureau  of  Communicable 
Diseases  of  the  Mississippi  State  Board  of  Health 
for  the  month  of  August  shows  161  cases  of  typhoid 
fever,  61  cases  of  diphtheria,  and  nine  cases  of 
small-pox.  ALL  PREVENTABLE  DISEASES! 


WARREN  COUNTY  HEALTH  DEPARTMENT. 

Dr.  F.  Michael  Smith,  Director  of  the  Warren 
County  Health  Dpartment  is  in  receipt  of  a report 
from  the  United  States  Public  Health  Service  on 
the  progress  and  benefits  that  have  come  to  the 
people  as  a whole  through  the  operation  of  the 
standard  milk  ordinance.  This  report  contains  a 
tribute  to  the  State  of  Mississippi  for  progress 
made  in  milk  work.  Vicksburg  was  one  of  the 
first  cities  to  adopt  the  standard  milk  ordinance 
and  the  Warren  County  Health  Department  has 
given  special  attention  to  the  application  of  the 
requirements  of  the  ordinance. 

The  report  contains  the  following: 

“During  the  past  seven  years  the  United  States 
Public  Health  Service  has  been  engaged  in  studies 
relating  to  milk  sanitation.  These  studies  had 
their  beginning  in  response  to  a request  from  a 
State  Health  Department  to  formulate  and  assist 
in  beginning  the  execution  of  a State-wide  plan  of 
milk  control.  The  plan  which  has  been  developed 
by  the  United  States  Public  Health  (Service  has 
been  so  successful  in  improving  the  quality  and 
in  increasing  the  consumption  of  milk  in  the  State 


in  which  it  was  first  used  that  near-by  States,  one 
after  another,  have  adopted  the  plan  and  called 
upon  the  Public  Health  Service  for  assistance,  un- 
til now  some  375  cities  located  in  over  20  States 
have  adopted  the  program. 

“The  results  of  the  milk  sanitation  program  in 
the  State  of  Mississippi  are  of  interest.  The 
results  so  far  obtaining  in  that  State  after  two 
years’  experience  with  the  standard  milk  ordinance 
are  as  follows : 

“There  are  now  26  cities,  containing  over  75  per 
cent  of  the  State’s  urban  population,  enjoying  a 
high-grade  protection  of  their  milk  supplies,  as 
against  six  cities  formerly.  The  improvement  in 
sanitary  quality  has  been  quite  satisfactory;  the 
retail  raw  milk  has  improved  91  per  cent,  the  raw 
milk  delivered  to  pasteurization  plants  89  per  cent, 
and  the  pasteurization  plants  109  per  cent.  Milk 
consumption  has  increased  23  per  cent.  The  num- 
ber of  cities  having  pasteurized  milk  has  doubled, 
and  the  consumption  of  pasteurized  milk  has  risen 
117  per  cent.  With  longer  experience,  stricter 
enforcement,  and  the  adoption  of  the  ordinance  by 
more  cities,  an  excellent  milk  supply  for  the  whole 
state  of  Mississippi  may  be  expected  within  a very 
few  years.” 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary,  reports  that  the  Pike 
County  Medical  Society  met  in  the  Palm  Room  of 
the  McColgan  Hotel,  October  2,  at  9 P.  M.,  with  17 
members  present. 

The  Secretary  read  a letter  from  Dr.  T.  M.  Dye, 
Secretary  of  the  Mississippi  State  Medical  Associ- 
ation, asking  for  a report  of  the  members  of  this 
Society  in  regard  to  indemnity  insurance, — who  is 
carrying  insurance,  how  much  insurance,  and  what 
is  the  annual  cost.  This  infomation  is  being  gath- 
ered from  the  Societies  of  the  State  Association 
for  Dr.  E.  F.  Howard,  President,  who  is  making  an 
effort  to  bring  about  a plan  for  indemnity  insui’- 
ance  through  the  State  Association. 

The  question  of  a full  time  Health  Department 
for  Pike  County  as  presented  by  Dr.  F.  J.  Under- 
wood, Executive  Officer  of  the  Mississippi  State 
Board  of  Health,  at  the  Exchange  Club  luncheon 
on  October  1,  was  discussed  by  Drs.  T.  E.  Hewitt, 
B.  J.  Hewitt,  M.  D.  Ratcliff,  L.  D.  Dickerson,  L. 
J.  Rutlege,  W.  S.  Lampton,  Thomas  Purser,  S.  P. 
Klotz,  L.  W.  Brock  and  others. 


Dr.  L.  D.  Dickerson  has  just  completed  an  addi- 
tion to  his  hospital  to  be  used  for  a pathological 
laboratory.  It  is  understood  that  laboratory  will 
be  in  operation  within  the  next  30  days.  The 
laboratory  will  be  a fine  addition  for  this  part  of 
the  State  as  well  as  for  the  hospital. 
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McCOMB  CITY  HOSPITAL. 

A meeting  of  the  McComb  City  Hospital  was 
held  on  September  22.  Those  present  were  Drs.  L. 

D.  Dickerson,  M.  D.  Ratcliff,  Gladys  Ratcliff, 
Willis  Cotten,  R.  H.  Brumfield,  Thomas  Purser, 

E.  M.  Givens,  and  L.  J.  Rutlege. 

Dr.  M.  D.  Ratcliff  and  L.  J.  Rutlege  presented 
a report  of  a surgical  case  in  which  a mass  filled 
the  pelvis  and  extended  nearly  to  the  umbilicus. 
At  operation  this  proved  to  be  a ruptured  appendix. 


A tuberculosis  clinic  was  held  in  Macon,  under 
the  direction  of  the  National  Tuberculosis  Associa- 
tion during  October.  Free  examinations  were 
given  to  children  and  others.  The  clinic  was  held 
in  co-operation  with  the  Sanatorium. 


COUNCILOR  APPOINTED. 

Following  the  resignation  of  Dr.  E.  M.  Gavin 
as  Council  of  the  Seventh  District  of  the  Missis- 
sippi State  Medical  Association,  Dr.  E.  F.  How- 
ard, president,  has  appointed  Dr.  J.  E.  Green, 
Richton,  to  fill  the  vacancy  until  the  next  meeting 
of  the  Association. 


FROM  OUR  SECRETARY. 

“Drs.  T.  G.  Hughes  and  J.  W.  Henderson  are 
grandpas!”  Attention  Dr.  Cooper. 


ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY 

The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society  was 
held  on  October  14,  at  the  Y.  M.  C.  A.,  Vicksburg. 

The  dentists  of  Vicksburg  had  been  invited  to  be 
the  guests  of  the  Society  at  this  meeting  and  Drs. 
A.  G.  Tillman,  Jr.,  Harris  Bell,  T.  B.  Davis,  and 
George  V.  Abraham  were  present.  Dr.  Rex  Good- 
man, Cary,  was  also  a guest  of  the  Society. 

Dr.  A.  G.  Tillman,  Jr.,  presented  a paper  on 
“Malocclusion  of  the  Teeth  and  a Plea  for  Early 
Diagnosis  and  Treatment.”  This  paper  was  dis- 
cussed by  Drs.  H.  H.  Haralson,  Vicksburg;  T.  B. 
Davis,  Vicksburg;  R.  H.  Foster,  Anguilla,  F.  M. 
Smith,  Vicksburg;  G.  M.  Street,  Vicksburg;  Har- 
ris Bell,  Vicksburg;  E.  H.  Jones,  Vicksburg;  G.  C. 
Jarratt,  Vicksburg;  W.  H.  Scudder,  Mayersville; 
E.  F.  Howard,  Vicksburg;  G.  W.  Gaines,  Tallulah, 
and  P.  S.  Herring,  Vicksburg. 

Dr.  Tillman  exhibited  a large  number  of  plaster 
casts  to  illustrate  the  various  phases  of  maloccslu- 
sion. 

Dr.  Haralson  introduced  an  amendment  to  the 
By-Laws  to  provide  for  the  regular  meetings  of 


the  Society  to  be  held  at  7 P.  M.  instead  of  7:30 
P.  M.  as  at  present. 

The  meeting  closed  with  a dutch  lunch. 


A special  called  joint  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  and  the 
Mayor  and  Commissioners  of  Vicksburg  was  held 
on  September  17,  to  discuss  the  needs  of  the  War- 
ren County  Health  Department. 


ABERDEEN  HOSPITAL. 

Dr.  James  M.  Acker,  Jr.,  reports  that  the  Staff 
of  the  Aberdeen  Hospital  meets  monthly  on  the 
second  Thursday  in  each  month.  The  staff  is  com- 
posed of  Drs.  Charles  Davis,  G.  T.  Tubb,  W.  W. 
Bryan,  L.  W.  Darracott,  E.  K.  Guinn,  R.  M. 
Boyd,  J.  A.  Dillworth,  J.  B.  Sims,  L.  A.  Crosby, 
N.  S.  Dickson,  and  J.  M.  Acker.  Dr.  J.  M.  Acker 
is  president  and  Dr.  N.  S.  Dickson  is  secretary  of 
the  Staff.  Miss  Elizabeth  Nisbet  is  superintend- 
ent of  the  hospital. 

The  Aberdeen  Hospital  is  owned  by  the  City  and 
operated  by  a stock  company  composed  of  citizens. 
It  is  under  the  management  of  three  trustees.  C. 
C.  Day,  Julian  Evans,  and  W.  B.  Watkins.  The 
hospital  is  in  its  fifth  month  of  operation  and  is 
doing  a great  work. 


The  next  meeting  of  the  North-East  Mississippi 
Thirteen  Counties  Medical  Society  will  be  held  in 
Aberdeen  on  Tuesday,  December  16. 


JACKSON  INFIRMARY. 

At  a recent  meeting  of  the  Staff  of  the  Jackson 
Infirmary,  officers  for  the  coming  year  were  elected 
as  follows:  Chief-of-Staff,  Dr.  George  E.  Adkins; 

secretary,  Dr.  Noel  C.  Womack. 

Plans  were  made  for  better  programs  for  the 
coming  year.  Plans  were  also  perfected  and 
instructors  announced  for  the  training  school  for 
nurses. 


INFECTIOUS  DISEASES. 

The  new  marginal  perforated  case  report  cards 
of  the  Mississippi  State  Board  of  Health  carry 
diphtheria,  scarlet  fever,  typhoid  fever,  small-pox, 
tuberculosis,  poliomyelitis,  meningococcic  menin- 
gitis, malaria  and  pellagra  as  the  diseases  to  be 
reported  on  individual  case  report  cards.  Asiatic 
cholera,  diphtheria,  meningococcus  meningitis, 
acute  poliomyelitis,  bubonic  plague,  smallpox,  ty- 
phoid fever,  yellow  fever,  whooping  cough,  and 
scarlet  fever  must  be  reported  by  card  or  tele- 
phone within  ten  to  24  hours. 
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EIGHTH  COUNCILOR  DISTRICT 
MEDICAL  MEETING. 

A special  joint  meeting  of  the  County  Societies 
of  the  Eighth  District  of  which  Dr.  J.  W.  D.  Dicks, 
Natchez  is  councilor,  was  held  at  Brookhaven  on 
October  7.  The  Eighth  District  comprises  the 
counties  of  Adams,  Amite,  Copiah,  Franklin,  Jef- 
ferson, Lawrence,  Lincoln,  Pike,  Walthal,  and 
Wilkinson. 

After  a delightful  luncheon  served  in  the  dining 
hall  of  Whitworth  College,  the  scientific  program 
included  the  following: 

1.  Address — The  State  Association  and  its  Com- 
ponent Societies. — Dr.  E.  F.  Howard,  president, 
Mississippi  State  Medical  Association. 

Dr.  Howard  explained  the  organization  of  the 
State  Association  and  its  component  county 
societies  and  made  a strong  plea  for  including  in 
their  membership  every  reputable  white  physician 
in  the  State. 

2.  Chairman’s  Address. — Dr.  J.  W.  D.  Dicks, 
Natchez. 

3.  The  Treatment  of  Benign  Lesions  of  the  Cer- 
vix Uteri. — Dr.  William  T.  Black,  Memphis,  Ten- 
nessee. 

Discussed  by  Drs.  L.  B.  Dickerson,  McComb,  and 
J.  S.  Ullman,  Natchez. 

4.  Functional  Disorders  of  the  Gastro-Intestinal 
Tract. — Dr.  James  S.  McLester,  Birmingham,  Ala- 
bama. 

Discussed  by  Drs.  W.  H.  Frazell,  Brookhaven; 
L.  S.  Gaudet,  Natchez,  and  E.  F.  Howard,  Vicks- 
burg. 

5.  The  Treatment  of  Leg  Ulcers. — Dr.  H.  R. 
Shands,  Jackson. 

Discussed  by  Drs.  0.  N.  Arrington,  Brookhaven, 
and  A.  B.  Harvey,  Tylertown. 

Dr.  Shands  demonstrated  the  treatment  of  leg 
ulcers  and  varicose  veins  before  the  meeting. 

This  district  meeting  was  such  a success,  that  it 
was  voted  to  hold  a similar  meeting  each  year,  and 
a committee  composed  of  Councilor  Dicks  and  the 
presidents  and  secretaries  of  the  various  societies 
of  the  district  was  appointed  to  make  arrangements 
for  the  meeting  in  1931.  Dr.  L.  S.  Gaudet,  presi- 
dent of  the  Homochitto  Valley  Medical  Society, 
invited  the  District  to  hold  the  next  meeting  in 
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Natchez.  Dr.  0.  N.  Arrington  served  as  secretary 
and  was  in  charge  of  arrangements  for  this  year’s 
meeting. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  Staff  of  the 
Vicksburg  Sanitarium  was  held  on  October  10.  Fol- 
lowing a business  meeting  and  the  reports  from  the 
records  department,  the  following  special  case 
reports  were  presented: 

1.  Varicose  Veins  of  the  Br*ad  Ligament.- — 
Dr.  G.  M.  Street. 

2.  Dermoid  Cyst  of  the  Ovary. — Dr.  A.  Street. 

3.  Malignancy  of  the  Gum. — Dr.  J.  A.  K.  Bir- 
chett,  Jr. 

4.  Gout — Report  of  Several  Cases. — Dr.  L.  J. 
Clark. 

5.  Ileo-Colitis. — Dr.  G.  C.  Jarratt. 

Interesting  radiographic  studies  of  the  follow- 
ing conditions  were  demonstrated:  Maxillary  sin- 
usitis, pneumonia,  lipiodol  in  bronchi,  ureteral  cal- 
culus (two  cases),  fracture  of  both  femurs,  frac- 
ture— dislocation  of  ankle,  epiphyseal  separation  of 
radius,  fracture  of  radius,  multiple  fractures  of 
pelvis — end  results,  bone  cyst  of  phalanx,  metas- 
tatic carcinoma  of  bones  of  pelvis,  subdeltoid  bur- 
sitis. 


NORTHEAST  MISSISSIPPI  THIRTEEN 
COUNTY  MEDICAL  SOCIETY. 

Dr.  Kenneth  F.  McRae,  Belmont,  reports: 

“The  Northeast  Mississippi  Thirteen  County 
Medical  Society  held  its  third  quarterly  meeting 
at  City  Hall,  Corinth,  Sept.  16.  There  was  good 
attendance,  splendid  papers  and  interesting  dis- 
cussions on  the  following  subjects: 

Uterine  Hemorrhage  by  Dr.  V.  B.  Philpot. 

The  Anemias  by  Dr.  J.  S.  McLester,  Birming- 
ham, Ala. 

Organized  Medicine  by  Dr.  M.  J.  L.  Hoye,  vice- 
president,  Mississippi  State  Medical  Association. 

Hospitals,  Nurses,  and  Health  by  Dr.  F.  J. 
Underwood,  executive  officer,  Mississippi  State 
Board  of  Health. 

“Dr.  H.  L.  Scales  could  not  be  present,  much 
to  our  regret. 
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“Visiting  doctors:  J.  S.  McLester,  Birmingham, 
Ala.;  M.  J.  L.  Hoye,  Meridian;  C.  D.  Mitchell  and 
F.  J.  Underwood,  Jackson;  H.  C.  Rudner;  C.  W. 
Blasengame,  R.  C.  Bunting,  Lucius  McGhee,  Lyle 
Motley,  and  Whitman  Rowland,  Memphis,  Tenn., 
and  several  others  from  nearby  towns  in  Tennes- 
see. 

“After  the  scientific  program  was  over  all  re- 
paired to  the  high  school  building  where  an  hour 
and  a half  was  delightfully  spent  in  feasting  and 
speech  making,  interspersed  with  songs  and  instru- 
mental music.  Verily  the  people  of  Corinth  are 
royal  hosts. 

“Our  next  and  last  meeting  for  the  year  will 
be  at  Aberdeen,  December  16. 

“Dr.  A.  F.  Whitehurst  of  Iuka,  an  active  and 
hard  working  member  of  the  profession,  having 
been  disabled  by  serious  illness  for  three  weeks, 
has  gone  to  Memphis  for  treatment.” 


JOINT  MEETING  AT  VICKSBURG— AN 
INVITATION. 

The  Fifth  District  Medical  Society  of  Louisiana 
and  the  Issaquena-Sharkey-Warren  Counties  Medi- 
cal Society  will  hold  a joint  meeting  at  Vicksburg, 
Tuesday,  December  9,  at  6 P.  M.  The  program 
thus  far  arranged  includes  addresses  by  Dr.  James 
G.  Carr,  Professor  of  Medicine  at  Northwestern 
University,  Chicago,  and  Dr.  Virgil  S.  Counsellor, 
of  the  Surgical  Section  of  the  Mayo  Clinic,  Ro- 
chester, Minn. 

A general  and  most  cordial  invitation  is  to  be 
extended  to  every  member  of  the  Louisiana  State 
Medical  Society  and  of  the  Mississippi  State  Medi- 
cal Association.  Make  plans  now.  The  new  bridge 
and  the  new  roads  in  Louisiana  are  open.  Banquet 
at  six  o’clock! 


Dr.  W.  H.  Parsons,  Vicksburg,  has  been  elected 
a Fellow  of  the  American  College  of  Surgeons. 


DR.  E.  B.  FRENCH. 

“Dr.  E.  B.  French,  McComb,  died  suddenly, 
October  10,  at  11:50  A.  M.  Dr.  French  was  on  a 
professional  call  when  the  grim  messenger  called 
for  him.  Dr.  French  was  born  near  Port  Gibson, 
on  October  13,  1885. 

“Dr.  French  received  his  B.  S.  degree  from  the 
Mississippi  A.  & M.  College  in  1907  and  was 
awarded  his  M.  D.  degree  from  Tulane  University, 
New  Orleans  in  1911.  After  graduating  from 
Tulane  he  entered  the  Chamberlain  Sanitarium  at 
Natchez,  as  house  surgeon.  Here  he  l-emained  for 
several  years. 


“On  October  1,  1913,  he  was  married  to  Miss 
Almira  Pardee  of  Natchez.  He  remained  in 
Natchez  until  1923  when  he  moved  with  his  family 
to  McComb.  He  is  survived  by  his  widow  and  two 
sons,  Eugene,  16,  and  Robert,  13,  his  aged  mother, 
Mrs.  E.  B.  French,  Sr.,  of  Brookhaven,  and  two 
sisters,  Mrs.  S.  B.  McNair,  Brookhaven,  and  Mrs. 
A.  S.  Kilpatrick,  Pass  Christian. 

“Dr.  French  was  Senior  Warden  in  the  Episco- 
pal Church  in  McComb;  also  a member  of  the  Mc- 
Comb Masonic  Lodge,  No.  382,  and  a member  of 
the  Woodmen  of  the  World.  He  W'as  the  past  presi- 
dent of  the  Tri-County  Medical  Society.  He  was 
also  a member  of  the  Pike  County  Medical  Society, 
with  headquarters  at  McComb. 

“Funeral  services  in  McComb  were  in  charge  of 
Rev.  E.  G.  Maxted,  rector  of  the  Episcopal  Church, 
October  11,  at  10  A.  M.  The  body  was  then  carried 
to  the  home  of  F.  M.  Pardee,  brother  of  Mrs. 
French  at  Natchez,  where  brief  rites  were  held  at 
3 P.  M.  followed  by  interment  in  Natchez  cemetery. 

“Dr.  French  was  widely  known  and  loved 
throughout  South  Mississippi,  not  only  as  a phy- 
sician, but  as  a citizen  also.  He  always  met  you 
with  a word  of  good  cheer,  kindness  and  encour- 
agement, rather  than  the  reverse.  The  writer 
remembers  an  incident  that  will  illustrate  what  he 
is  trying  to  say.  At  a meeting  of  the  Pike  County 
Medical  Society,  on  May  1,  1930,  the  secretary  was 
instructed  to  send  a bouquet  of  flowers  to  Dr.  J. 
M.  Curtis,  Summit,  who  had  been  elected  an  hon- 
orary member  of  the  Society,  and  who  had  been 
confined  to  his  bed  for  several  months  from  an  ill- 
ness that  proved  fatal  during  the  latter  part  of 
May.  The  flowers- were  just  an  expression  of  kind- 
ness and  courtesy  from  the  Society.  After  the 
meeting  had  adjourned,  Dr.  French  came  to  the 
secretary  and  said  that. if  the  secretary  had  no  way 
of  getting  the  flowers  to  Dr.  Curtis,  that  he,  Dr. 
French,  would  call  at  the  florist’s  the  following 
night  and  drive  to  Summit  and  deliver  them  to  the 
doctor.  The  secretary  arranged  for  the  flowers, 
Dr.  French  delivered  them.  At  the  next  meeting 
Dr.  French  reported  to  the  Society  how  very  much 
Dr.  Curtis  appreciated  and  enjoyed  the  flowers. 

“He  seemed  to  find  a great  deal  of  pleasure 
in  giving  pleasure  to  others,  a human  trait,  that, 
if  more  plentiful,  would  make  the  world  much 
better. 

I.  E.  STENNIS,  Secretary. 

Pike  County  Medical  Society. 

McComb,  Miss.,  Oct.  15,  1930. 


BOOK  REVIEWS 


The  International  Medical  Annual.  New  York, 
Wm.  Wood  & Co.  1930.  pp.  598. 

This  work  purports  to  review  the  treatment  of 
disease  both  surgical  and  medical.  The  introduc- 
tion by  the  editors  is  an  excellent  retrospect  of  the 
work  accomplished  in  the  past  year.  The  material 
is  alphabetically  arranged  and  is  excellently  com- 
piled. References  are  attached  to  each  subject 
discussed.  There  is  a complete  index  to  the  book. 
It  is  a most  worth-while  reference  book  and  will 
greatly  help  to  clarify  the  real  progress  for  the 
year  in  each  branch  of  medicine. 

I.  L.  Robbins,  M.  D. 


A Text-Book  of  Histology : By  J.  Lewis  Bremer, 

M.  D.  4th  ed.  Philadelphia,  P.  Blakiston’s 
Son  & Co.  1930.  xi-f-568  pp.,  486  tigs. 

The  fourth  edition  of  this  work  needs  no  intro- 
duction, since  it  is  already  favorably  known  and 
recognized  as  a standard  text-book  in  the  field.  In 
comparison  with  the  preceding  edition  (1927)  it  is 
to  be  noted  that  the  chapters  dealing  with  con- 
nective tissues,  blood,  nervous  tissue  and  the  liver 
have  been  extensively  revised.  A further  improve- 
ments consists  in  the  increase  in  the  number  of 
references  to  original  literature. 

Harold  Cummins,  Ph.  D. 


Clio  Medico,  III.  Anatomy : By  George  W.  Corner, 
M.  D.  New  York,  Paul  B.  Hoeber,  Inc.  1930. 
xvii  + 82  pp.,  8 figs. 

A series  of  primers  on  the  history  of  medicine, 
issued  under  the  general  title  of  “Clio  Medica,” 
is  being  prepared  with  the  editorship  of  Dr.  E.  B. 
Krumbhaar.  “Conveniently  small  and  inexpensive, 
yet  prepared  by  recognized  authorities  in  their 
chosen  field,  each  volume  will  aim  to  present  the 
story  of  some  individualized  phase  of  the  history 
of  medicine  in  such  compact,  connected,  convincing 
and  reasonably  complete  form  that  the  medical 
undergraduate,  the  specialist,  the  busy  general 
practitioner  and  the  ‘intelligent  layman’  will  be 
attracted  to  a few  hours’  reading,  which  in  many 
cases  will  doubtless  prove  the  introduction  of  an 
awakened  interest  to  a more  comprehensive  study.” 

The  present  volume  appears  as  the  third  and 
latest  number  of  the  series.  To  outline  the  develop- 
ment of  anatomical  science  from  the  time  of  the 
Greeks  to  the  present  day,  within  the  limits  of  so 
small  a volume,  requires  much  elimination;  a 
sure  sense  of  relative  values  is  necessary  for  the 
creditable  accomplishment  of  this  selection.  It  is 
necessary  also  to  meet  the  all  too  common  attitude 
that  neither  history  nor  anatomy  is  interesting 
(and  the  combination  deadly!)  with  a manner  of 
presentation  which  will  attract  and  hold  the  reader. 


Dr.  Corner’s  judgment  in  selection  of  material  and 
his  style,  which  enlivens  both  history  and  anatomy, 
make  of  this  volume  an  assured  fulfillment  of  the 
aim  of  “Clio  Medica”  within  the  field  which  it 
covers.  It  would  be  well  if  every  student  were  to 
read  the  history  while  engaged  in  the  study  of 
anatomy,  that  we  may  have  an  early  appreciation 
of  how  a medical  science  progresses. 

Harold  Cummins,  Ph.  D. 


Uterine  Tumors:  By  Charles  C.  Norris,  M D. 

New  York,  Harper  & Bros.  1930.  pp.  251. 

This  is  a most  compact  and  practical  mono- 
graph— splendid  book  for  practitioner  and  student. 

John  F.  Dicks,  M.  D. 

Allergic  Diseases:  Their  Diagnosis  and  T reament: 

By  Ray  M.  Balyeat,  M.  D.,  F.  A.  C.  P.  3d  ed. 

Rev.  and  enl.  Philadelphia,  F.  A.  Davis  Co. 

1930.  pp.  395. 

Dr.  Balyeat  presents  in  summary  form,  and  in 
pleasing  style,  the  facts  concerning  allergic  dis- 
eases. The  pollen  surveys  of  different  cities  and 
sections  of  the  country  are  particularly  interesting. 
This  book  specially  recommends  itself  to  students 
and  physicians  who  wish  to  acquaint  themselves 
with  this  subject. 

There  are  all  too  few  volumes  dealing  with  this 
important  phase  of  medicine,  and  on  the  whole 
Dr.  Balyeat’s  book  is  a good  addition  to  the  litera- 
ture. There  is  an  index,  but  no  bibliography. 

B.  Gelfand  Efron,  M.  D. 


The  Carlsbad  of  America:  By  William  Edward 

Fitch,  M.  D.  Bedford  Springs,  Penn.  1929. 
pp.  302. 

This  unique  little  book  is  made  up  of  twelve 
brochures  published  consecutively  from  July,  1928, 
to  and  including  June,  1929,  then  added  thereto 
two  on  Sciatica  and  Myofascitis,  and  another  in 
1930  on  Putrefactive  Intestinal  Toxemia. 

The  book  is  well  written  and  gives  valuable  in- 
formation that  will  prove  helpful  to  those  inclined 
to  continue  the  use  of  the  oldest  therapeutic 
remedy,  “water,”  yet  acknowledge  to  be  the  most 
efficacious  of  any  known  remedy  when  properly 
administered,  internally  or  by  external  application. 
Water  is  one  of  the  most  efficient  of  all  remedies 
in.  combatting  conditions  which  give  rise  to  high 
blood  pressure.  It  has  given  marvelous  results  in 
the  relief  of  pain  and  for  this  it  should  be  more 
universally  used  instead  of  so  quickly  resorting  to 
anodynes. 
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The  book  is  well  worthy  of  review  and  will 
prove  helpful  and  convincing  to  the  practitioner  of 
medicine. 

Oscar  Dowling,  M.  D. 


Injuries  to  Joints:  By  Sir  Robert  Jones,  Bart., 

K.  B.  E.,  C.  B.  3rd  ed.  London,  Oxford  Univ. 
Press.  1930.  pp.  195. 

This  small  book  of  192  pages,  the  first  edition 
of  which  came  out  in  1915  was  originally  written 
as  a war  manual.  It  found  such  wide  favor  that 
it  has  appeared  in  many  editions  since;  the  third 
edition  being  published  in  March,  1930. 

Everyone  who  knows  Sir  Robert  Jones,  realizes 
that  everything  he  reads  in  this  book  is  based  on 
knowledge  and  good  judgment.  It  contains  as 
much  or  more  meat,  than  any  book  of  its  size 
that  I know  of. 

The  chapters  on  pain  and  stiffness  in  relation  to 
diagnosis,  and  treatment,  and  the  chapters  on  con- 
traction of  scar  tissue,  are  of  extreme  interest. 
The  book  can  be  read  with  profit  by  every  general 
practitioner,  as  well  as  the  man  interested  in  bone 
and  joint  surgery. 

Edward  S.  Hatch,  M.  D. 


A Text  Book  on  the  Nursing  and  Diseases  of  Sick 

Children:  Edited  by  Alan  Moncrieff,  M.  D., 

B.  S.,  M.  R.  C.  P.,  Lond.  New  York,  G.  P. 
Putnam’s  Sons.  1930.  pp.  580. 

This  text  book  is  written  by  several  English 
contributors,  who  are  staff  members  at  the  Hospital 
for  Sick  Children,  Great  Ormond  street,  London. 
Although  written  by  several  authors,  the  editor 
has  exercised  his  privilege  to  the  extent  of  pre- 
serving almost  perfect  continuity  of  style  through- 
out. 

The  newer  principles  and  methods  are  incoi’- 
porated  in  this  book.  The  suggested  therapy  is 
sensibly  conservative.  The  volume  contains  a vast 
amount  of  practical  information  for  everyone  con- 
cerned with  pediatrics. 

Possibly  the  most  damaging  criticism  that  might 
be  made  is,  that  the  medical  aspects  of  pediatric 
nursing  are  somewhat  abbreviated  and  have  been 
sacrificed  considerably  at  the  expense  of  rather 
extensive  description  of  surgical  procedure,  which 
is  not  at  all  times  of  interest  from  a pediatric 
viewpoint. 

The  book  would  be  of  more  value  to  the  hospital 
nurse  than  it  would  to  the  welfare,  or  public  health 
nurse.  It  would  serve  better  as  a reference  work 
on  certain  phases  of  pediatric  nursing  than  it  would 
as  a standard  text  for  undergraduate  instruction. 

C.  T.  Williams,  M.  D. 


Text  Book  of  Histology:  By  Alexander  A.  Maxi- 
mow; completed  and  edited  by  William  Bloom. 
Philadelphia,  W.  B.  Saunders  Company.  1930. 
xiii  + 833  pp.,  604  figs. 

Rarely  indeed  does  there  appear  a text  book  of 
real  distinction,  such  as  that  of  Maximow’s  text 
in  histology.  It  embodies  a dynamic  approach  to 
microscopical  anatomy;  it  treats  of  living  tissues 
at  work  as  well  as  the  conventional  descriptive 
material.  The  text  forces  the  student,  who  all  too 
frequently  considers  histology  to  be  mere  descrip- 
tion of  structure,  to  recognize  the  interrelation- 
ships of  histology,  physiology  and  pathology. 
Being  placed  early  in  the  medical  curriculum,  his- 
tology will  therefore  supply,  as  it  should,  a fitting 
introduction  to  the  modern  viewpoint  in  medicine. 
The  work  is  succinct  and  clear.  An  abundance  of 
instructive  illustrations,  many  of  which  are  from 
original  drawings  by  Maximow,  forms  a feature 
worthy  of  special  notice.  At  Professor  Maximow’s 
death,  in  1928,  the  manuscript  was  unfinished. 
Dr.  Bloom,  who  has  brought  the  book  to  completion, 
is  to  be  commended  for  undertaking  a task  so 
difficult  as  finishing  a book  begun  by  another.  His 
success  in  the  project  is  outstanding. 

Harold  Cummins,  Ph.  D. 


A Text  Book  of  Histology : By  Harvey  Ernest 

Jordan,  A.  M.,  Ph.  D.,  New  York,  D.  Apple- 
ton  & Company.  1930.  xxviii  + 852  pp.,  594 
text  figs. + 52  figs,  in  4 pis. 

This  is  the  fifth  edition  of  a widely  used  standard 
text.  “Progress  in  many  directions  since  the  pub- 
lication of  the  fourth  edition  has  made  desirable 
various  textual  changes  and  additions,  particularly 
in  the  chapters  on  blood  and  the  endocrine  tissues. 
The  text  has  been  thoroughly  revised,  and  a num- 
ber of  new  illustrations  have  been  added.” 

Harold  Cummins,  Ph.  D. 


Text  Book  of  Anatomy  and  Physiology : By  Eliza- 
beth R.  Bundy,  M.  D.  6th  ed.,  rev.  and  enl. 
by  S.  Dana  Weeder,  M.  D.  Philadelphia. 
P.  Blakiston’s  Son  & Co.,  Inc.  1930.  xiii  + 446 
pp.,  266  figs. 

New  edition  of  a text  of  merit,  designed 
especially  for  use  in  the  nurses’  training  school  but 
adapted  also  to  the  instruction  of  elementary 
anatomy  and  physiology  for  classes  in  physical 
education. 

Harold  Cummins,  Ph.  D. 


Physical  Diagnosis : By  Richard  C.  Cabot,  M.  D. 

10th  ed.,  rev.  and  enl.  New  York,  Wm.  Wood 
& Co.  pp.  529. 

The  mere  fact  that  this  is  the  tenth  edition  at- 
tests the  continued  popularity  of  this  work.  This 
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book  cannot  possibly  be  praised  too  highly,  the 
clear,  concise  selection  of  everything  essential  to 
the  subject  and  the  omission  of  everything  not 
actually  necessary. 

The  plates,  diagrams  and  illustrations  are  un- 
surpassable. The  more  important  new  matter 
introduced  relates  to  coronary  disease  and  the  real 
value  of  an  electrocardiographic  examination,  elec- 
trocardiography, cancer  of  the  lung,  “cardiac 
asthma,”  hepatitis,  and  encephalitis. 

The  references  to  the  Gamble-Cabot  cardiac 
diagnosis  records,  Which  unfortunately  do  not 
accompany  the  book  may  be  had  from  your  phono- 
graph dealer. 

The  sections  on  laboratory  methods  of  diagnosis 
have  been  revised  and  brought  up  to  date. 

J.  L.  Loc.ascio,  M.  D. 


Tropical  Medicine  in  the  United  States:  By  Alfred 
C.  Reed,  M.  D.  Philadelphia,  J.  B.  Lippincott 
Co.  1930.  pp.  399. 

In  this  volume  the  author  has  attempted  to 
justify  the  presentation  of  a special  handbook  on 
Tropical  Medicine  for  physicians  in  the  United 
■States.  He  defines  tropical  medicine  as  “the  alle- 
viation, cure  and  prevention  of  disease  . . . and 
preservation  of  mental  and  physical  health  ...  in 
hot  climates.”  He  states  what  is  obviously  true, 
“that  a surprisingly  large  area  of  the  United 
States  falls  within  the  boundaries  of  hot  climate  . . . 
In  the  United  States  many  tropical  diseases  are 
endemic  and  serious,  such  as,  for  example,  hook- 
worm infection,  malaria,  amebiasis,  bacillary  dys- 
entery, sprue,  pellagra  and  plague.”  In  addition, 
he  names  other  diseases  which  are  sporadic  in 
their  incidence  or  of  occasional  occurrence  in  the 
United  States.  He  argues  further,  that  the 
physician  in  this  country,  whether  residing  in  the 
South  or  in  the  North,  is  likely  to  come  in  contact 
with  one  or  more  of  these  types  of  infections  and 
should  be  sufficiently  informed  to  handle  the  case 
intelligently. 

A careful  study  of  Professor  Reed’s  book  indi- 
cates that  there  is  justification  for  such  a volume. 
However,  the  reviewer  has  been  disappointed  in 
the  subject  matter  presented  and  feels  that  it  can 
hardly  be  recommended  for  the  practicing  physician 
in  this  country.  In  the  first  chapter  (“Protozoal 
Diseases”)  the  subject  of  amebiasis  is  first  taken 
up.  This  infection  is  considered  by  the  author  to 
be  always  a serious  one  whether  the  individual 
shows  active  symptoms  or  is  merely  passing  en- 
cysted amebae.  In  view  of  the  more  recent  studies 
in  the  Southern  United  States  and  in  the  tropics, 
indicating  that  a very  high  percentage  of  these 
populations  carries  this  infection,  whereas  at 
autopsy  ©nly  a relatively  small  percentage  show 


amebic  lesions  of  the  large  bowel  or  other  viscera, 
it  is  not  possible  to  accept  Professor  Reed’s  thesis. 
Furthermore,  the  treatment  which  he  recommends 
is  so  drastic  that  in  the  majority  of  cases  the 
patient  would  be  better  off  without  the  treatment. 
The  subject  of  malaria  is  treated  much  more  con- 
servatively. Short  sections  are  devoted  to  the 
leishmaniases  and  to  the  flagellate  protozoa  of  the 
intestine  and  to  Balantidium  coli.  The  reviewer 
sees  no  reason  why  three  full  pages  should  be 
devoted  to  coccidial  infections,  since  there  is 
adequate  evidence  that  these  parasites  are  of  no 
serious  consequence.  It  is  unfortunate  that  the 
subject  of  rabies  should  be  wedged  in  between  in- 
testinal protozoa  on  the  one  hand  and  Chagas 
disease  on  the  other. 

The  second  chapter  on  “Spirochetal  Diseases” 
calls  for  no  special  comment,  save  that  it  seems 
to  be  given  too  little  space.  The  third  chapter 
includes  the  unrelated  subjects  of  bacillary  dysen- 
tery, plague,  undulant  fever,  leprosy,  cholera, 
tularemia  and  Oroya  fever.  It  seems  that  some 
other  arrangements  migth  have  easily  been  found 
whereby  these  subjects  could  have  been  better 
grouped. 

Chapter  4 includes  the  helminthic  diseases, 
filariasis  (Bancroft’s,  Calabar  swelling,  guinea 
worm  disease  and  onchocercosis),  hookworm  dis- 
ease, other  round  worm  infestations,  tapeworms 
(including  hydatid  disease) , the  schistosomiases  and 
other  trematode  infections.  Chapter  5 includes 
“Diseases  of  Unknown  Etiology”  under  which  are 
presented  yellow  fever,  dengue,  sandfly  fever,  the 
typhus  fever  group,  Rocky  Mountain  spotted  fever, 
trench  fever,  sprue,  goundou,  ainhum,  inguinal 
granuloma,  climatic  bubo  and  tropical  phagedena. 
Here  again  it  seems  that  some  better  arrangement 
of  the  subject  matter  might  have  been  effected. 
Chapter  6 is  devoted  to  mycotic  diseases;  chapter 
7 to  metabolic  diseases;  chapter  8 to  diseases 
caused  by  arthropod  parasites;  and  chapter  9 to 
miscellaneous  infections.  In  this  last  chapter  the 
matter  of  personal  hygiene  and  tropical  clima- 
tology are  briefly  presented. 

The  references  are  poorly  chosen  and  do  not 
represent  well  chosen  or  selected  lists  for  the 
reader.  Altogether  the  reviewer  feels  that  the 
author  has  failed  to  present  a volume  which  can 
be  used  by  the  general  practitioner  without  modifi- 
cation or  qualification.  Lack  of  familiarity  with 
the  scientific  nomenclature  of  the  organisms  caus- 
ing the  infections  presented  in  this  book  has  been 
a serious  handicap  to  the  author.  Likewise  certain 
erroneous  statements  are  made  such  as,  for  ex- 
ample (page  218),  the  assertion  that  the  rat  flea 
serves  as  the  intermediate  host  of  the  dwarf  tape- 
worm, Hymenolepis  nana.  It  is  also  extremely  un- 
fortunate that  the  author  has  followed  so  closely 
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British  usage  in  presenting  his  subject  matter, 
rather  than  exercising  an  independence  which 
greater  familiarity  with  the  material  would  have 
allowed. 

The  book  is  well  printed,  typographical  errors 
are  few  and  there  are  some  good  clinical  pictures. 

Ernest  Carroll  Faust,  Ph.  D. 


Tropical  Medicine:  By  Sir  Leonard  Rogers,  C.  I.  E., 
M.  D.,  B.  ,S.  (Lond.),  F.  R.  C.  P.,  F.  R.  C.  S., 
F.  R.  S.,  and  John  W.  D.  Megaw,  C.  I.  E., 
V.  H.  S.,  B.  A.,  M.  B.,  B.  Ch.,  B.  A.  0.  Phil- 
adelphia, P.  Blakiston’s  Son  & Co.,  Inc.  1930. 
pp.  525. 

This  volume  on  tropical  disease  is  a most  val- 
uable addition  to  our  present  knowledge  of  the 
subject.  The  authors  have  both  had  several  decades 
of  experience  in  direct  contact  with  a tremendous 
amount  of  tropical  diseases  in  India  and  their 
viewpoint  is  both  safe  and  sound. 

The  book  is  well  organized  and  the  divisions  of 
the  subject  matter  well  presented.  The  first  sec- 
tion, entitled  “Febrile  Diseases  caused  by  Protozoa,” 
covers  the  subject  of  malaria  (including  black 
water  fever),  kala  azar,  the  trypanosome  infections, 
and  “febrile  amebic  hepatitis  and  liver  abscess.” 
The  second  section  includes  “Febrile  Diseases 
Caused  by  Spirochaetes,”  while  the  third  section 
embraces  “Febrile  Diseases  of  Uncertain  Origin.” 
The  fourth  section  takes  up  the  typhus  fever  group 
of  diseases  and  is  very  adequately  handled.  Sec- 
tion V presents  “Bacterial  Febrile  Diseases,”  in- 
cluding plague  and  undulant  fever. 

Section  VI  includes  amebic  dystentery,  bacillary 
dystentery,  cholera,  hill  diarrhea,  and  sprue,  in 
other  words,  “Bowel  diseases  with  symptoms  of 
dysentery  and  diarrhea.”  The  next  section  (sec- 
tion VII)  includes  those  infections  in  which  the 
most  prominent  lesions  are  superficial  in  type, 
namely,  leprosy,  yaws,  oriental  sore,  inguinal  gran- 
uloma, tropical  ulcer,  the  dermato-mycoses,  etc. 

In  section  VIII  the  important  helminthic  diseases, 
ancylostomiasis,  filariasis  and  schistosomiasis,  are 
adequately  presented,  while  in  section  IX  there  are 
found  those  “Diseases  Caused  by  Venemous  Ani- 
mals.” Section  X deals  with  deficiency  diseases, 
including  the  beriberi  group,  pellagra  and  lathyr- 
ism.  The  concluding  group  of  chapters  (section 
XI)  include  a consideration  of  those  “Diseases 
Caused  by  Heat  and  Light.” 

There  are  a few  errors  and  omissions  which  may 
well  be  corrected  in  a future  edition,  as  for  ex- 
ample (page  18)  the  statement  that  Anopheles 
rwaculipennis  is  the  great  carrier  of  malaria  in 
North  America.  Apparently  the  authors  have 
failed  to  note  the  role  which  A.  quadrimaculatis 
plays  in  the  spread  of  malaria  in  the  Southern 


United  States.  On  page  401  the  discovery  of  the 
life  cycle  of  Schistosoma  japonicum  is  given  for 
the  year  1923,  whereas  it  should  have  been  1913; 
likewise  the  work  of  Professor  Leiper  in  Egypt 
was  in  1915  rather  than  in  1925.  On  page  404 
the  group  of  illustrations  (from  Faust,  Leiper  and 
other  sources)  has  not  been  acknowledged. 

The  book  is  beautifully  printed  and  bound,  well 
illustrated  and  well  indexed.  While  it  will  appeal 
primarily  to  the  workers  in  tropical  medicine  in 
India,  it  is  also  a most  valuable  reference  book 
for  persons  interested  in  the  subject  in  other  parts 
of  the  world. 

Ernest  Carroll  Faust,  Ph.  D. 


Varicose  Veins;  With  Special  Reference  to  Injec- 
tion Treatment:  By  H.  O.  McPheeters,  M.  D., 
F.  A.  C.  S.  2d  ed.,  rev.  and  enl.  Philadelphia, 
F.  A.  Davis  Co.  1930.  pp.  233. 

This  splendid  small  volume — the  second  edition 
in  a little  less  than  five  months — is  a comprehen- 
sive presentation  of  the  modern  treatment  of 
varicose  veins  by  the  injection  method. 

The  book  has  been  somewhat  enlarged,  and  the 
chapter  on  Pathology  and  Biopsy  Sections  is  most 
interesting  and  thorough. 

It  is  written  in  a clear,  concise,  readily  under- 
standable manner  and  recommends  itself  to  those 
who  are  particularly  interested  in  this  type  of 
treatment. 

The  general  technique  is  much  the  same  as  in 
the  previous  edition,  with  some  slight  modifications 
incident  to  greater  experience. 

A separate  chapter  has  been  put  aside  for  the 
Trendelenburg  test,  both  as  to  its  demonstration 
and  clinical  application. 

The  book  is  well  illustrated  and  is  recommended 
as  the  best  presentation  of  this  subject  yet  written. 

Waldemar  R.  Metz,  M.  D. 


Rickets,  Osteoynalacia  and  Tetany:  By  Alfred  F. 

Hess,  M.  D.  Philadelphia,  Lea  & Febiger. 

1929.  pp.  485. 

One  of  the  astonishing  things  about  the  study 
of  rickets  is  that,  notwithstanding  the  fact  that 
it  is  one  of  the  earliest  nutritional  and  metabolic 
disturbances  to  be  recognized,  most  of  the  accurate 
information  which  we  have  concerning  its  etiology 
and  treatment  has  been  acquired  as  a result  of 
studies  made  within  the  past  ten  years. 

This  newer  knowledge  has  been  obtained  almost 
entirely  through  animal  experiments  in  the  biologi- 
cal laboratory  and  as  a result  of  the  discovery  that 
the  lack  of  ultra  violet  light  or  energy  plays  a 
dominant  role  in  the  causation  of  rickets.  The 
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name  of  the  author  of  this  book  has  been  associated 
constantly  with  these  studies  and  a large  propor- 
tion of  our  newer  knowledge  can  be  attributed  to 
experimental  work  which  he  has  either  done  or 
directed.  It  therefore  seems  particularly  appro- 
priate for  him  to  correlate  the  information  which 
has  come  from  the  studies  of  the  past  decade.  In 
fact,  those  who  have  kept  up  with  the  advances 
which  have  been  made  have  been  waiting  for  him 
to  write  this  book.  No  one  is  more  thoroughly 
qualified  than  he  is. 

There  are  fifteen  chapters  in  the  book.  The 
first  eleven  discuss  the  history,  distribution  of 
rickets  and  the  experimental  work  which  has  led 
to  the  more  clear  understanding  of  the  etiology, 
pathogenesis,  pathology  and  symptomatology  of 
rickets.  The  author  also  includes  the  radiographic 
signs  which  are  at  the  present  time  regarded  as 
being  so  important  in  the  discovery  or  rickets 
which  is  otherwise  undetachable. 

In  the  last  four  chapters  the  author  describes 
juvenile  rickets,  osteomalacia  and  tetany.  The 
fifteenth  chapter  is  devoted  to  the  all  important 
subject  of  prevention  and  treatment. 

The  style  of  the  author  is  unusually  clear  and 
the  impression  is  gained  that  he  has  compressed  a 
maximum  amount  of  information  concerning  the 
“Newer  Rickets”  into  a minimum  amount  of  space. 

The  publishers  seem  to  have  given  careful  con- 
sideration to  the  typography  of  this  book  so  that 
the  reader  is  helped  to  comprehend  the  thoughts 
of  the  author  by  a particularly  legible  type  face. 
To  this  book  is  appended  an  extensive  bibliography 
which  is  classified.  A well  prepared  index  enables 
the  reader  to  use  it  as  a ready  reference  work. 

This  book  may  be  regarded  as  an  authoritative 
work  by  an  author  who  has  earned  the  reputation 
as  an  authority  on  rickets. 

Robert  A.  Strong,  M.  D. 


Le  Rachitisme:  Etiologie  — Pathogenie — Treat- 
ment. By  A.  B.  Marfan.  Paris,  Gaston  Doin 
et  Cie.  1930.  pp.  50. 

Of  the  French  pediatrists  who  have  come  into 
prominence  during  the  past  generation  none  have 
enjoyed  the  confidence  of  the  American  pediatrists 
more  than  Professor  Marfan.  His  contributions  to 
the  study  of  pediatrics  in  all  of  its  phases  have 
established  him  as  an  outstanding  authority  not 
only  in  France  but  in  the  pediatric  world.  At  a 
time  when  our  newer  knowledge  of  rickets  has 
reached  a point  where  it  should  be  correlated  there 
is  probably  no  better  qualified  man  to  undertake 
this  for  the  French-speaking  pediatrists. 


This  work  opens  up  with  a very  liberal  discus- 
sion of  the  cause  of  rickets  and  Professor  Marfan 
takes  the  occasion  to  discuss  freely  the  part  that 
syphilis,  tuberculosis  and  other  “intoxications 
chronique”  play  in  the  production  of  rickets.  Of 
this  theory,  he  has  long  been  a great  exponent. 
He  describes  a syphilitic  type  of  rickets  in  which 
the  symptoms  are  very  much  exaggerated  with  ex- 
ceptional involvement  of  the  cranial  bones  and 
accompanied  by  anemia  and  an  enlarged  spleen. 
He  also  believes  that  25  per  cent  of  rickets  is  due 
to  tuberculous  infection.  To  support  his  own 
observations  in  this  connection  he  quotes  the  studies 
of  his  confreres,  Parott  and  Fournier.  These 
stories,  however,  have  not  received  widespread 
support  in  America  and  England. 

In  addition  he  considers  that  rickets  is  more 
commonly  found  among  artificially  fed  children, 
although  he  recognizes  and  subscribes  to  the 
rapidly  increasing  belief  that  breast  feeding  affords 
no  protection  against  rickets. 

Professor  Marfan  also  devotes  considerable 
space  to  the  relation  of  rickets  to  chronic  diar- 
rhea, coeliac  disease  and  chronic  digestive  dis- 
turbances. He  also  believes  that  the  infants  of 
eclamptic  mothers  are  frequent  victims  of  rickets. 
After  reviewing  the  foregoing  theories  he  discusses 
the  work  which  has  been  done  by  Huldschinsky  in 
Germany  and  Hess  and  Steenbock  in  America  on 
the  effects  of  the  ultraviolet  irradiation  in  the  pre- 
vention and  cure  of  rickets.  The  studies  of  Hess, 
Steenbock,  Kramer,  Windaus  and  Rosenheim  which 
led  to  the  selection  of  ergosterol  as  the  ideal  sterol 
for  irradiation  are  next  discussed.  The  remainder 
of  this  brochure  is  devoted  to  the  application  of 
the  now  widely  recognized  methods  of  preventing 
and  treating  rickets.  There  are  several  illustra- 
tions and  descriptions  of  the  use  of  the  vapo- 
mercury  quartz  lamp  in  individual  cases  and  to 
large  groups  of  children. 

Professor  Marfan  has  covered  in  a most  com- 
prehensive way  the  newer  knowledge  of  rickets  for 
the  French-speaking  physician. 

Robert  A.  Strong,  M.  D. 


Affections  of  the  Eye  in  General  Practice:  By 

R.  Lindsay  Rea,  B.  Sc.,  M.  D.,  M.  Ch.,  F.  R. 
C.  iS.  Philadelphia,  Lea  & Febiger.  1930. 
pp.  155. 

A second  ophthalmic  volume  for  the  general 
practitioner  comes  to  us  in  a year  from  England. 
The  large  number  of  more  or  less  isolated  colonial 
physicians  apparently  create  a greater  demand  for 
books  of  this  sort  in  Britain  than  here. 


350 


Book  Reviews 


The  author  has  described  the  fundamentals  of 
ophthalmology  very  creditably  in  about  one  hun- 
dred and  fifty  pages. 

Some  of  Dr.  Rea’s  views  and  methods  differ 
sufficiently  from  ours  to  justify  mention. 

“In  senile  ectropion  there  is  no  need  to  think 
of  operation.  The  simple  painting  every  second 
day  of  the  swollen  conjunctiva  with  zinc  sulphate 
2V2  grs.  to  the  ounce,  the  patient  using  a much 
weaker  zinc  solution  several  times  a day  will  com- 
pletely restore  the  lid  to  its  natural  position.” 

Because  of  its  osmotic  action,  10  per  cent  mag- 
nesium sulphate  solution  used  with  an  eye  bath 
is  suggested  in  the  treatment  of  gonorrheal 
ophthalmia. 

Treatment  in  congenital  lues  does  not  change  a 
positive  Wassermann  to  a negative.  Weekly  in- 
travenous injections  of  novarsenobillon  are  pre- 
ferred in  interstitial  keratitis.  In  a child  of  ten 
years,  the  initial  dose  is  .12  gm.  and  increased  to 
.3  gm.  After  twelve  injections,  a course  of  mer- 
cury is  given.  Inunctions  of  suspensol  bismuth 
cream  are  used  at  the  same  time. 

The  chapter  on  Ocular  Hygiene  is  especially  well 
written.  Routine  Wassermann’s  in  pregnant  women 
show  8-10  per  cent  positives.  The  test  should 
always  be  made  early  that  adequate  treatment  is 
possible.  Should  the  routine  vaginal  smear  show 
gonococci,  vaginal  douching  and  1 per  cent  silver 
nitrate  applications  should  obviously  be  used  dur- 
ing labor. 

Several  pages  of  more  or  less  useful  therapeutic 
formulae  conclude  this  rather  interesting  volume 
in  which  the  colored  illustrations  are  excellent  and 
the  table  of  contents  well  arranged. 

Chas.  A.  Bahn,  M.  D. 

Physiology  and  Biochemistry  of  Bacteria:  By 

R.  E.  Buchanan,  M.  D.,  and  Ellis  I.  Fulmer, 
Ph.  D.  Volumes  II  and  III.  Baltimore,  Wil- 
liams & Wilkins  Co.  1930. 

In  a review  of  the  first  volume  of  this  series 
we  stated  that  this  work  is  a very  exhaustive, 
scientific  study  of  the  bacteria  from  a physical 
and  chemical  point  of  view,  but  that  there  is  very 
little  in  it  to  interest  the  medical  profession,  ex- 
cept possibly  some  few  members  who  are  engaged 
in  elaborate  research  work.  The  same  thing  is 
true  of  these  later  volumes. 


Volume  II  dicusses  the  effects  of  Environment 
on  micro-organisms,  and  Volume  III  the  effects 
of  micro-organisms  on  their  environment.  As  is 
true  in  Volume  1 there  is  absolutely  no  attempt 
to  apply  the  findings  to  matters  of  interest  to  the 
medical  profession,  and  we  feel  that  these  excel- 
lent books  will  be  of  far  greater  benefit  to  the 
students  of  bacteriology  who  are  interested  in  the 
science  from  the  agricultural  and  commercial 
standpoints.  It  is  really  for  these  latter  groups 
that  the  work  is  intended. 

Adelaide  Mary  Zoeller,  M.  D. 
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THE  PROBLEM  OF  CANCER  OF  THE 
STOMACH.* 

J.  SHELTON  HORSLEY,  M.  D.,t 
Richmond,  Va. 

Deaths  that  are  sudden  and  dramatic 
attract  much  attention.  An  airplane  crash- 
ing against  the  side  of  mountain,  killing  all 
its  passengers ; an  automobile  with  its  occu- 
pants crushed  by  a train ; a citizen  shot  by 
a robber;  the  death  of  a prominent  states- 
man or  financier  from  angina;  or  of  a 
famous  actor  from  acute  appendicitis  or 
from  so-called  acute  indigestion, — these  are 
items  of  news  that  make  a profound  impres- 
sion. But  the  slow  deaths  from  cancer  may 
pass  almost  unnoticed. 

For  some  mysterious  reason  it  has  been 
considered  a disgrace  to  have  cancer,  and 
patients  with  this  disease  often  conceal  it; 
yet  typhoid  fever,  which  is  preeminently  a 
disease  of  filth,  seems  to  be  an  affliction  to 
be  boasted  of.  From  the  census  figures  we 
learn  that  in  the  United  States  about  100,- 
000  persons  die  every  year  from  cancer.t 

* Annual  oration  delivered  before  the  Mississippi 
State  Medical  Association,  at  the  Sixty-third 
Annual  Session,  Vicksburg,  May  13,  1930. 

JFrom  the  Surgical  Department  of  St.  Eliza- 
beth’s Hospital,  Richmond,  Virginia. 

f The  census  reports  show  that  in  1927  there 
were  103,578  deaths  from  cancer  in  the  Registra- 
tion Area  of  the  United  iStates,  or  95.6  per  100,000 
of  the  population.  Of  these,  36,879  deaths  were 
from  cancer  of  the  stomach  and  liver.  As  primary 
cancer  of  the  liver  is  extremely  rare,  and  the 
deaths  are  listed  according  to  the  place  of  origin 
of  the  cancer,  it  is  probable  that  at  least  35,000 
of  these  deaths  are  from  cancer  that  originated 
primarily  in  the  stomach. 


This  means  that  for  every  death  there  are 
probably  three  or  four  patients  with  cancer 
still  living.  About  one-third  of  these  100,- 
000  deaths  are  due  to  cancer  of  the  stom- 
ach. Cancers  from  all  other  regions,  such 
as  the  colon,  rectum,  kidneys,  bladder,  pros- 
tate, breasts,  uterus,  mouth,  neck,  brain, 
skin,  muscle  and  bone,  make  up  the  balance ; 
but  that  malignancy  of  this  one  single 
organ,  the  stomach,  is  responsible  for  one- 
third  of  all  the  deaths  from  cancer  is  truly 
startling.  Obviously,  cancer  of  the  stomach 
constitutes  a problem  to  challenge  our  most 
serious  consideration. 

Too  often  cynics  diffuse  a pessimistic 
atmosphere  by  saying  that  cancer  is  fatal, 
that  there  is  no  real  cure  for  it,  that  we  do 
not  know  what  the  cause  of  cancer  is  any- 
way, and  that,  therefore,  we  are  in  ignor- 
ance of  the  methods  of  treatment.  Such 
criticisms  which  are  frequently  heard,  and 
sometimes  from  the  intelligent  laity,  do  not 
bear  logical  analysis.  It  is  true  that  we 
do  not  know  the  direct  cause  of  cancer,  but 
the  real  cause  of  any  disease  is  also 
unknown.  We  do  not  know  the  cause  of 
typhoid  fever  or  diphtheria  or  tuberculosis. 
We  do  know  that  certain  bacteria  are 
apparently  responsible  for  these  diseases, 
but  what  causes  the  bacteria  is  a thing 
about  which  we  are  profoundly  ignorant. 
So  when  we  glibly  say  that  we  know  the 
cause  of  tuberculosis,  for  instance,  to  be 
the  tubercle  bacillus,  while  we  are  utterly 
unaware  of  what  produces  the  tubercle 
bacillus,  we  are  merely  camouflaging  our 
ignorance. 
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THE  CAUSES  AND  CURES  OF  CANCER  OF  THE 
STOMACH. 

While  the  cause  of  cancer  is  a subject 
for  discussion,  many  definite  facts  about  it 
are  known.  It  appears  to  be  a derange- 
ment of  cells  in  the  tissue.  The  theory 
that  cancer  is  due  to  some  parasite  or  micro- 
organism is  hardly  tenable,  for  wherever 
cancer  occurs  the  cancer  cell  is  the  unit.  It 
is  true,  of  course,  that  experimentally  there 
are  ultra-microscopic  substances  which 
appear  to  initiate  a type  of  cancer,  as  the 
chicken  sarcoma  of  Rous,  which  can  be  only 
reproduced  in  fowls,  usually  of  the  Ply- 
mouth Rock  breed.  This  does  not  necessar- 
ily imply  that  there  is  a parasite.  In  cer- 
tain organisms  the  mere  fraction  of  a cell 
will  reproduce  the  cell  itself.  Then  there 
may  be  some  irritating  substances  which 
make  cells  break  away  from  their  normal 
controls  and  become  cancerous.  True  can- 
cer, for  example,  can  be  produced  in  cer- 
tain mice  by  repeated  paintings  with  tar. 
After  a cancerous  cell  is  once  established  it 
seems  able  to  transmit  its  attributes  to  its 
progeny. 

It  would  make  this  address  too  long  to 
discuss  the  various  theories  of  the  causation 
of  cancer,  or  even  to  cite  all  of  the  attempt- 
ed cures,  such  as  the  so-called  colloidal 
lead  injections  of  Blair  Bell  or  its  modifi- 
cations ; or  the  more  recent  treatment  with 
the  suprarenal  cortex  mixed  with  various 
substances,  as  has  been  done  by  Coffey  and 
Humber  of  California,  and  by  Professor 
Sokoloff,  who  used  the  suprarenal  cortex 
with  iron  and  pyrrol  blue;  and  the  injection 
of  formalin  by  Thomas  Lumsden.  These 
methods  are  largely  applied  to  experimental 
cancer  in  mice  and  have  to  do  mostly  with 
tumors  grafted  in  mice  from  other  tumors. 
In  other  words,  the  cancer  treated  is  not  a 
voluntary  growth,  but  a transplant,  and  dif- 
ferences of  reaction  arise  that  would  natur- 
ally occur  between  a host  in  which  foreign 
material  had  been  transplanted  and  one  in 
which  the  tumor  originated.  Other  things 
being  equal,  a transplanted  tumor  is  more 
readily  destroyed  than  an  original  neoplasm. 


Any  treatment  that  has  reasonable  bio- 
logic or  experimental  foundation  should  be 
thoroughly  tested,  first  in  lower  animals, 
and  then,  if  it  seems  favorable,  in  certain 
cases  in  man.  It  is  only  by  such  means 
that  medical  progress  is  made.  So  far  these 
cures  have  not  proved  clinically  encourag- 
ing. We  must  recall,  too,  that  for  some 
reason  occasionally  cancers  spontaneously 
retrogress.  Undoubted  instances  of  this 
kind  have  been  recorded,  and  while  they 
are  rare,  and  the  causes  for  this  retrogres- 
sion are  not  apparent,  the  mere  fact  that 
such  things  do  happen  may  give  false  hope, 
and  doubtless  in  any  large  series  of  cases 
of  cancer  there  would  be  a few  recoveries 
not  due  to  the  remedy  employed.  It  would 
seem  reasonable  to  expect  that  any  method 
giving  no  more  than  one  per  cent  of  cures 
should  be  considered  from  the  standpoint 
of  these  few  cases  that  recover  without 
treatment. 

Cancer  of  the  stomach  follows  the  general 
biologic  laws  of  cancer  elsewhere.  Natur- 
ally all  cancers  are  somewhat  different  and 
neoplasms  of  any  organ  differ  among 
themselves.  The  cause  of  cancer  is  gener- 
ally believed  to  be  some  irritation.  This 
may  be  chemical,  thermal,  bacteriological 
or  mechanical,  but  besides  irritation  there 
are  two  other  important  factors.  One  is 
the  individual  as  a whole,  and  the  other  is 
the  susceptibility  of  different  tissues  to  can- 
cer. Apparently,  a tendency  toward  can- 
cer or  a lack  of  control  of  cells  is  inherited 
in  certain  families.  This  may  not  be 
marked,  but  the  experiments  that  have  been 
done  along  this  line  with  mice,  together 
with  clinical  observation,  point  toward  this 
conclusion.  It  is  undoubtedly  true  that  cer- 
tain tissues  and  organs  of  the  body  are  more 
subject  to  cancer  than  others.  Irritation, 
for  instance,  on  the  lip  or  tongue,  from  a 
burn  or  sepsis,  from  tobacco,  or  the  jutting 
point  of  a bad  tooth,  appears  likely  to  pro- 
duce cancer.  I have  seen  cancer  develop  in 
the  soft  palate  around  a piece  of  fishbone, 
that  had  been  imbedded  in  the  palate  for 
some  time.  On  the  other  hand,  primary 
cancer  of  the  palms  of  the  hands  or  soles 
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of  the  feet  where  irritations  from  trauma 
are  frequent  is  almost  unknown.  Probably 
these  tissues  have  been  so  stabilized  in  our 
prehistoric  ancestors  by  constant  use  and 
friction  that  the  cells  do  not  break  away 
from  their  controls,  whereas  in  other  less 
stabilized  tissues  not  so  much  exposed  to 
trauma,  and  particularly  when  there  is  an 
unusual  irritation,  cancer  occurs. 

The  stomach  and  the  duodenum  afford  a 
very  striking  example  of  the  difference  in 
susceptibility  of  organs  to  cancer.  They 
adjoin  each  other,  yet  cancer  of  the  stomach 
is  very  common,  and  cancer  of  the  duo- 
denum is  very  rare.  Cancer  of  the  stom- 
ach may  extend  to  and  involve  the  pyloric 
sphincter,  yet  it  stops  abruptly  at  the  mar- 
gin of  the  duodenum.  This  difference  in 
susceptibility  is  difficult  to  explain.  The 
stomach  embryologically  is  of  a slightly 
later  creation,  as  its  final  form  depends 
upon  marked  changes  in  the  contour  and 
structure  of  the  original  foregut;  and  it 
receives  and  retains  for  a while  food  which 
in  modern  times  may  be  more  productive 
of  irritation  by  its  heat  and  by  its  pre- 
paration than  was  the  food  of  our  pre- 
historic ancestors.  But  these  facts  are  not 
very  satisfactory  explanations. 

Cancer  apparently  never  originates  in 
healthy  normal  tissue.  Just  what  the  path- 
ologic base  is  in  gastric  cancer  we  cannot 
always  determine,  because  frequently  by  the 
time  the  cancer  is  recognized  its  source  of 
origin  has  been  destroyed.  Obviously  the 
relation  of  peptic  ulcer  of  the  stomach  to 
cancer  comes  forward.  All  observers  ac- 
knowledge that  peptic  ulcer  is  an  etiologic 
factor  in  cancer  of  the  stomach,  but  just 
what  proportion  of  gastric  peptic  ulcers 
turn  into  cancer,  or  what  proportion  of 
cancers  of  the  stomach  arise  from  peptic 
ulcers,  is  a much  debated  question.  Some 
authorities  think  that  40  per  cent  or  more 
of  cancers  of  the  stomach  arise  from  peptic 
ulcers ; others  put  the  ratio  much  lower. 

W.  J.  M.  Scott  believes  that  from  10  to 
20  per  cent  of  all  cases  clinically  diagnosed 
as  gastric  peptic  ulcer  are  really  cancers. 


This  estimate  does  not  include  cases 
diagnosed  as  already  malignant  or  sus- 
picious of  malignancy  that  may  have 
started  from  a peptic  ulcer.  It  would 
seem  that  the  chronic  irritation  and  in- 
flammatory infiltration  of  a peptic  ulcer  of 
the  stomach  would  give  the  ideal  causative 
conditions  for  cancer.  The  fact  that  cancer 
rarely  occurs  after  a duodenal  ulcer  does 
not  invalidate  this  reasoning,  because  the 
duodenum  is  apparently  more  stable  and 
the  cells  of  its  tissues  do  not  break  away 
from  control,  following  the  analogy  of  the 
palms  of  the  hands  and  the  soles  of  the 
feet. 

If  cancer  does  not  originate  in  healthy 
tissue,  there  may  be  small  symptomless 
ulcers  or  adenomas  in  the  gastric  mucosa 
from  which  the  cancer  arises.  In  somewhat 
similar  portions  of  the  body  in  which 
lesions  are  more  easily  observed,  the 
rectum  or  sigmoid,  proctologists  have 
noted  that  benign  adenomas  or  polyps  often 
turn  into  cancer;  and  yet  these  adenomas 
usually  give  no  symptom  unless  malig- 
nancy supervenes  or  bleeding,  ulceration 
or  obstruction  occurs.  A case  of  my  own 
illustrating  this  was  that  of  Mrs.  S.,  age 
67  years.  She  gave  no  history  of  unusual 
complaint  until  three  months  before  she 
was  operated  upon.  At  operation  an  ex- 
tensive cancer  of  the  transverse  colon  was 
removed,  and  the  specimen  showed  that  in 
the  neighborhood  of  the  cancer  were  sev- 
eral small  adenomas  which  at  first  glance 
might  have  been  thought  to  be  metastases; 
on  microscopic  examination,  however,  they 
proved  to  be  benign  adenomas  with  marked 
hyperplasia  - of  the  cells.  It  seems  highly 
probable  that  this  carcinoma  originated  in 
a benign  adenoma,  and  cancer  of  the 
stomach  may  have  the  same  origin. 

SYMPTOMS. 

The  symptoms  of  cancer  of  the  stomach 
are  necessarily  varied.  I cannot  emphasize 
too  strongly  one  point — that  cancer  of  the 
stomach  has  no  typical  symptoms.  It  occurs 
most  frequently  in  the  fifth  and  sixth 
decades  of  life,  but  may  be  found  at  ages 
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from  thirty  years  up.  It  is  more  common 
in  the  male  than  in  the  female,  the  propor- 
tion in  some  series  of  cases  being  as  high 
as  two  and  a half  or  three  to  one.  In  an 
analysis  of  176  cases  of  carcinoma  of  the 
stomach  (constituting  about  30  per  cent  of 
the  necropsies  for  deaths  from  cancer) 
submitted  to  necropsy  by  Dr.  Margaret 
Warwick,  81  per  cent  were  male  and  19 
per  cent  females.  Dr.  Warwick  states, 
however,  that  more  necropsies  were  per- 
formed upon  males  than  upon  females,  but 
even  allowing  for  this  there  was  a prepon- 
derant percentage  of  males.  Just  why  men 
have  a greater  tendency  to  gastric  cancer 
than  women  is  difficult  to  explain.  It  is 
supposed  that  men  have  rougher  and 
hotter  food,  but  this  is,  of  course,  a very 
flimsy  reason  and  one  that  cannot  be 
definitely  proved. 

In  cases  in  which  the  symptoms  are  of 
the  general  type  of  peptic  ulcer,  the  diag- 
nosis can  be  surmised  more  readily.  With 
a history  of  food  relief  or  hunger  pain, 
vomiting  of  blood  or  tarry  stools,  or  with 
symptoms  of  obstruction,  a gastric  lesion 
can  often  be  recognized.  The  absence  of 
free  hydrochloric  acid  in  the  gastric  juice 
in  cancer  of  the  stomach  has  long  been 
noted.  It  is  true  that  in  the  late  stages  of 
gastric  cancer  usually  there  is  no  hydro- 
chloric acid  in  the  secretion  of  the  stomach. 
It  is  doubtful  what  the  significance  of  this 
is.  Some  authors  believe  that  the  condition 
of  achlorhydria  has  preceded  the  cancer 
and  is  not  caused  by  it.  It  seems  probable, 
however,  that  cancer  has  an  etiologic  rela- 
tion to  achlorhydria,  because  extensive 
cancer  in  any  portion  of  the  body  will  tend 
to  lessen  the  hydrochloric  acid  in  the  gastric 
juice,  just  as  toxic  influences  upon  the 
gastric  cells  often  do.  In  some  gastric 
cancers,  particularly  in  the  early  stages, 
free  hydrochloric  acid  is  present  in  the 
gastric  juice.  Other  findings  in  the  gastric 
juice,  such  as  blood  and  lactic  acid,  may 
be  suggestive,  but  not  should  not  be  de- 
pended upon  too  much. 

While  emaciation  is  supposed  to  accom- 
pany carcinoma  of  the  stomach,  and  usually 


does  so,  largely  because  of  malnutrition, 
it  is  by  no  means  invariably  present.  In 
Dr.  Warwick’s  176  necropsies  in  cases  of 
gastric  cancer,  18  per  cent  showed  no 
emaciation ; the  rest  showed  either  mod- 
erate or  advanced  emaciation. 

The  palpation  of  a mass  in  the  abdomen, 
marked  loss  of  weight  and  cachexia,  the 
presence  of  the  so-called  Virchow’s  glands 
in  the  root  of  the  neck  and  metastases  in 
the  liver  and  elsewhere,  too  often  are 
terminal  symptoms.  Frequently,  however, 
in  thin  persons  and  in  the  old,  a cancerous 
mass  which  is  still  confined  to  the  stomach 
and  is  operable  may  be  palpated.  The 
majority  of  cancers  of  the  stomach  ap- 
parently give  no  symptoms  until  the  late 
stages,  or  certainly  very  indefinite  symp- 
toms; but  this  should  not  make  us  ignore 
the  one-fourth  or  one-fifth  of  the  cases  in 
which  symptoms  have  preceded  cancer  for 
months  or  years  and  in  which  it  appears  to 
have  originated  from  a peptic  ulcer.  Cancer 
or  any  lesion  of  the  cardiac  portion  of  the 
stomach  gives  no  symptoms  unless  there  is 
perforation,  hemorrhage  or  obstruction. 
Peristalsis  arises  along  the  lesser  curvature 
of  the  stomach ; the  greater  curvature  and 
the  cardiac  portion  are  a silent  area.  It  is 
for  this  reason  that  cancers  of  the  cardiac 
portion  of  the  stomach  that  do  not  obstruct, 
bleed,  or  perforate,  are  always  far  advanced 
before  they  are  discovered. 

The  serological  tests  or  blood  tests  for 
the  diagnosis  of  cancer,  at  first  appear- 
ing to  offer  much  hope,  have  been  dis- 
appointing. 

Roentgenologic  examination  is  undoubt- 
edly the  most  dependable  means  of  diag- 
nosis of  gastric  cancer.  Any  patient  over 
thirty-five  years  of  age,  especially  a man, 
who  has  not  previously  been  having 
stomach  trouble  and  develops  gastric 
symptoms  should  be  considered  carefully, 
and  if  the  symptoms  do  not  disappear 
under  a simple  treatment  within  a few 
weeks,  the  patient  should  have  a gastro- 
intestinal roentgenologic  examination  by 
some  one  who  is  competent  to  make  it. 
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The  inexperienced  or  poorly  trained  roent- 
genologist who  attempts  to  make  a 
diagnosis  of  lesions  of  the  stomach  often 
does  more  harm  than  good.  Fluoroscopic 
examination  is  even  more  important  than 
the  roentgen-ray  picture,  but  even  thorough 
roentgenologic  examinations  are  sometimes 
deceptive.  Scott  has  called  attention  to 
the  fact  that  a lesion  of  the  stomach  which 
is  apparently  healing  as  shown  by  the 
roentgenologic  examination  may  actually 
be  malignant,  and  the  infiltration  of  the 
surrounding  tissues  and  the  base  of  the  de- 
fect may  occur  while  the  cancer  is  spread- 
ing, and  so  give  the  impression  that  the 
niche  is  filling  up. 

The  cases  of  gastric  cancer  that  give  no 
symptoms  either  because  of  their  location, 
as  in  the  cardiac  portion,  or  because  of  the 
method  of  growth,  are  of  course  most 
formidable.  It  has  usually  been  believed 
that  cancer  of  the  stomach  is  an  ulcerating 
growth  with  everted  edges  that  bleed 
readily.  This  is  a frequent  type,  and  may 
be  accompanied  by  vomiting  of  blood  or 
coffee-ground  material,  but  gastric  car- 
cinoma varies  from  a small  growth  in  the 
pylorus  of  the  stomach,  where  the  obstruc- 
tive symptoms  are  early  and  consequently 
the  prognosis  is  favorable  for  operation 
because  of  the  early  stage,  to  large  solid 
tumors  that  project  into  the  lumen  of  the 
stomach  or  infiltrating  growths  such  as 
linitis  plastica  without  ulceration.  It  is 
obvious,  then,  that  in  the  infiltrating 
growths  with  no  filling  defect,  even  the 
roentgenologic  examination  may  occasion- 
ally be  in  error. 

TREATMENT. 

The  treatment  consists  in  surgical  re- 
moval of  the  cancer.  While  radiologic 
treatment  may  modify  the  disease  and  may 
occasionally  be  used  in  conjunction  with 
surgery,  so  far  as  we  are  aware,  no  cancer 
of  the  stomach  has  been  cured  except  by 
excision.  The  question  of  operability  is  one 
that  has  to  be  decided  by  the  surgeon.  Too 
frequently  cancer  of  the  stomach  in  any 
stage  is  regarded  as  perfectly  hopeless. 


This  attitude  partly  results  from  operations 
in  the  advanced  stages  because  of  a late 
diagnosis.  The  preventive  treatment  of 
gastric  cancer  by  excision  of  a gastric 
peptic  ulcer  must  always  be  considered. 

Dr.  Warwick,  in  the  paper  referred  to, 
reports  that  in  necropsies  on  176  cases  of 
carcinoma  of  the  stomach,  in  forty  cases 
(23  per  cent)  there  were  no  metastases.  In 
other  words,  in  these  patients  at  the  time 
of  death  the  cancer  was  apparently  con- 
fined to  the  stomach  itself.  Eighteen,  or 
45  per  cent  of  this  group,  died  from  peri- 
tonitis. In  the  type  of  cancer  in  which 
there  is  ulceration,  the  percentage  of  per- 
foration is  high.  In  Dr.  Warwick’s  series, 
only  76  cases  had  ulceration  of  the  car- 
cinoma, and  of  these  39,  or  51  per  cent, 
perforated.  In  twelve  cases  the  perforation 
had  been  plugged  by  adjoining  structures, 
but  in  27,  or  35  per  cent  of  all  of  the  ulcea- 
tive  cases,  the  perforation  was  into  the  free 
peritoneal  cavity  with  peritonitis  and  death. 

Obstruction  causes  death  in  many  cases 
and  is  apparently  the  next  most  frequent 
cause  of  death.  After  this  is  hemorrhage, 
and  then  various  other  conditions,  such  as 
broncho-pneumonia. 

It  is  apparent,  then,  that  many  patients 
with  gastric  cancer  who  die  from  avoidable 
conditions,  such  as  perforation,  hemorrhage 
or  obstruction,  might  be  saved  or  at  least 
their  lives  prolonged. 

The  age  of  the  patient  should  not  neces- 
sarily prohibit  operation.  I have  reported 
five  cases  of  cancer  of  the  stomach  in 
patients  over  seventy  years  of  age,  in  whom 
partial  gastrectomy  was  done.  There  was 
one  death  after  operation  in  a patient  whose 
transverse  colon  had  to  be  also  resected. 
Four  of  these  five  patients  had  very  ex- 
tensive growths.  Three  of  the  surviving 
patients  eventually  succumbed  to  metas- 
tases, and  the  other,  who  was  78  years  of 
age  at  the  time  of  operation,  died  of 
nephritis  nine  months  later  without  symp- 
toms of  cancer,  though  there  was  no 
necropsy.  Those  who  succumbed  to  metas- 
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tases  had  from  six  months  to  two  years  of 
healthy  life.  The  chief  things  to  be  avoided 
in  operation  on  the  aged  is  general  anes- 
thesia. Local  anesthesia  should  be  used  in 
these  patients  wherever  possible. 

In  early  cases  of  gastric  cancer  the 
prognosis  for  cure  after  excision  should  be 
quite  hopeful.  In  a patient  of  mine, 
Mrs.  H.,  70  years  of  age,  I did  a partial 
gastrectomy  under  local  anesthesia,  on 
December  10,  1928.  The  patient  had  a 
lesion  in  the  lesser  curvature  of  the  stomach. 
She  gave  a history  of  “stomach  trouble” 
coming  on  intermittently  over  a period  of 
fifteen  years,  with  dull  pain  in  the  lower 
epigastrium  at  intervals  without  definite 
relation  to  meals.  There  was  some  nausea, 
but  no  vomiting  until  a week  before  admis- 
sion to  the  hospital.  There  had  been  slight 
loss  of  weight.  There  was  no  hematemesis 
and  no  melena.  Histologic  examination  of 
a small  superficially  ulcerated  and  slight 
infiltrated  area  in  the  lesser  curvature  of 
the  stomach  showed  a little  group  of 
definite  cancer  cells  near  a peptic  ulcer. 
This  is  the  type  of  case  that  offers  excellent 
opportunity  for  permanent  cure  because  of 
the  early  stage  of  the  disease  and  because, 
too,  the  symptoms  were  suggestive  of  a 
gastric  lesion  before  the  carcinoma  de- 
veloped. The  patient  is  now  in  excellent 
health. 

Early  operation  in  cancer  of  the  stomach 
should  give  good  results,  but  even  when  a 
cancer  of  the  stomach  seems  fairly  well 
advanced,  and  particularly  in  the  old,  an 
exploration  under  local  anesthesia  some- 
times shows  that  a well-planned  gastrec- 
tomy can  be  done  with  prolongation  of  life 
if  not  actual  cure. 

When  metastases  occur,  the  most  frequent 
sites  are  in  the  liver  and  in  the  lymph 
nodes  around  the  stomach  and  in  the 
retroperitoneal  lymph  nodes.  It  would 


seem  highly  probable  that  a properly  per- 
formed operation  on  any  gastric  cancer 
without  metastases  would  give  a reasonable 
chance  of  cure.  When  the  liver  is  invaded 
and  the  surrounding  lymph  nodes  are  ex- 
tensively involved,  the  case  is,  of  course, 
inoperable  and  usually  progresses  rapidly  to 
a fatal  termination.  Radiologic  treatment 
of  cancer  of  the  liver  is  of  little  avail.  In 
order  to  be  sufficiently  strong  to  affect  the 
growth,  the  liver  cells  themselves  would 
probably  be  injured.  I have  had  two  cases 
in  which  it  seemed  possible  to  remove  all 
of  the  cancer  except  a small  piece  in  the 
pancreas  in  one  case  and  a group  of  en- 
larged lymph  nodes  near  the  diaphragm  in 
the  other.  I inserted  radium  into  these 
metastases.  One  patient  recovered  and  had 
a few  months  of  healthy  life,  and  then  had 
hepatic  metastases.  The  other  patient  suc- 
cumbed after  the  operation. 

Broders’  classification  of  malignancy  by 
grading  the  cells  is  of  great  value.  There 
are,  however,  instances  he  has  pointed  out 
when  the  tissues  show  marked  resistance  to 
even  very  malignant  cancer  cells  in  which 
an  operation  may  be  successful. 

In  most  cases  I do  a modification  of  the 
Billroth  I type  of  operation  in  which  the 
stump  of  the  stomach  is  approximated  to 
the  stump  of  the  duodenum  flared  open  by 
an  incision  so  an  end-to-end  anastomosis 
may  often  be  done.  The  upper  duodenal 
border  of  the  stomach,  and  if  the  flaring  of 
the  duodenum  is  not  sufficient  the  lower  part 
of  the  stump  of  the  stomach  is  tucked  in  by 
a purestring  suture.  This  is  a very  satis- 
factory operation,  especially  in  elderly 
people.  It  does  not  involve  raising  up  the 
transverse  colon,  and  it  exposes  but  little  of 
the  peritoneum,  while  at  the  same  time 
giving  good  access  to  the  involved  tissues. 
The  cardiac  portion  of  the  stomach  can 
often  be  mobilized  by  reaching  the  hand 
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under  it  and  dividing  constricting  bands. 
If  this  operation  is  impossible,  however,  as 
when  the  cancer  involves  the  middle  of  the 
stomach,  the  Hofmeister  operation,  a modi- 
fication of  the  Billroth  II  method,  is  done. 
Here  the  duodenum  is  closed  and  an  anas- 
tomosis is  made  between  the  jejunum  and 
the  lower  part  of  the  stump  of  the  stomach 
behind  the  colon,  as  in  gastroenterostomy. 

Cases  in  which  there  is  an  indication  for 
removal  of  the  whole  stomach  are  rare. 
Some  of  them,  as  a type  of  linitis  plastica, 
may  offer  a favorable  opportunity  for  such 
a procedure.  Finney  and  Rienhoff  have 
sutured  the  stump  of  the  esophagus  to  the 
duodenum.  This,  however,  implies  a marked 
contraction  of  the  stomach.  Otherwise,  an 
end-to-end  anastomosis  of  the  esophagus 
and  jejunum  or  possibly  an  end-to-end 
union  after  the  En  Y method  of  Roux  may 
be  done. 

CONCLUSION. 

By  early  diagnosis  and  by  exploration  of 
all  cases  of  gastric  cancer  that  are  not 
obviously  hopeless,  the  percentage  of  cures 
following  some  type  of  gastrectomy  should 
be  greatly  increased.  Particularly  in  the 
aged  apparently  advanced  cancer  of  the 
stomach  may  sometimes  be  successfully 
removed.  In  view  of  the  high  mortality 
from  this  disease  and  the  increase  in  the 
incidence  of  malignant  neoplasms,  cancer 
of  the  stomach  deserves  the  earnest  con- 
sideration of  the  general  practitioner,  the 
internist,  the  roentgenologist,  and  the 
surgeon. 
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THE  DIGESTIVE  TRACT  IN  PER- 
NICIOUS ANEMIA.* 

DANIEL  N.  SILVERMAN,  M.  D., 

New  Orleans. 

It  is  generally  recognized  that  the  diag- 
nosis of  early  pernicious  anemia  must  now 
depend  on  certain  findings  which  present 
themselves  before  the  development  of  a 
typical  blood  picture.  The  severe  anemia 
which  characterizes  the  classical  pernici- 
ous anemia  picture  represents  a late  stage 
of  the  disease  and,  not  infrequently,  irre- 
parable damage  may  be  done,  especially  to 
the  nervous  system,  sometime  before  the 
blood  destruction  manifests  itself.  To  em- 
phasize this  essential  condition,  I would 
like  to  quote  Minot1  who  states  that 
patients  with  pernicious  anemia  often  have 
gastro-intestinal,  as  well  as  at  times  cen- 
tral nervous  system  symptoms,  long  be- 
fore there  is  evidence  of  anemia  and  it  is 
then  that  they  should  receive  liver  treat- 
ment rather  than  when  anemia  becomes 
pronounced.  This  statement  is  the  key 
to  a study  of  a group  of  cases  consulting 
me  because  of  digestive  symptoms  during 
the  past  few  years;  their  symptoms,  clini- 
cal course  and  results  of  treatment  will 
form  the  basis  of  the  present  report. 

The  essential  requirement  for  the  diag- 
nosis of  any  case  of  pernicious  anemia  is 
a gastric  condition,  namely  achylia  gas- 
trica.  It  is  this  absence  of  hydroehloric 
acid,  permanent  in  character,  which  is  the 
initial  finding  in  the  disease.  Levine  and 
Ladd,  in  1922,  analysed  122  cases  of  Addi- 
son’s anemia  and  found  but  one  case  that 
failed  to  show  the  achylia.  Of  particular 
interest  in  connection  with  the  present 
study,  is  the  fact  these  authors  found 
hydrochloric  acid  had  been  absent  from 
10  to  20  years  before  the  anemia  de- 
veloped. 

Further,  Draper’s  studies  point  toward 
a constitutional  factor  in  the  disease  and 
it  is  thought  that  the  achylia  may  be  on 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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a constitutional  basis.  Perhaps,  then, 
some  of  the  achylias  seen  in  children  are 
the  forerunners  of  the  disease  developing 
in  later  life. 

Now  what  is  the  relationship  between 
this  stomach  deficiency  and  the  subsequent 
development  of  anemia?  Working  with 
late  cases,  that  is,  those  with  the  typical 
blood  picture,  Castle  and  Locke,3  in  1928, 
demonstrated  that  the  effect  obtained  from 
liver  treatment  (Minot  and  Murphy)  may 
be  duplicated  by  giving  the  patients  or- 
dinary meat  that  has  been  predigested  in 
a human  stomach  with  normal  secretion. 
Meat,  not  predigested  in  this  manner,  has 
no  curative  effect.  Castle  and  Locke  sug- 
gest that  lack  of  a specific  substance  which 
prevents  pernicious  anemia  is  dependent 
on  the  defect  in  gastric  digestion  rather 
than  on  a lack  of  ability  to  produce  this 
substance.  Then,  we  ask  ourselves  why 
do  not  all  individuals  having  a permanent 
absence  of  hydrochloric  acid  develop  perni- 
cious anemia  and  why  do  some  of  the  in- 
dividuals having  the  gastro-intestinal 
symptoms  and  perhaps  the  nervous,  not 
develop  the  anemia,  There  is  evidently 
another  substance,  maybe  complementary, 
which  accounts  for  that  arrest  in  develop- 
ment. 

Occasionally  one  sees  an  individual  with 
all  of  the  signs  of  a true  pernicious  anemia, 
including  the  severe  blood  picture,  but 
hydrochloric  acid  is  present  after  food. 
The  one  case  seen  by  me  was  a physician 
who  went  into  a remission  on  liver  therapy 
and  showed  all  of  the  improvement  which 
soon  follows  such  treatment  in  pernicious 
anemia.  On  the  other  hand,  one  some- 
times sees  another  type  of  case,  evidently 
of  a deficiency  disorder  with  digestive 
symptoms  and  sore  mouth,  a definite  tend- 
ency to  anemia  of  a secondary  type,  no 
hydrochloric  acid  after  food,  but  respond- 
ing to  histamine  injection,  getting  practic- 
ally no  results  from  liver  therapy. 

The  permanent  nature  of  achylia  gas- 
trica  under  discussion  is  determined  by 
the  injection  of  a chemical  substance 


known  as  histamine.  The  paramount  im- 
portance of  this  test  in  the  diagnosis  of 
pernicious  anemia  and  the  pre-anemic 
state  of  pernicious  anemia  warrants  a 
brief  description  of  the  method.  With 
the  patient  fasting,  a duodenal  tube  is  in- 
troduced into  the  stomach.  The  contents 
are  removed  entirely.  Then,  a subcutane- 
ous injection  of  .25  gms.  (%  c.c.  of  1-1000 
solution)  of  histamine  is  given.  The  stomach 
contents  are  aspirated  every  five  minutes 
and  tested  at  the  bedside  for  the  quantity 
free  HC1  by  the  simplified  technic  of  Silver- 
man  and  Denis4  (as  described  in  the  text  on 
pharmaco-therapeutics  by  Solis-Cohen  & 
Githens).  In  the  case  with  functional  in- 
hibition, the  acid  is  secreted  normally  in 
from  20  to  40  minutes  after  the  adminis- 
tration of  histamin.  In  destructive  states 
of  the  gastric  mucosa,  as  seen  in  the 
anemia  under  consideration,  there  is  no 
response. 

CASE  REPORTS. 

Mr.  A.  C.,  aged  45  years,  traveling  salesman, 
was  first  seen  on  November  25,  1926.  He  com- 
plained of  attacks  of  heaviness  in  the  abdomen, 
accompanied  by  headache  and  dizziness.  There 
were  also  attacks  of  diarrhea,  with  watery  stools, 
alternating  with  constipation.  The  spells  of  diar- 
rhea usually  lasted  about  a week,  three  to  four 
stools  a day,  containing  undigested  food,  some- 
time the  food  eaten  seemed  to  pass  through  in  30 
to  40  minutes.  These  symptoms  were  relieved  by 
purgation.  He  had  lost  fifteen  pounds  over  a 
period  of  fifteen  years. 

The  physical  examination  was  negative.  The 
gastric  contents,  one  hour  after  Ewald  test  break- 
fast, showed  no  free  hydrochloric  acid.  He  was 
given  hydrochloric  acid  but  did  not  report  back 
until  March,  1929.  At  this  time  he  complained  of 
the  same  digestive  symptoms,  including  spells  of 
diarrhea  but  more  severe  than  usual.  He  also 
noted  that  his  fingers  and  legs  were  numb.  The 
physical  examination  was  again  negative  with  the 
exception  of  exaggerated  knee  jerks. 

Examination  of  the  gastric  contents  by  the 
fractional  method,  following  a test  meal,  showed 
no  hydrochloric  acid.  The  histamine  test  was  then 
applied  and  still  no  hydrochloric  acid  was  secreted. 

The  blood  count  was,  total  red  cells  3,135,000; 
total  white  cells  5,250;  hemoglobin  65  per  cent; 
neutrophils  72  per  cent;  small  mononuclears  3 per 
cent;  large  mononuclears  23  per  cent  and  eosino- 
phils 2 per  cent. 
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Within  one  week  after  taking  200  gms.  of 
underdone  liver  per  day,  the  patient  felt  much 
better,  the  diarrhea  had  ceased  and  the  nervous 
symptoms  had  subsided  to  a great  extent. 

No.  2.  Mrs.  D.  E.  T.,  aged  28  years,  was  first 
seen  September,  1924.  For  several  months  she 
had  distressful  feeling  after  eating  with  cramp 
like  pains  in  the  upper  abdomen,  becoming  worse 
in  the  past  month.  There  was  considerable  nerv- 
ousness and  the  bowels  were  constipated  without 
laxatives. 

The  physical  examination  showed  an  athletic 
type  woman,  very  apprehensive  and  with  exagger- 
ated knee  jerks.  There  was  a history  of  sore 
throat  over  a long  period  of  time  not  being  re- 
lived by  any  local  treatment.  This  patient  was 
treated  by  me  symptomatically  and  especially  with 
sedatives  off  and  on  for  several  years.  She  con- 
tinued to  complain  of  generalized  pain  and  was 
very  nervous  with  signs  of  melancholia. 

On  December  21,  1927,  a fractional  gastric 
analysis  showed  no  hydrochloric  acid.  She  was 
given  large  doses  of  hydrochloric  acid  (60  drops 
after  meals)  with  no  relief  of  distress  after  eat- 
ing and  the  extreme  nervousness. 

The  histamine  test  showed  the  achylia  gastrica 
to  be  permanent.  The  blood  count  showed  sec- 
ondary anemia  with  anisocytosis  and  poikilocyto- 
sis.  The  patient  received  no  benefit  from  differ- 
ent sedatives  and  tonics. 

Later  treatment,  (March  1,  1930)  consisted  of 
a liquid  extract  of  liver  corresponding  to  300  gms. 
of  raw  liver  per  day.  Within  two  weeks,  this 
woman  had  improved  remarkably.  Without  sed- 
atives of  any  kind,  the  nervousness  subsided, 
there  were  no  more  gastric  symptoms,  the  bowels 
were  regulated,  her  facial  expression  had  changed 
and  she  gained  in  weight. 

No.  3.  Mrs.  L.  J.,  aged  65  years,  was  first 
seen  June  12,  1928,  complaining  of  diarrhea,  wa- 
tery stools,  sore  mouth  and  loss  of  weight. 

Physical  examination  showed  a very  thin  and 
undernourished  elderly  woman.  The  tongue  was 
red  and  beefy.  Chest  and  abdomen  were  nega- 
tive. 

The  gastric  analysis  shows  no  free  hydrochloric. 
Patient  improved  on  hydrochloric  acid  and  arsenic 
by  mouth  and  gained  in  weight.  A few  weeks 
ago  the  bowel  movements  became  frequent  and 
watery;  tongue  was  s re  and  presented  marked 
glossitis.  She  continued  to  complain  of  weakness. 
On  1%  ounces  of  the  liquid  extract  of  liver  (300 
gms.  per  day),  the  tongue  inflammation  subsided 
entirely  and  the  patient  felt  muchly  improved 


within  two  weeks.  The  blood  picture  showed 
practically  no  anemia  at  all  times. 

SUMMARY. 

The  above  cases  are  brought  to  your 
attention  because  they  apparently  illus- 
trate a certain  group  representative  of  a 
deficiency  disorder,  recently  described  by 
Minot,  West  and  others  as  the  borderline 
of  pre-anemic  type  of  pernicious  anemia. 
Such  individuals  may  complain  of  certain 
gastro-intestinal  symptoms,  such  as  sore 
mouth  or  sore  throat,  burning  tongue 
(glossitis)  and  especially  of  diarrhea. 
They  may  be  treated  empirically  for  sev- 
eral months  to  years,  for  one  thing  or 
another,  remaining  undiagnosed  for  the 
the  lack  of  characteristic  findings,  and  in 
this  instance  especially  the  classical  blood 
picture.  The  use  of  the  specific  principle 
in  liver  relieves  the  symptoms  almost  as 
miraculously  as  the  improvement  in  the 
blood  picture  of  the  advanced  case  follow- 
ing the  ingestion  of  the  same  preparation. 
Such  treatment  is  still  not  a cure  for  the 
disease.  The  underlying  cause,  which  seems 
to  exist  as  a deficient  gastric  digestion  in 
association  with  another  factor  of  unknown 
composition,  cannot  be  removed  but  only 
substituted  for.  This  is  emphasized  by  the 
findings  of  Johansen  who  studied  the  effect 
of  liver  therapy  on  19  patient  with  per- 
nicious anemia.  Within  three  to  seventeen 
months  all  symptoms  had  disappeared  or 
considerably  improved  but  there  was  no 
change  whatsoever  in  the  achylia  present, 
as  no  free  hydrochloric  acid  could  be  dem- 
onstrated in  the  gastric  juice  even  after  the 
injection  with  histamine. 

Cases  presenting  symptoms  as  described 
above  and  having  no  HC1,  intractable  to 
symptomatic  treatment,  are  likely  to  be  a 
deficiency  disorder  and  should  be  placed  on 
liver  therapy.  The  administration  of  HC1 
is  altogether  empiric. 

DISCUSSION. 

Dr.  Randolph  Lyons  (New  Orleans)  : As  the 

hour  is  growing  late,  I will  make  my  discussion 
very  brief. 

Dr.  Silverman’s  interesting  paper  has  brought 
up  some  very  important  points  in  regard  to  the 
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role  of  the  gastro-intestinal  tract  in  pernicious 
anemia.  It  should  be  our  attempt  to  diagnose 
these  cases  early  before  the  disease  has  produced 
its  destructive  effect  particularly  on  the  nervous 
system. 

The  ordinary  gastro-intestinal  symptoms  we  are 
all  familiar  with,  of  course,  namely,  the  sore 
tongue,  the  indigestion  and  the  diarrhea.  I think 
the  most  unique  and  the  most  important  symptom 
of  all  is  the  one  Dr.  Silverman  has  called  atten- 
tion to,  the  presence  of  an  achylia  gastrica.  It 
is  a question  whether  achylia  gastrica  isn’t  uni- 
versally present  in  pernicious  anemia.  Most  au- 
thorities believe  it  is,  and  I believe  personally 
that  any  diagnosis  of  pernicious  anemia  without 
achylia  gastrica  is  open  to  very  serious  suspicion. 
It  is  probably  due  to  something  else  and  not  per- 
nicious anemia. 

Before  we  can  always  determine  the  presence 
of  a true  achylia,  it  is  necessary  to  do  what  Dr. 
Silverman  has  suggested,  to  give  the  patient  a 
small  injection  of  histamine  and  then  check  up  the 
gastric  findings  to  be  certain  that  there  is  no 
production  of  hydrochloric  acid  in  the  stomach. 

We  know,  of  course,  that  a great  many  indi- 
viduals go  through  life  apparently  with  achylia 
gastrica  and  die  of  something  else,  so  that  we 
can’t  look  upon  every  case  of  achylia  as  that 
of  an  early  pernicious  anemia.  But,  personally, 
I cannot  help  but  feel  that  we  should  look  upon 
some  of  these  individuals  as  potential  pernicious 
anemia  patients  just  as  we  look  upon  the  stout 
and  rather  elderly  individual  as  a potential  dia- 
betic. 

Recently,  Connor  has1  shown  there  is  a very 
marked  familial  tendency  for  the  blood  relatives 
of  patients  with  pernicious  anemia  to  have  achylia 
as  compared  with  normal  individuals  or  individ- 
uals with  a large  variety  of  other  diseases.  His 
statistics  are  very  convincing.  If  this  is  true, 
it  then  behooves  us  to  try  to  get  the  gastric  con- 
tents of  blood  relatives  of  patients  with  pernicious 
anemia.  If  we  find  that  such  an  individual  has 
an  achylia,  according  to  Connor,  he  should  be 
given  hydrochloric  acid  for  the  rest  of  his  life. 

My  opinion,  after  studying  the  literature,  par- 
ticularly the  latest  literature  (Castle,  Tharp  and 
Sturgis),  is  that  there  is  certainly  another  factor 
present  in  addition  to  the  absence  of  hydrochloric 
acid,  something  that  is  secreted  apparently  by 
the  stomach  in  normal  individuals  but  lacking, 
in  the  patient  with  pernicious  anemia,  which 
contains  an  anti-anemic  factor.  This  we  know  is 
contained  in  the  liver  and  is  also  contained,  ac- 
cording to  Tharp,  in  the  dried  stomachs  of  hogs. 
It  is  on  the  market  now  under  the  name  of  Ven- 
triculin. 


My  advice  to  individuals  whose  blood  relatives 
have  pernicious  anemia,  and  who  are  suffering 
from  an  achylia,  would  be  to  take  some  liver  or 
other  internal  organ  containing  this  anti-anemic 
factor  as  well  as  the  hydrochloric  acid  for  the 
remainder  of  their  lives. 

Dr.  Robert  G.  Douglas  (Shreveport)  I was 
especially  appreciative  of  Dr.  Silverman’s  paper 
this  afternoon  since  I reported  one  of  my  mis- 
takes at  our  staff  meeting  the  other  night.  This 
was  an  elderly  lady  fifty  years  old  who  had  com- 
plained of  indigestion  and  weakness  for  some  time. 
We  did  a G-I  on  her,  and  the  roentgenologist 
and  I both  thought  we  could  make  out  gastric 
ulcer.  She  had  occult  blood  in  the  stools,  so  I 
thought  her  anemia  was  entirely  secondary.  She 
had  had  one  hemorrhage.  The  color  index,  I 
remember  well,  was  one.  So  we  gave  the  modi- 
fied ulcer  treatment  for  two  months.  With  this 
particular  treatment  we  used  the  patient  is  usually 
free  of  symptoms  in  three  days.  Although  she 
was  a very  good  patient  and  stayed  in  bed  very 
nicely,  she  didn’t  get  any  better  under  this  modi- 
fied diet  we  had  her  on,  bismuth  and  compound 
licorice  powder  and  had  a little  psychotherapy  as 
well.  She  had  to  have  a gastro-intestinal  epi- 
sode in  the  form  of  a diarrhea  before  pernicious 
anemia  was  recognized. 

We  put  her  on  the  extract  of  pig  stomach  which 
Dr.  Lyons  mentioned,  with  a little  liver  and  hydro- 
chloric acid,  and  she  made  a miraculous  recovery 
in  ten  days. 

I want  to  thank  Dr.  Silverman  for  his  most 
excellent  treatise,  and  1 hope  in  a couple  of  years 
he  will  give  us  another  one. 

Dr.  F.  M.  Johns  (New  Orleans)  : I have  been 

very  much  interested  in  following  cases  of  achylia, 
and  I am  certainly  thankful  to  Dr.  Silverman  for 
bringing  the  question  up. 

In  the  past  six  months,  in  association  with  Dr. 
J.  B.  Elliott,  we  have  been  able  to  diagnose  one 
such  case  of  pernicious  anemia  which  had  pre- 
viously been  under  observation  for  at  least  three 
years.  The  diarrhea  cleared  beautifully  with 
hydrochloric  acid  in  sufficient  quantity  to  correct 
the  anacidity  but  when  we  continued  it  her  mouth 
would  get  so  sore  she  couldn’t  take  it.  When  she 
would  quit  the  acid  the  diarrhea  would  return. 
During  this  time  we  had  five  analyses  of  the 
stomach  contents,  all  of  which  shoved  absence 
of  hydrochloric  acid  and  pepsin.  During  the 
past  six  months  she  was  lost  sight  of,  and  only 
came  in  two  months  ago  with  a characteristic 
blood  picture  of  pernicious  anemia.  Fortunately, 
we  had  the  blood  pictures  to  review  and  in  no 
instance  was  there  sufficient  evidence  to  warrant 
even  a persumptive  diagnosis  of  pernicious  anemia. 
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With  liver  diet  the  patient  has  been  able  to 
continue  the  hydrochloric  acid  without  getting 
the  sore  tongue  and  mouth.  She  is  practically 
normal  at  the  present  time. 

Dr.  Chaille  Jamison  (New  Orleans) : I can’t 

let  this  very  interesting  paper  pass  without  at- 
tempting to  further  emphasize  one  or  two  points 
that  Dr.  Silverman  has  made.  The  first  of  these 
is,  and  it  is  perfectly  obvious  from  that  discussion, 
that  a gastric  analysis  plus  a history  is  absolutely 
essential. 

Personally,  I do  not  believe,  in  spite  of  the 
fact  that  several  years  ago  I reported  a group 
of  cases  in  which  there  were  a few  negroes  that 
did  show  hydrochloric  acid,  that  they  are  cases 
of  pernicious  anemia.  I think  we  are  all  agreed 
now  that  that  is  absolutely  essential  to  the  diag- 
nosis. 

To  further  emphasize  that  point,  we  must  re- 
member that  there  is  a certain  class  of  cases 
that  we  constantly  see  with  a little  diarrhea,  a 
moderate,  secondary  anemia,  some  soreness  of 
tongue,  that  have  free  hydrochloric  acid  in  the 
stomach,  and  that  type  of  case  does  not  yield  to 
liver. 

Let  me  emphasize  then,  very  strongly,  that 
the  diagnosis  of  pernicious  anemia  should  be  well 
established.  It  is  not  neeessary  that  the  case 
be  an  extreme  one,  but  the  case  must  be  well 
established  before  we  discredit  liver  therapy  by 
indiscriminately  giving  it  to  people  that  we  think 
are  a little  anemic. 

The  next  point  that  I think  we  should  empha- 
size is  this : that  by  giving  people  with  a good  blood 
liver  and  not  keeping  them  under  close  observa- 
tion we  may  actually  do  them  harm  by  increasing 
their  blood  cell  count  to  a dangerous  degree. 

I think  those  points  should  be  borne  in  mind 
by  all  of  you  in  the  examination  and  treatment 
of  these  cases. 

I want  to  thank  Dr.  Silverman  for  his  very 
able  and  interesting  paper. 

Dr.  Daniel  N.  Silverman:  (closing):  I cer- 

tainly appreciate  the  contributions  made  by  those 
who  discussed  the  paper. 

Dr.  Johns’  point  is  a very  interesting  one,  that 
is,  the  development  of  the  anemia  in  the  case 
of  achylia.  Now,  he  says  that  the  patient  has 
not  redeveloped  a blood  picture  although  she  is 
taking  the  hydrochloric  acid. 

In  one  or  two  of  my  cases  where  the  patients 
were  taking  large  doses  of  hydrochloric  acid 
when  there  were  other  gastro-intestinal  symptoms, 
anemia  developed  and  the  point  is  it  is  essential 
for  these  patients  to  take  liver  indefinitely. 


COLITIS.* 

C.  W.  PATTERSON,  M.  D„ 

Rosedale,  Miss. 

Colitis  may  be  defined  as  any  abnormal- 
ity, inflammation  or  disease  of  the  colon, 
inclusive  of  the  cecum,  sigmoid  and  rec- 
tum, regardless  of  the  cause. 

While  the  disease  may  be  traceable  to 
II  Chronicles,  Chapter  21,  it  was  Paulus 
Aeginta  who,  in  the  early  period  of  the 
seventh  century  gave  the  first  scientific 
discussion  by  considering  the  entity  as 
a discharge  of  the  inner  coat  of  the 
bowel.  Austin  Flint,  in  1873,  stated 
that  sporadic  dysentery  was  not  dis- 
tinctive, its  etymology  simply  express- 
ing intestinal  difficulty,  and  that  the  term 
“colitis”  had  been  mentioned.  Sir  Samuel 
Wilks,  in  1875,  designated  it  as  “simple 
ulcerative  colitis”,  from  which  numerous 
types,  dependent  upon  the  cause,  have 
sprouted  and  grown  into  prominence  by 
the  various  imaginative  seeds  of  the 
human  mind,  causing  an  exfoliation  of 
literary  genius  to  becloud  our  thoughts 
and  lend  us  away  from  the  true  and  pre- 
dominating disease,  “Colitis”. 

I may  not  be  concurring  with  those  who 
class  either  mucous  or  ulcerative  colitis  as 
a separate  and  distinct  malady,  but  am  ad- 
hering only  to  the  theory  that  no  disease 
can  become  chronic  without  first  being 
acute.  Therefore,  I will  endeavor  to  pre- 
sent the  subject  in  a simple  and  concise 
manner  by  dividing  it,  according  to  the 
existing  degree  of  pathology  into:  first 
acute  or  catarrhal;  second,  subacute  or 
mucus;  and,  third,  chronic  or  ulcerative. 

ETIOLOGY. 

The  real  or  exciting  cause  of  colitis  is 
anything  capable  of  creating  an  irritation 
of  the  mucous  membrane  of  the  colon. 
With  the  colon  acting  as  a cesspool  for  the 


*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 
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entire  digestive  system,  numerous  irri- 
tants are  being  brought  continuously  into 
contact  with  the  mucous  membrane  which, 
under  normal  conditions,  is  protected  by 
the  neutral  flora  inhabiting  the  bowel,  as- 
sisted by  the  secretion  of  mucus  from  the 
mucus  membrane.  When  this  protective 
flora  is  reduced  to  below'  normal,  many 
and  complex  causes  may  be  named  as  pro- 
ductice  of  colitis,  thus  making  it  impera- 
tive that  those  only  of  the  greatest  im- 
portance be  mentioned : 

First,  the  divergence  from  the  normal 
constitution,  judged  morphologically  as  a 
local  predisposition  to  intestinal  infection. 

Second,  mechanical,  such  as  postoper- 
ative adhesive  bands  of  scar  tissue,  tumors, 
trauma  and  constipated  fecal  masses. 

Third,  drugs,  when  used  excessively  for 
constipation  or  reducing  purposes. 

Fourth,  chemical  poisons,  namely  mer- 
cury, arsenic,  lead  and  ptomains. 

Fifth,  gastric,  being  caused  by  the  sub- 
acidity of  the  gastric  juice  allowing  food 
to  pass  without  first  being  disinfected  by 
the  effect  of  hydrochloric  acid. 

Sixth,  pancreatic;  the  digestive  ferments 
being  insufficient,  the  food  is  decomposed 
by  putrefactive  bacteria,  and  acts  by  irri- 
tation. 

Seventh,  dyscrasia  of  the  vegetative 
nervous  system,  by  the  nerves  presiding 
over  secretion  and  nutrition  in  the  ab- 
dominal viscera. 

Eight,  vagotonia,  or  a spastic  condition 
of  the  colon. 

Ninth,  allergy,  an  altered  reaction  on 
the  part  of  the  tissue  cells  to  foreign 
chemical  agents,  especially  by  the  proteins, 
both  food  and  microbian. 

Tenth,  hypothyroidism. 

Eleventh,  hyperthyroidism,  causing  un- 
due stress  upon  the  bow'el  by  an  increased 
metabolic  rate. 


Twelfth,  infections,  including  focal  le- 
sions from  the  tonsils,  teeth,  gall-bladder 
and  appendix,  also  many  local  protozoa 
and  bacteria,  of  which  may  be  named  the 
amoeba,  Bargen’s  diplococcus,  Welch  bacil- 
lus, colon  and  dystentery  bacilli. 

Thirteenth,  systemic  diseases,  such  as 
typhoid  fever,  influenza,  measles,  nephritis, 
tuberculosis,  pellagra,  syphilis  and  malig- 
nancy. 

Fourteenth,  highly  seasoned  food. 

MORBID  ANATOMY. 

When  the  causative  factor  of  colitis, 
w'hether  excreted  from  the  blood  stream  or 
acting  from  within  the  colon,  comes  in 
contact  with  the  mucous  membrane,  na- 
ture immediately  begins  a defensive  battle 
with  its  army  of  neutral  flora  entrenched 
within  the  bowel,  assisted  by  the  fortress 
of  mucous  membrane  sending  secreted 
mucus  as  a diluent  to  wash  away  and 
make  the  enemy  irritant  harmless.  Should 
the  irritants  be  in  excess  of  nature’s  de- 
fences and  enter  the  protective  barrier  of 
epithelium  lining  the  mucous  membrane, 
the  first,  or  acute  stage  of  catarrhal  colitis 
develops  by  a hyperemia  and  engorgement 
of  the  submucous  vessels,  followed  by  an 
infiltration  of  the  submucous  membrane 
with  serum  and  leukocytes.  The  epithe- 
lium soon  becomes  cloudy,  swollen  and  dry, 
followed  by  desquamation,  leaving  the 
basement  membrane  with  a profuse  secre- 
tion of  mucus,  with  serum  and  leukocytes 
from  the  submucous  coat.  If  the  cause 
continues  to  act,  with  a denuded  basement 
membrane  exposed  to  the  invasion  of 
enemy  bacteria,  an  infection  soon  occurs 
and  this  is  the  beginning  of  the  second 
or  subacute  mucous  stage  of  colitis.  Should 
this  infection  penetrate  the  basement  mem- 
brane, then  numerous  miliary  abscesses 
occur  over  the  next  layer  of  rectiform 
tissue,  which  soon  rupture  leaving  small 
ulcers.  This  stage  is  then  the  third  or 
chronic  ulcerative  colitis. 
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SYMPTOMS. 

General  Symptoms.  The  progress  of 
colitis  from  the  acute  to  the  chronic  stage 
is  dependent  upon  the  cause.  The  first 
sign  noticeable  by  the  patient  is  a very 
foul  taste  each  morning  when  arising  from 
a restless  night  of  bad  dreams.  The  taste, 
as  described  by  the  patient,  is  about  the 
same  as  if  some  one  had  placed  “carrion” 
in  the  mouth  while  sleeping.  During  this 
period  the  patient  suffers  from  constipa- 
tion, to  be  followed  in  a few  days  by 
diarrhea.  The  constipation  is  due  to  the 
dryness  of  the  epithelium  during  the  period 
of  hyperemia,  and  the  diarrhea  to  the  state 
of  desquamation.  There  may  be  repeated 
attacks  of  constipation  and  diarrhea, 
with  the  removal  and  return  of  the  cause. 
This  is  the  acute  or  catarrhal  stage  of 
colitis  which,  if  allowed  to  continue,  will 
merge  into  the  next  stage  of  subacute  or 
mucous  colitis.  Then  the  stools  will  con- 
tain enormous  quantities  of  heavy  mucus 
with  an  occasional  streak  of  blood  and  the 
patient  will  have  periodic  “sick  spells”, 
which  is  a pain  in  the  epigastric  region 
accompanied  by  slight  nausea.  This  con- 
dition is  aggravated  by  an  imaginary  heart 
disease  or  cancer  of  the  stomach.  As  the 
disease  continues  from  month  to  month 
the  patient  develops  a severe  nervous  ele- 
ment as  an  associated  condition.  Then  the 
most  unreasonable  and  unheard  of  nervous 
“stunts”  are  performed.  There  is  a men- 
tal depression,  insomnia  and  sallow  com- 
plexion, accompanied  by  loss  of  weight, 
with  sunken  eyes  and  cheeks.  The  tem- 
perature varies  from  subnormal  to  a few 
degrees  above  normal.  There  is  always 
an  unusual  amount  of  flatulence  in  the 
abdomen,  with  the  liberation  of  a very 
foul  odor  when  expelled.  Should  the  dis- 
ease penetrate  to  the  rectiform  tissue  with 
formation  of  ulcers,  the  disease  is  then 
chronic,  and  there  is  not  only  the  passage 
of  mucus  but  blood  and  pus,  accompanied 
by  tenderness  and  pain  over  the  colon. 

Special  Symptoms.  With  the  daily  sacri- 
fice of  countless  healthy  appendices  upon 


the  altar  of  colitis,  it  becomes  imperative 
that  a few  cardinal  points  be  presented  as 
an  aid  in  the  diagnosis.  Some  causes  pro- 
duce localized,  other  diffuse,  colitis,  and 
many  gastroenteritis  with  colitis  as  a se- 
quence. Localized  colitis  begins  with  pain, 
then  constipation,  nausea  and  vomiting. 
The  diffuse  begins  with  constipation,  then 
tenderness  over  the  colon  after  the  de- 
velopment of  diarrhea.  The  gastro-en- 
teric  begins  with  diarrhea  preceding  the 
colonic  involvement,  then  constipation  and 
fever.  The  fever  is  caused  by  absorption 
of  toxins  produced  by  bacterial  decomposi- 
tion in  the  small  intestine.  The  chemical 
poisons  always  produce  a gastro-enteritis 
before  reaching  the  colon.  The  mechani- 
cal, vagotonia  and  allergy  usually  produce 
localized  colitis  with  recovery  before  des- 
quamation of  the  epithelium,  when  the 
cause  is  removed  early  in  the  attack.  The 
dysentery  of  chronic  colitis  soon  produces 
an  acidosis  by  forcing  undigested  food  into 
and  through  the  colon,  with  the  organic 
acids  and  by-products  of  fermentation 
utilizing  the  alkaline  reserve  of  the  blood. 

DIAGNOSIS. 

It  is  important,  if  possible,  after  a 
thorough  examination  and  history  of  the 
case,  to  determine  first  that  the  disease  is 
a colitis  and  next  whether  it  is  acute,  sub- 
acute, chronic,  localized  or  diffuse  and 
the  cause.  One  of  the  greatest  pitfalls 
within  the  path  of  the  diagnosis  is  ap- 
pendicitis. This  may  be  easily  eliminated 
if  the  examination  reveals  positive  food 
allergy  or  vagotony,  otherwise  a more 
searching  study  of  the  various  causes  and 
symptoms  must  be  made.  When  the  disease 
is  beyond  the  acute  stage  at  the  time  of 
examination  then  every  diagnostic  means 
should  be  utilized,  such  as  microscopic  ex- 
amination of  the  stool,  roentgen-ray,  fluo- 
roscopy and  proctoscopy. 

PROGNOSIS  AND  COMPLICATIONS. 

The  results  of  a colitis  depend  upon  how 
soon  it  is  recognized  and  the  success 
obtained  from  treatment.  It  may  terminate 
in  malignancy,  stricture,  perforation  and 
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peritonitis,  mesenteric  thrombosis,  embolic 
abscesses  of  the  liver  and  lungs,  polyposis, 
endocarditis,  arthritis,  hemorrhage,  perirec- 
tal abscesses  and  fistula,  skin  rashes  and 
boils,  or  in  hysteria  and  insanity  from  the 
associated  nervous  element.  The  death  rate 
of  the  chronic  form  is  about  seventy  per 
cent. 

TREATMENT. 

The  treatment  of  colitis  must  not  only 
meet  the  individual  idiosyncrasies  and  re- 
quirements of  the  case  but  should  be 
directed  to  obtaining  and  maintaining  the 
proper  percentage  and  ratio  of  the  protec- 
tive flora  within  the  bowel.  This  makes  it 
necessary  that  treatment  be  given  for  each 
of  the  three  stages. 

The  first,  or  acute,  when  the  origin  is  in 
the  colon,  needs  very  little  treatment  other 
than  the  removal  of  the  cause,  rest  in  bed 
and  a suitable  diet,  but  if  secondary  to  a 
gastro-enteritis  the  patient  becomes  very 
toxic  unless  relief  is  given  from  the  initial 
period  of  constipation  by  giving  either  milk 
of  magnesia  or  syrup  of  rhubarb  and  oil 
in  conjunction  with  alkaline  enemas.  Elim- 
ination must  be  well  established  before  giv- 
ing bismuth,  kaolin  or  opiates.  The  diet 
should  be  one  that  is  digested,  whether 
buttermilk,  lactic  acid  milk  or  rice  and  Nes- 
tles food  with  plenty  of  water. 

The  Second  or  Subacute.  In  this  stage 
the  patient  should  be  confined  to  bed  in  a 
well  ventilated  room  of  sunshine  and  pleas- 
ing surroundings  until  convalescence  is  well 
established.  The  associated  nervous  element 
is  much  more  difficult  to  manage  than  the 
disease  itself,  making  necessary  the  removal 
of  all  imaginary  diseases  by  education  and 
inspired  confidence.  No  patient  should  be 
led  to  expect  a cure  within  less  than  a year. 
The  elimination  of  all  existing  focal  infec- 
tions and  the  cause  should  be  among  the 
first  things  in  treatment,  then  selection  of  a 
diet  high  in  ca’ories  and  low  in  residue  from 
the  following  list : buttermilk,  boiled  sweet 
milk,  corn  starch  pudding,  beef  juice,  brown 
toast,  rice,  baked  Irish  potato,  spinach  and 
an  occasional  broiled  steak,  always  being 


careful  to  select  a diet  that  will  not  aggra- 
vate the  cause.  When  orange  juice  is 
absorbed  it  assists  in  combating  acidosis 
by  tissue  reaction.  The  fruit  acid  is  con- 
verted into  fruit  sugar  which  is  oxidized 
and  the  alkaline  ash  remains  to  neutralize 
the  acid.  The  patient  should  not  take 
alcohol,  condiments,  coffee  or  pastries,  nor 
use  tobacco.  The  medicinal  treatment 
should  be  quality  and  not  quantity,  selected 
for  the  relief  of  symptoms  and  to  combat 
the  causes.  Give  thyroid  extract  for  hypo- 
thyroidism, belladonna  to  relieve  intestinal 
spasm,  citrocarbonates  in  acidosis,  hyoscya- 
mus  and  bromides  for  insomnia  and  neuros- 
thenia ; dilute  nitric  and  hydrochloric  acid 
in  gastric;  emetine  in  one  grain  doses  twice 
daily  by  needle  for  amebic;  bismuth,  kao- 
lin and  opium  for  dysentery  and  pain;  milk 
of  magnesia,  olive  oil  or  alkaline  enemas  for 
constipation  and  toxemia;  insulin  for  pan- 
creatic ; and  prophylaxis  for  the  systematic 
diseases.  Bacillus  acidophilus  given  intern- 
ally aids  in  building  up  the  percentage  of 
intestinal  flora.  Some  cases  are  benefitted 
by  hot  or  cold  applications  to  the  abdomen. 
Colonic  and  rectal  irrigations  are  contra- 
indicated unless  for  emergency  as  they  not 
only  deplete  the  flora  but  increase  the  irri- 
tation. 

The  Third,  or  Chronic.  When  consider- 
ing the  results  obtained  from  the  present 
treatment  of  this  stage,  we  must  seek  some- 
thing more  effective  than  Bargen’s  vaccine, 
neutral  acriflavine  irrigations  or  surgery. 
Let  that  be  a publicity  education  as  to  the 
dangers  hidden  behind  the  rumblings  of  a 
“belly-ache,”  ever  ready  to  flare  into  a vol- 
canic eruption  of  ulcers  within  the  large 
gut. 

REPORT  OF  CASES. 

Case  1 : J.  L.  W.  White,  male,  aged  22  years, 

height  5 ft.  10  Vi  inches,  weight  150  pounds.  Com- 
plaint: nervous,  weak  and  restless,  with  bowel 
movements  of  mucus,  streaked  with  blood.  Family 
history:  father  complains  of  chronic  digestive  dis- 
turbance. Past  history:  at  the  age  of  two  a 

cast  of  the  bowel  was  passed,  followed  by  complete 
recovery  and  perfect  development.  Present  his- 
tory: April  15,  1925  began  training  for  school 

athletics  by  running  one  mile  per  day  and  eating 
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one  raw  egg  and  drinking  pint  of  milk  twice 
daily,  after  a heavy  lunch  and  dinner.  Weight 
increased  ten  pounds  by  last  of  May,  when  there 
was  a very  foul  taste  upon  arising,  accompanied 
by  constipation.  After  this  continued  for  several 
days  a diarrhea  developed,  with  intermittent 
attacks,  until  the  middle  of  June,  then  bloody 
mucus  made  its  appearance.  The  condition  grew 
steadily  worse  on  a diet  of  whites  of  raw  eggs  until 
the  middle  of  July,  the  first  date  seen  by  me.  The 
examination  showed  loss  of  weight  and  sallow 
complexion;  no  foci  of  infection;  Wassermann  neg- 
ative. The  stools  contained  much  mucus,  and  the 
roentgen-ray  showed  the  transverse  colon  involved. 
The  nervous  system  was  shattered.  Part  of  the 
examination  was  done  in  Greenville  after  my  diag- 
nosis of  subacute  colitis  caused  by  bacterial  decom- 
position of  protein. 

Treatment:  Rest  in  bed  and  diet  of  well  cooked 

rice,  boiled  sweet  milk  and  dry  toast,  which  was 
followed  by  immediate  improvement.  In  Septem- 
ber the  diet  was  inci'eased  to  include  corn  starch 
pudding,  tapioca  and  baked  strips  of  bacon.  He 
was  allowed  to  take  exercise  in  October  and  hunt 
in  November,  continuing  to  have  trouble  until  late 
in  1927,  to  some  extent.  At  present  he  is  working 
in  an  office,  a confining  position  held  for  the  last 
several  years,  and  is  in  perfect  health  and  able 
to  eat  anything. 

Case  2.  Mrs.  H.  G.,  white,  female,  aged  42' 
years.  Had  not  menstruated  for  twelve  years  fol- 
lowing laparotomy.  Complaint:  Vomiting,  diar- 

rhea and  nervousness.  Examination:  blood  Was- 
sermann negative;  stools  positive  for  amoeba,  and 
uterus  about  four  months  pregnancy.  Referred 
to  surgeon  who  removed  a four  months  baby  by 
Caesarean  section.  After  several  months  she  re- 
turned for  treatment.  I ordered  rest  in  bed,  a 
suitable  diet  and  one  grain  doses  of  emetine  twice 
daily  by  needle  until  the  stools  showed  negative 
for  amoeba.  The  nervous  condition  persisted  until 
complete  recovery,  which  was  about  two  years 
from  the  beginning. 

Case  3.  R.  S.  D.,  white,  male,  aged  32  years. 
Syphilis  in  1920.  Mother  died  from  some  gastric 
trouble.  Complaint:  Vomiting,  diarrhea,  insom- 
nia and  nervousness.  Present  illness  began  May, 
1927  with  sudden  onset  after  lunch  by  vomiting, 
diarrhea  and  abdominal  pains.  Examination: 
First  seen  in  June  and  blood  showed  positive  Was- 
sermann. Tenderness  over  abdomen,  vomiting  pro- 
fuse and  stools  contained  mucus  and  blood.  Diag- 
nosis : Colitis  following  gastro-enteritis,  caused  by 
ptomaines. 

Treatment:  Rest  in  bed,  ice  to  abdomen  and 

diet  of  Nestles  Food  until  he  could  retain  boiled 
milk,  dry  toast  and  baked  Irish  potato.  Bromides 
were  given  for  insomnia.  After  eight  months  of 


improvement  he  moved  to  another  town  and  was 
said  to  have  neuro-syphilis  and  given  neo-arsphena- 
mine,  but  with  that  treatment  his  recovery  was 
not  complete  until  the  lapse  of  two  years. 

COMMENT. 

These  cases  are  mentioned  to  stress  the 
following  points: 

1.  The  causes  and  the  influence  of 
family  traits; 

2.  The  nervous  element,  regardless  of 
the  previous  physical  or  blood  con- 
dition, and  its  continuance  until 
complete  recovery; 

3.  The  minimum  time  for  recovery. 

DISCUSSIONS. 

Dr.  J.  G.  Archer  (Greenville)  : It  is  indeed  an 

honor  to  be  called  upon  to  open  the  discussion  on 
so  complete  and  interesting  a paper.  As  late  as 
1914  Osier  made  the  statement  that  colitis  has 
been  on  the  increase  for  the  past  few  years,  and 
has  become  the  fashionable  complaint,  replacing 
neuritis  to  a certain  extent.  It  is  true  that  these 
individuals  have  various  and  secondary  symptoms, 
among  which  are  nervousness  and  mental  depres- 
sion. They  often  overlook  saying  anything  that 
would  lead  one  to  suspect  the  bowel  condition,  and 
I believe  a great  many  are  diagnosed  incorrectly. 
If  absorption  from  a tooth  will  cause  arthritis  or 
eye  strain,  then  absorption  from  an  intestinal  tract 
will  cause  disease  also,  and  it  seems  that  the  ner- 
vous system  is  greatly  affected.  I am  entirely  con- 
vinced that  a thorough  examination  should  be 
made  of  the  gastrointestinal  tract  as  of  the  heart, 
lungs,  etc.  The  condition  of  the  teeth,  tonsils  and 
sinuses  should  be  ascertained;  skiagraphs  of  the 
stomach  and  colon,  frequent  stool  examinations 
should  be  made,  and  proctoscopic  examination. 
Cultures  should  be  made  from  which  the  offending 
organism  may  be  found.  Good  results  are  re- 
ported from  a serum  made  from  an  ulcer  found 
in  the  colon  of  an  individual  suffering  from  colitis. 
In  a recent  series  of  cases  in  one  family,  the 
father  and  children  became  ill.  The  children  had 
had  whooping  cough,  and  two  of  the  younger  chil- 
dren died  before  anything  could  be  done.  In  the 
beginning  they  had  a temperature  of  103°  to  105°. 
They  had  diarrhea  of  a prune  juice  like  material, 
and  complained  of  cramps,  and  vomited  everything, 
even  water.  The  two  that  recovered  were  kept 
alive  on  intravenous  glucose  for  five  days,  and 
finally  made  a complete  recovery. 

Dr.  Whitman  Rowland  (Memphis,  Tenn.)  : I 
would  like  to  ask  for  a little  information.  When 
we  became  familiar  with  the  work  of  Bargen,  in 
those  cases  which  we  felt  sure  had  colitis,  we  would 


366 


Patterson — Colitis 


make  a request  for  a search  for  diplococcus,  as 
you  call  it.  We  had  no  difficulty  with  the  labora- 
tories. However,  now  we  are  having  difficulty  in 
getting  the  laboratory  men  to  search  for  Bargen’s 
diplococcus  in  ulcerative  colitis.  They  do  not  seem 
to  think  much  of  it.  When  we  think  that  a fre- 
quent complication  is  multiple  polyposis,  if  there 
is  a specific  remedy  I should  think  we  ought  to 
consider  it.  I would  like  to  ask  the  essayist  to  dis- 
cuss these  points,  and  also  to  know  if  they  can 
give  the  percentage  of  cases  of  ulcerative  colitis 
which  are  affected  by  specific  therapy;  and  the 
percentage  of  ulcerative  colitis  which  goes  into 
multiple  polyposis.  It  is  exceedingly  disagreeable 
to  the  patient  to  have  this  long-continued  disease, 
and  there  is  danger  of  developing  carcinoma  of  the 
colon.  If  we  do  get  specific  effects  from  this  par- 
ticular vaccine  I would  like  to  have  the  opinion  of 
these  three  gentlemen — the  essayist,  the  discussor 
and  Dr.  Musser. 

Dr.  J.  H.  Musser  (New  Orleans)  : I have  had 

only  two  cases,  and  in  neither  did  we  get  good 
results,  although  we  found  the  organism.  Most  of 
our  cases  of  colitis  are  due  to  amebic  dysentery. 

Dr.  E.  R.  Nobles  (Rosedale)  : I wish  to  compli- 

ment the  essayist  on  his  paper,  especially  on  his 
definition  of  the  pathologic  relationship  of  the  im- 
portant types  of  this  disease.  Those  engaged  in 
private  practice  are  inclined  to  look  at  catarrhal 
and  ulcerative  colitis  as  different  diseases.  We 
know  they  are  the  same.  The  multiplicity  of  symp- 
toms taxes  the  ability  of  the  most  careful  clinician. 
Often  enough  the  disease  has  made  such  a pro- 
found impression  upon  the  nervous  system  and 
perhaps  upon  the  digestive  system  that  neither 
patient  nor  physician  suspect  at  first  that  there  is 
anything  wrong  with  the  colon.  Colic  is  an  import- 
ant diagnostic  symptom  when  found;  it  is  not 
always  present,  nor  is  the  discharge  of  mucus  pres- 
ent in  many  cases,  diffuse  enough  to  attract  atten- 
tion from  the  patient,  it  being  brought  out  only 
after  a test  dose  of  castor  oil.  Fatigue  is  the 
common  early  complaint  for  which  they  seek  re- 
lief. This  is  due  to  slowly  developing  intestinal 
toxemia,  which  in  the  neglected  or  improperly 
treated  patient  becomes  a symptom  referable  to 
the  nervous  system.  In  this  stage  of  the  diesase, 
when  the  nervous  system  becomes  affected,  we 
have  a patient  who  is  keenly  sensitive  to  pain,  prone 
to  exaggerate  everything  that  is  bad,  even  in  social 
and  business  life,  so  it  requires  extreme  diligence 


on  the  part  of  the  physician  to  diagnose  the  under- 
lying cause.  It  is  true  that  many  an  appendix 
has  been  sacrificed  in  this  search,  but  we  must  not 
lose  sight  of  the  fact  that  there  are  a great  many 
conditions  associated  with  mucus  colitis  especially, 
and  unless  they  are  relieved  through  surgical  meas- 
ures nothing  medical  will  be  beneficial.  The 
appendix  is  one  of  these.  Among  other  conditions 
are  the  gall  bladder,  polyposis,  infected  teeth,  ton- 
sils, sinuses,  certain  pelvic  infections, — even  a 
lacerated  perineum  or  retroverted  uterus  may  have 
to  be  corrected  before  medical  treatment  would  be 
beneficial.  No  condition  requires  so  much  knowl- 
edge of  the  patient,  nor  is  there  any  conditon 
which  will  try  the  patience  of  physician  and  patient 
to  such  a degree;  but  I believe  that  by  persistent 
application  on  the  part  of  both,  most  cases  can 
be  cured. 

Dr.  Augustus  Street  (Vicksburg) : I want  to 

mention  one  point  with  reference  to  case  of  amebic 
colitis.  I know  that  Dr.  Patterson  is  careful  in 
the  administration  of  emetine,  and  will  not  poison 
his  patients.  It  is  a very  toxic  drug,  and  many 
cases  cannot  be  given  two  grains  of  emetine  daily 
until  such  time  as  the  amebae  have  disappeared  in 
the  stools,  because  the  patient  may  die  before  the 
amebae  have  disappeared.  I looked  up  some  ex- 
perimental work  on  the  toxicity  of  emetine  when 
one  of  my  friends  told  me  he  had  given  the  usual 
dose  in  the  vein.  I found  it  had  been  proven 
that  it  was  twice  as  toxic  as  by  intramuscular 
injection.  I thought  it  might  be  wise  to  call  atten- 
tion to  the  extreme  toxicity  of  emetine;  I do  not 
believe  its  use  should  be  continued  for  more  than 
seven  days. 

Dr.  C.  W.  Patterson  (closing)  : I chose  a sub- 

ject of  such  vast  dimensions  that  it  would  be  impos- 
sible to  cover  it  all  in  one  paper.  About  the  Bar- 
gen’s diplococcus  and  vaccine : the  opinion  is  varied. 
My  experience  has  been  unfavorable,  but  a number 
of  people  report  satisfactory  results.  Brown,  at 
Johns  Hopkins,  made  a study  of  it  and  claims  a 
very  small  percentage  of  cures  from  its  use.  It 
might  be  that  they  did  not  isolate  the  proper  germ, 
diplococcus.  I think  that  if  Bargen’s  diplococcus 
predominates,  there  will  be  results  from  the  vac- 
cine. So  far  as  the  administration  of  emetine, 
about  which  Dr.  Street  spoke — I think  anyone 
using  it  is  inclined  to  watch  his  case  closely.  I 
think  his  point  is  well  taken,  but  I think  the  risk 
is  small. 
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THE  DISABILITIES  OF  ADVANCING 
YEARS. 

How  to  Meet  Them.* 

JAMES  S.  McLESTER,  M.  D., 
Birmingham,  Ala. 

Many  of  the  patients  who  seek  advice  of 
the  physician  come  because,  unknowingly, 
they  are  experiencing  the  disabilities  of 
advancing  years.  These  manifest  them- 
selves in  a number  of  ways,  and  the 
complaints  are  correspondingly  manifold. 
These  complaints  may  be  referable  to  many 
physiologic  areas,  but  in  the  last  analysis 
the  source  of  the  trouble  is  old  age.  To 
recognize  this  and  to  teach  the  patient 
philosophically  to  adjust  himself  to  the  in- 
evitable is  in  such  cases  the  chief  function 
of  the  physician. 

These  patients  come  to  us  for  relief.  They 
want  the  progress  of  their  trouble  stopped. 
We  can  do  but  little  to  halt  the  progress  of 
their  gradually  increasing  limitations,  but 
there  is  much  we  can  do  for  their  comfort 
and  peace  of  mind.  It  is  this  latter,  the 
patient’s  contentment,  which  I wish 
chiefly  to  discuss.  The  need  for  physical 
rest,  curtailment  of  business  activity, 
mental  relaxation,  dietary  rearrangement 
and  an  occasional  drug  is  all  thoroughly 
understood.  But  the  psychic  problem,  the 
readjustment  of  hopes  and  ambitions,  and 
the  development  of  a sane  philosophy, 
which  the  patient  must  accomplish  if  he  is 
to  be  happy,  is  too  often  neglected. 

The  best  conception  of  old  age  which  I 
have  encountered  is  that  given  by  Warthin 
in  his  stimulating  book  upon  that  subject. 
I would  recommend  this  book  to  every 
physician  who  treats  middle-age  people. 
Much  of  the  philosophy  regarding  old  age 
which  I have  endeavored  to  communicate 
to  my  patients  and  much  of  the  discussion 
which  follows  was  imbibed  from  that 
source. 

* Address  delivered  before  the  Section  on  Medi- 
cine at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
May  15,  1930. 


There  are  two  views  regarding  man’s 
life  limits.  The  one,  under  the  stimulus  of 
hope  and  desire,  holds  that  gradually  man’s 
life  expectancy  is  being  greatly  extended. 
The  other  regards  man  purely  from  a 
biological  standpoint  and  deals  less  with 
desire  than  with  observed  biological  facts. 
The  former  viewpoint  will  permit  many 
pleasing  flights  of  fancy,  but  with  your 
indulgence,  I should  like  today  to  confine 
myself  to  the  latter. 

Man  is  an  animal.  Notwithstanding  his 
spiritual  and  intellectual  endowments,  he 
is  in  his  physical  make-up  still  an  animal 
and  subject  to  the  same  biologic  laws  that 
govern  all  animals.  These  laws  are  an  in- 
heritance of  the  past,  handed  down  through 
millions  of  years,  and  are  inexorable.  When 
a projectile  is  fired  from  a high-powered 
rifle,  the  arc  which  it  will  transcribe  and 
the  exact  point  at  which  it  will  terminate 
its  flight  is  determined  before  it  has  left  the 
muzzle  of  the  gun.  Likewise,  barring  acci- 
dents such  as  disease  or  physical  violence, 
man  must  in  his  span  of  life  transverse  an 
arc  which  was  predetermined  at  the  moment 
of  his  birth,  or  more  properly  at  the  time 
of  his  conception.  The  germ  plasm  which 
is  to  form  the  future  man  or  woman  car- 
ries as  an  inheritance  from  countless 
ancestors  an  energy  charge  which  deter- 
mines growth,  development  to  maturity, 
the  sustained  ability  of  middle  life  and  final 
senesence.  The  nature  of  this  energy 
charge  is  an  inherent  characteristic  of  the 
race  transmitted  from  each  generation  to 
the  next  and  is  beyond  our  influence.  We 
can  terminate  the  life  of  the  individual 
through  disease  or  violence  but  we  cannot 
change  the  inherent  physical  endowment 
which  governs  his  growth  and  decline. 

I realize  that  this  is  contrary  to  popular 
belief,  a belief  which  is  fostered  no  little 
by  misleading  statements  of  an  apparently 
scientific  nature.  The  director  of  a widely 
advertised  life  extension  institute  in  making 
certain  claims  as  to  the  ability  of  science 
to  lengthen  the  normal  span  of  life  asks, 
Why  should  a turtle  live  200  years  and  man 
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only  70?  The  answer  is  simple;  because 
the  turtle  is  a turtle  and  man  is  a man.  It 
is  just  as  reasonable  to  ask  why  a turtle  can 
grow  a shell  on  his  back  and  a man  none. 
If  time  permitted  I could  tell  you  of  the 
slowness  of  metabolic  rate  and  of  other 
differences  in  physiology  which  permit  a 
turtle  to  live  200  years  and  limit  man  to 
70  years,  differences  which  in  spite  of  this 
limitation  on  longevity  are  indisputably  in 
man’s  favor.  I would  rather  be  a man. 

But,  our  patients  will  say,  statistics  show 
that  science  has  already  materially  extended 
man’s  span  of  life.  This  is  a popular  belief 
and  it  deserves  closer  inquiry.  True,  by 
lessening  the  extrinsic  causes  of  death, 
particularly  in  infancy,  science  has  greatly 
increased  the  individual’s  chances  for 
realizing  his  normal  expectancy  and  thus 
has  increased  the  average  length  of  life.  But 
we  are  not  talking  about  averages;  we  are 
talking  about  the  life  limit  of  the  individual. 
Take  the  simplest  example.  Two  brothers 
are  born ; the  one  dies  of  diphtheria 
in  his  first  year  and  the  other  lives  out  his 
normal  expectancy  of  70  years.  The  aver- 
age length  of  life  in  that  family  is  35  years. 
Save  the  life  of  that  infant  with  diphtheria 
antitoxin  and  permit  him  also  to  live  to 
70  years  and  you  have  increased  the  average 
length  of  life  in  that  family  by  35  years. 
But  you  have  not  lengthened  the  normal 
span  of  life  of  the  individual.  Interesting 
figures  dealing  with  this  subject  are  given 
in  Dublin’s  article  in  Harper’s  Magazine 
for  May,  1930.  For  the  man  who  escapes 
the  ravages  of  disease  and  external  violence 
and,  reaching  middle  age  in  full  vigor, 
would  offset  the  onset  of  senility,  science 
has  done  but  little. 

Man  does  not  grow  old  all  at  once. 
Throughout  his  entire  life,  beginning  even 
before  birth,  organs  which  have  fulfilled 
their  function  and  become  useless  undergo 
the  retrograde  process  called  involution  and 
disappear,  in  certain  instances  even  before 
the  child  is  born.  And  soon  after  birth 
other  structures  which  performed  impor- 
tant functions  in  intrauterine  life,  disappear 
because  they  are  no  longer  needed.  The 


tail  of  the  spermatozoon,  the  placenta,  the 
Wolffian  Body,  the  gill  slits,  the  umbilical 
vessels  are  all  instances  in  point.  In  child- 
hood the  sucking  disk  of  the  nurslings 
cheek  and  the  milk  teeth,  being  no  longer 
needed,  disappear  as  the  nature  of  the  diet 
changes.  About  puberty  the  thymus  under- 
goes involution  and  disappears,  as  in  the 
middle  age  do  the  tonsils.  Constantly  as 
we  pass  through  life  anatomical  structures 
reach  their  full  development  when  they  are 
most  needed  and  then  undergo  involution. 
These  are  minor  involutions.  When  they 
increase  in  number  and  come  to  pre- 
dominate, there  gradually  ensues  the  major 
involution  which  we  call  old  age.  These 
minor  involutions  are  for  the  good  of  the 
individual;  the  major  involution  is  for  the 
good  of  the  race. 

Since  involution  comes  not  from  wear 
and  tear,  but  only  because  the  structure  is 
no  longer  needed,  how,  then,  can  we  account 
for  the  major  involution  senility.  What  is 
man’s  function  on  earth,  and  what  is  he 
expected  to  accomplish  in  the  scheme  of 
things?  This  determines  his  span  of  life. 
Each  of  us  as  he  passes  through  life  would 
like  to  accomplish  something  of  good,  to  be 
of  help  to  the  man  with  whom  we  rub 
elbows  and  to  feel  that  our  own  small  world 
is  just  a little  better  because  we  have  been 
here.  These  aspirations  come,  we  are  told, 
from  the  spark  of  divinity  within  us.  The 
impelling  biological  motive  of  our  existence, 
however,  is  the  improvement  of  the  race. 
Man’s  chief  function  from  a biological 
standpoint  is  to  propagate  his  species  and 
to  provide  for  his  offspring  until  they  reach 
maturity  and  are  able  to  pursue  an  inde- 
pendent existence.  Then  his  duty  is  done. 
His  role  is  complete.  He  may  enjoy  watch- 
ing the  play  awhile  longer,  but  the  time  has 
come  for  him  to  leave  the  stage  to  other 
actors.  Warthin  writes:  “We  live  but  to 

create  a new  machine  of  a little  later  model 
than  our  own,  a new  machine  that  in 
some  ineffable  way  can  help  carry  along  the 
great  process  of  racial  development  more 
efficiently  somehow  than  we  could  do  were 
we  immortal” ; and  that  the  Universe  de- 
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mands  that  a limit  be  fixed  to  the  life  of  the 
individual  if  through  the  ability  to  cope 
with  the  changing  environment  of  the  suc- 
cessive ages,  the  life  of  the  species  is  to  go 
constantly  forward.  It  is  for  the  good  of 
the  race  that  man  grows  old  and  dies. 

The  evidences  of  senility  do  not  come 
suddenly.  Senesence  is  a gradual  process 
which  involves  some  functions  earlier  than 
others  and  fortunately,  preserves  longest 
the  most  important  of  these,  the  spiritual 
and  intellectual  powers.  The  functions  of 
nutrition  and  metabolism  show  a curve  of 
gradual  decline  almost  from  birth.  The 
curve  of  motility  reaches  its  maximum  about 
the  twentieth  year,  preserves  a plateau  for 
about  ten  years  and  then  shows  a gradual 
decline.  The  curve  of  the  reproductive 
function  rises  rapidly  from  about  the  mid- 
dle of  the  second  decade,  reaches  its  max- 
imum about  the  twenty-fifth  or  thirtieth 
year  and  then  falls  rather  abruptly  to  about 
the  forty-fifth  year.  Most  interesting  is 
the  curve  of  cerebral  and  spiritual  develop- 
ment which  rises  very  gradually  to  reach 
its  maximum  about  the  fiftieth  year  and  to 
maintain  this  high  point  for  more  than 
twenty  years. 

We  are  accustomed  to  regard  the  age  of 
puberty  as  the  critical  one,  but,  as  the 
author  just  quoted  reminds  us,  that  is  a 
mistake.  The  age  of  beginning  senesence 
is  infinitely  the  more  critical.  At  puberty 
the  young  man  has  life  before  him — oppor- 
tunity, high  hopes,  enthusiasm,  unbounded 
energy.  At  the  other  end  when  the  decline 
of  life  comes  into  view,  there  comes  even 
to  the  most  successful,  disillusionment, 
satiety  perhaps,  easy  fatigue,  and  a psychi- 
cal letdown.  To  the  less  successful  there 
come  also  disappointment  and  frustrated 
plans. 

This  is  the  stage  our  patient,  and  you  and 
I,  are  approaching.  The  manner  in  which 
we  enter  upon  it  is  the  real  measure  of  the 
man.  Shall  we  take  it  as  a tragedy,  or  with 
a philosophy  which  permits  us  to  gradually 
adjust  ourselves  to  changing  conditions  and 
to  meet  these  with  a cheerful  equanimity? 


What  does  our  patient  ask  of  life,  and  you 
and  I?  What  is  it  that  gives  us  the  most 
lasting  pleasure,  the  thing  we  are  really 
after,  which  will  satisfy  us  when  we  get  it? 
To  my  way  of  thinking  it  is  this : It  is  the 
affection  and  the  approval  of  those  around 
us ; and  in  our  more  contemplative  moments, 
we  realize  I believe,  we  want  this  not  only 
for  today  but  most  of  all  we  want  it  to  live 
after  us.  Fortunate  is  the  man  to  whose 
life  and  accomplishments  the  world  at  the 
end  answers,  “yea.”  The  actor  may  play 
his  part  well;  he  may  pleasingly  and  with 
consumate  skill  fulfill  the  role  assigned 
him  and  receive  great  applause,  but  if  to- 
ward the  end  his  acting  becomes  discordant 
with  the  movement  of  the  play,  if  he 
becomes  distrait  and  forgets  his  lines  and 
if  finally  he  makes  an  awkward  exit,  then 
the  earlier  success  is  forgotten  and  he  is  a 
failure.  In  the  drama  of  life  each  of  us 
would  like  to  play  his  part  so  well  that  his 
every  tone  and  gesture  will  harmonize  per- 
fectly with  the  motive  of  the  play  and  with 
the  spirit  of  his  part,  and  above  all  so  that 
interest  will  be  sustained  throughout. 

I am  not  enough  of  a philosopher  to  tell 
you  what  your  philosophy  of  life  should  be. 
Each  of  us  must  work  out  his  own  and  com- 
municate it  as  best  he  can  to  the  patient; 
but  as  a physician  whose  business  it  is  to 
study  men,  the  motives  which  actuate  them, 
their  reaction  to  the  vicissitudes  of  life, 
and  the  things  which  underlie  their  happi- 
ness or  unhappiness,  I can  tell  you  this: 
If,  closing  our  eyes,  we  refuse  to  see  the 
approach  of  old  age,  and  declining  to  accept 
its  gradually  increasing  limitations,  we  re- 
belliously  fight  for  a place  we  can’t  hold, 
then  the  later  years  of  life  will  bring  less 
of  contentment,  and  final  success,  in  the 
sense  that  I have  attempted  to  define  it, 
will  pass  us  by.  On  the  other  hand,  if,  as 
the  years  go  by,  we  can  maintain  a clear- 
ness of  vision  which  permits  us  to  see  things 
as  they  are,  if  we  can  keep  always  a sense 
of  the  eternal  fitness  of  things,  and  if  we 
can  develop  a philosophy  which  will  permit 
us  to  accept  gracefully  and  with  unfailing 
interest  each  new  part  assigned  us  and  to 
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recognize  that  the  sustained  intellectual  and 
spiritual  values  which  come  with  experience 
more  than  compensate  for  failing  physical 
energies — if  we  can  do  this,  we  shall  prob- 
ably get  what  we  are  after.  If  we  can  teach 
this  to  the  patient  he  will  be  happier. 


THE  EARLY  ROENTGEN  DIAGNOSIS 
OF  PULMONARY  TUBERCULOSIS.* 

LEON  J.  MENVILLE,  M.  D., 

New  Orleans 

The  art  of  physical  examination  in  cur- 
rent use  by  the  modern  physician  originat- 
ed in  the  latter  part  of  the  eighteenth  and 
the  beginning  of  the  nineteenth  centuries. 
The  discovery  of  percussion  by  Auenbrug- 
ger  and  the  early  recognition  of  its  value 
by  Laennec,  who  not  only  introduced  the 
stethoscope,  but  also  described  in  his  book 
the  signs  of  tuberculosis  in  much  the  same 
manner  as  may  be  found  in  our  modern 
text  books  on  physical  diagnosis.  Skoda’s 
experiments  on  percussion  and  ausculta- 
tion and  Skoda’s  resonance  are  achieve- 
ments well  known  to  all  of  us.  The  appli- 
cation at  this  time  of  the  work  of  these 
early  investigators  has  been  of  tremendous 
help  in  the  diagnosis  of  pulmonary  tuber- 
culosis. 

The  introduction  of  the  roentgen-ray  in 
the  diagnosis  of  pulmonary  tuberculosis 
during  the  past  many  years  has  made  it 
possible  for  a better  appreciation  of  the 
value  and  limitations  of  physical  signs. 
The  roentgen-ray  is  generally  accepted  as 
the  most  reliable  single  method  in  use  at 
the  present  time  in  the  diagnosis  of  early 
pulmonary  tuberculosis.  Such  an  opinion 
is  corroborated  by  some  of  the  outstanding 
medical  men  of  this  country.  I wish  to 
briefly  quote  Dr.  Gerald  Webb,  one  of 
America’s  well  known  authorities,  who  has 
contributed  voluminously  to  medical  liter- 
ature appertaining  to  this  subject.  In  a 
recent  article,  appearing  in  the  Journal  of 
the  American  Medical  Association,  relative 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, March  10,  1930. 


to  the  early  diagnosis  of  pulmonary  tuber- 
culosis Webb  states,  “Roentgen  examina- 
tion is  the  only  method  available  for  detect- 
ing early  pulmonary  tuberculosis.  A few 
years  ago  such  a statement  would  have 
been  considered  a heresy,  but  with  the 
improvement  in  technic  of  the  use  of  the 
roentgen-rays  and  the  taking  of  serial  films 
it  is  now  recognized  that  the  early  lesions 
of  pulmonary  tuberculosis  are  frequently 
deep  seated  and  discrete.  When  rales  can 
be  heard  in  a lung  or,  as  a rule,  when 
hemoptysis  or  pleurisy  or  cough  has  occur- 
red, lesions  of  pulmonary  tuberculosis  are 
advanced.”  He  further  writes  that,  “The 
early  lesions  of  tuberculosis  discovered  by 
roentgen  examination  are  not  usually  ac- 
companied by  marked  symptoms  of  dis- 
ease.” “The  question  is  frequently  asked,” 
says  Dr.  Webb,  “Why  are  there  so  few 
early  cases  of  pulmonary  tuberculosis  in 
sanitoriums  and  so  many  patients  with  ad- 
vanced disease?”  “The  explanation  must 
be  that  the  earliest  lesions  of  pulmonary 
tuberculosis  are  not  likely  to  be  accom- 
panied by  symptoms  which  lead  patients 
to  physicians,  and  the  majority  of  phy- 
sicians, in  their  examinations,  do  not  think 
of  tuberculosis  and  so  neglect  to  send  their 
patients  for  roentgen  examination.”  He 
further  says,  “No  patient  can  be  consid- 
ered as  properly  examined  by  a physician 
today  unless  roentgenograms  of  the  lungs 
are  taken.” 

In  an  article  appearing  in  the  U.  S.  Vet- 
erans’ Bureau  Medical  Bulletin,  under  the 
heading  of  “Recent  Advances  in  Interpre- 
tation of  Physical  Signs  in  Pulmonary 
Tuberculosis,”  Dr.  Louis  H.  Fales  says; 
“More  has  been  accomplished  in  the  proper 
interpretation  of  physical  signs  since  the 
introduction  of  the  roentgen-ray  than  had 
been  accomplished  previously  in  a century 
of  experimentation.  We  have  not  only 
learned  the  limitations  of  physical  signs, 
but  we  have  enhanced  their  value  by  learn- 
ing better  how  to  interpret  them.”  He  fur- 
ther states ; “The  roentgen-ray  has  aided 
us  in  the  interpretation  of  rales.  The  study 
of  many  pulmonary  stereoroentgenograms 
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showed  us  that  rales  were  often  extensive- 
ly present  when  there  was  no  pulmonary 
infiltration.  It  was  also  noted  in  studying 
pulmonary  lesions  by  serial  roentgeno- 
grams that  although  in  many  cases  there 
was  rapid  clearing  of  the  parenchymal  in- 
filtration, the  rales  remained  practically 
the  same.”  We  could  quote  many  other 
authorities  but  it  is  not  the  purpose  of  this 
paper  to  render  a review  of  the  literature 
on  the  subject. 

It  can  be  appreciated  therefore  that  the 
roentgen-ray  is  considered  at  least  by 
many,  as  of  great  value  in  the  diagnosis  of 
early  pulmonary  tuberculosis.  Two  impor- 
tant factors  are  to  be  considered  roentgen- 
olcgically  in  such  a diagnosis.  Namely,  the 
location  of  early  tuberculous  lesions  and 
the  other,  how  small  a tuberculous  lesion 
can  be  visualized  on  roentgenograms. 

THE  LOCATION  OF  EARLY  TUBERCULOUS  LESIONS 
AS  SEEN  WITH  THE  ROENTGEN-RAY. 

The  earliest  lesions  of  pulmonary  tuber- 
culosis as  seen  with  the  roentgen-ray  are 
most  often  found  somewhere  in  the  upper 
lobes  near  the  infraclavicular  regions.  They 
are  nearly  always  unilateral,  and  the 
axillary  of  the  lung  is  more  apt  to  be  in- 
volved in  the  beginning  than  is  the  mesial 
half.  The  shadows  may  be  as  small  as 
millet  seeds  or  they  may  be  several  centi- 
meters in  diameter.  They  are  usually  cir- 
cular, although  they  may  show  different 
configuration  especially  where  conglomera- 
tion of  many  tubercles  has  occurred.  They 
are  demonstrated  on  a rotentgen-ray  plate 
as  distinct  circumscribed  shadows  of  in- 
creased density  when  compared  with  the 
surrounding  lung  tissue.  In  the  very  early 
lesions,  before  necrosis  of  the  tuberculous 
process  has  taken  place,  the  infiltrations 
does  not  absorb  much  roentgen-rays,  for 
this  reason  these  shadows  are  faint  and 
lack  the  density  found  as  a consequence  of 
caseation.  These  early  lesions  are  indis- 
tinct in  out’ine  being  visualized  as  a very 
faint  cloud  - like  shadow  in  which  the 
tubercles  are  obscured  by  the  surrounding 
exudate. 


HOW  SMALL  A TUBERCULOUS  LESION  CAN  BE 
VISUALIZED  WITH  THE  ROENTGEN-RAY. 

It  has  been  demonstrated  experimentally 
that  a lesion  situated  near  the  surface  of 
the  lung  must  be  at  least  4 mm.  in  diame- 
ter to  be  visualized  on  a roentgn-ray  plate. 
Lesions  of  this  size  situated  more  deeply 
will  be  seen  less  clearly.  Certainly  a solitary 
tubercle  as  a cause  of  the  beginning  of 
pulmonary  tuberculosis  cannot  be  visual- 
ized as  such  with  the  roentgen-ray.  For 
this  reason  it  is  possible  for  such  a tuber- 
culous focus  to  exist  and  escape  detection. 
It  must  be  remembered,  however,  that  the 
primary  lesion  of  this  disease  usually  ap- 
pears as  several  miliary  tubercles.  Usu- 
ally during  the  incubation  of  this  disease 
the  symptoms  are  not  apt  to  be  recog- 
nized by  the  patient.  It  is  our  experience 
that  when  a pulmonary  tuberculous  lesion 
produces  clinical  symptoms,  it  is  suscep- 
tible of  being  visualized  with  the  roentgen- 
ray. 

CONCLUSIONS. 

The  roentgen-ray  is  the  best  single 
method  at  our  disposal  in  the  diagnosis  of 
early  pulmonary  tuberculosis. 

Its  accuracy  is  entirely  dependent  upon 
a good  technique  and  a competent  and  ex- 
perienced roentgenologist. 

A complete  physical  examination  with  a 
careful  history  should  be  obtained  in  every 
case  suspected  of  pulmonary  tuberculosis 
before  being  sent  to  the  roentgenologist. 

More  frequent  consultations  should  be 
encouraged  between  the  internist  and 
roentgenologist. 
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Dr.  Wallace  J.  Durel  (New  Orleans)  : I want 
to  congratulate  Dr.  Menville  upon  his  interesting 
paper. 
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Looking  back  thirty  years,  it  seems  to  me  that 
practically  the  same  things  were  said  then  about 
the  treatment  of  tuberculosis  as  were  said  to- 
night. Judging  from  what  has  been  said,  I am 
thinking— have  we  made  any  definite  progress  in 
the  treatment  of  pulmonary  tuberculosis  during 
the  past  thirty  years? 

From  a medicinal  standpoint,  no;  from  a sur- 
gical standpoint,  yes. 

I feel  that  much  more  has  been  accomplished 
from  a therapeutic  point  of  view,  and  we  can 
employ  the  present  measures  of  diagnosis  and 
treatment  with  a clearer  conception  and  more 
precise  application. 

The  question  of  early  diagnosis  in  pulmonary 
tuberculosis  is  most  important.  Early  diagnosis 
is  not  a facile  matter — it  requires  much  time  and 
application  and  a thorough  knowledge  of  the  phy- 
sical lung  findings,  proper  interpretation  of  clini- 
cal symptoms,  personal  and  family  histories,  re- 
peated and  prolonged  sputum  examinations,  blood 
(total  and  differential)  counts,  and  experience  in 
the  administration  of  the  intracutaneous  and  sub- 
cutaneous tuberculous  tests. 

I see  Dr.  Bass  and  Dr.  Musser  are  here,  and  I 
would  like  to  say  now  what  I have  been  saying 
for  years:  I surely  hope  that  the  internes  who 
come  to  the  Dibert  Tuberculosis  Hospital  will  be 
more  interested  and  better  instructed  in  the  diag- 
nosis and  treatment  of  pulmonary  tuberculosis 
and  other  lung  diseases. 

Every  eight  weeks  I am  forced  to  begin  all 
over  with  my  instructions  in  the  classification, 
diagnosis  and  treatment  of  tuberculosis,  and  I 
assure  you  it  is  quite  a hardship  on  me,  for  the 
new  internes  are  of  no  help  to  me  during  the  first 
weeks  of  their  service. 

It  has  been  said  that  the  chest  examination  and 
skiagraph  findings  are  the  two  essential  factors 
in  the  diagnosis  of  tuberculosis.  This  is  errone- 
ous, as  no  individual  in  the  world  can  say  from  a 
chest  examination  or  the  study  of  skiagraphs 
alone:  this  is  tuberculosis.  I most  emphatically 
state  that  one  cannot  make  a positive  diagnosis 
of  tuberculosis  by  roentgen-ray  findings  alone. 

Remember  the  roentgen-ray  gives  only  a 
shadow,  and  these  shadows  may  be  caused  by 
other  factors  than  tuberculous  lesions. 

As  to  the  treatment  of  tuberculosis,  all  auxil- 
iary treatments  must  be  carried  out  only  after  the 
basis  treatment — REST,  DIET  and  OPEN-AIR — 
has  been  well  established.  No  auxilliary  treat- 
ment, whether  medical  or  surgical,  will  bear  good 
results  unless  the  basic  treatment  is  rigidly  fol- 
lowed. I feel  we  are  treading  upon  dangerous 


ground  when  we  advocate  therapeutic  measures 
that  have  yet  to  be  proven  of  definite  value,  and 
that  are  not  well  based  upon  sound  laboratory  and 
clinical  facts.  There  is  a tendency  at  present  to 
favor  acid  forming  foods  in  the  diet  of  the  tuber- 
culous. This  is  still  in  the  experimental  stage 
and  should  be  carefully  subscribed  to.  I still 
believe  that  a general  mixed  diet  is  far  superior 
and  I see  no  reason  for  putting  it  aside.  The 
basis  treatment  of  tuberculosis — especially  REST, 
has  been  proven  beyond  question  the  main  factor 
in  the  treatment  of  tuberculosis.  REST,  and 
more  REST,  until  all  signs  of  activity  have  dis- 
appeared. Exercise  only  after  all  activity  in 
lesions  is  no  more  manifested.  For  thirty  years 
I have  been  treating  tuberculosis  in  all  its  stages, 
and  I have  endeavored  to  keep  up  my  interest  in 
numerous  so-called  new  methods;  forced  diet  of 
protein  and  fatty  foods,  the  pneumatic  vapor 
cabinet,  calcium  and  gold  salts  and  other  intra- 
venous medications,  Heliotherapy,  chaulmoogra 
oil,  etc.,  etc.  . . . but  I still  adhere  to  most  of  the 
old  methods  that  have  proven  their  value  with 
time. 

In  pulmonary  tuberculosis,  as  a prophylactic 
measure  to  better  the  resistance  of  the  bronchial 
mucus  membrane — creosote  (Merck)  has  been  far 
superior  to  any  individual  drug  that  I have  used. 
Of  course,  the  correcting  of  any  defect  and  elim- 
ination of  any  other  foci  of  infection  from  a tooth 
abscess  to  a liver  abscess,  must  be  most  faithfully 
carried  out.  We  must  realize  that  every  case  of 
tuberculosis  is  susceptible  to  other  illnesses  as 
well  as  the  nontuberculous.  I have  learned  more 
general  medicine  at  the  Dibert  Hospital  than  in 
the  whole  time  of  my  general  practice.  The  one 
great  advantage  at  Dibert,  is  that  we  can  always 
call  upon  our  most  experienced  confreres  when 
we  are  confronted  with  a difficult  case  in  the 
treatment  or  diagnosis  of  any  intercurrent  disease. 

Now,  as  to  tuberculin,  I am  glad  to  state  that 
Dr.  White  of  Pittsburgh,  and  the  head  of  the 
National  Tuberculosis  Association  Research  Com- 
mittee has  given  us  hope  for  a new  tuberculin 
that  will  eliminate  the  toxic  effects  of  the  present 
tuberculins.  He  states  that  the  protein  fraction 
in  tuberculin  is  the  causative  factor  of  allergic 
symptoms,  the  lipoid  fraction  the  stimulating 
factor  in  the  formation  of  tubercle,  and  the  poly- 
saccharide fraction  a stimulant  in  the  prolifera- 
tion of  tissue  cells. 

As  for  the  old  tubercle  bacilli  products,  the 
bacillus  emulsion  (Koch — Pake  Davis  Co.)  is  a 
valuable  adjunct  in  the  treatment  of  tuberculosis, 
and  an  active  agent  in  producing  an  immunity  of 
the  body  cells  against  the  tubercle  bacillus,  and 
one  of  the  chief  factors  in  the  proliferation  of 
tissue  cells  and  in  the  formation  of  scar  tissue. 
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I still  believe  in  the  “tuberculins,”  both  for 
the  diagnosis  and  treatment  of  tuberculosis:  the 
old  tuberculin  intracutaneous  and  subcutaneous 
tests,  and  the  bacillus  emulsion  as  a therapeutic 
measure. 

As  for  the  methods  brought  out  I am  not 
familiar  with  the  newer  one.  Heliotherapy  was 
much  talked  about  up  to  a few  years  ago,  so  also 
was  the  injection  of  calcium  and  gold  salts  in- 
travenously. Today,  there  is  very  little  mention 
of  the  use  of  such  preparations. 

No  doubt  in  special  cases  of  bone  tuberculosis, 
heliotherapy  has  proven  of  some  value.  In  fever 
cases,  calcium  chloride  by  mouth — not  intraven- 
ously— and  given  one  hour  before  meals  has 
helped  some  cases.  The  iodide  of  iron  will  be 
of  some  service  in  the  glandular  type,  and  the 
caibonate  of  iron  mass  and  arsenic  salts  will 
correct  the  secondary  anemia  present  in  many 
cases.  Cod  liver  oil  has  not  been  of  much  service 
in  my  cases. 

As  for  the  surgical  procedures  in  the  treatment 
of  the  more  advanced  cases,  the  subject  has  been 
brought  out  very  clearly.  I have  been  using  arti- 
ficial pneumothorax  for  the  past  fourteen  years, 
and  have  made  an  apparatus  for  the  giving  of  air 
that  facilitates  its  administration  and  reduces  its 
financial  cost. 

Remember  that  the  manometer  readings  are 
essential  in  the  elimination  of  dangerous  compli- 
cations during  artificial  pneumothorax,  and  that 
artificial  pneumothorax  belongs  in  the  domain  of 
the  internist  and  is  best  given  by  the  internist, 
because  the  latter  is  better  versed  in  the  patho- 
genesis and  pathology  of  tuberculosis. 

One  thing  that  has  not  been  brought  out — is 
that  artificial  pneumothorax  once  begun  must  be 
kept  up  from  one  to  five  years  or  longer,  and 
should  always  be  attempted  before  either  phrenec- 
ectomy  or  thoracoplasty  are  considered. 

If  we  want  to  acquire  good  results  in  tubercu- 
losis, the  majority  of  cases  must  be  diagnosed 
early,  therefore,  treated  early.  Ninety  percent  of 
incipient  or  minimal  cases  CAN  be  apparently 
cured  with  the  basic  and  auxiliary  treatments 
mentioned,  i.  e.,  rest,  diet,  open,  air — not  climate. 
Remember  that  climate  plays  no  part  in  the  cure 
of  tuberculosis. 

To  be  competent  in  the  handling  of  tubercu- 
losis, one  must  be  familiar  with  the  different 


phases  and  manifestations  of  the  disease.  Each 
individual  needs  individual  care.  Of  course  the 
treatment  is  of  long  duration,  and  our  aim  should 
be  not  merely  to  improve  the  patient  temporarily, 
but  to  acquire  a permanent  cure.  Out  of  100 
cases  in  all  stages  of  the  disease,  and  who  are 
discharged  as  ax-rested,  an  avex-age  of  60  percent 
only  will  keep  up  treatment  long  enough  to  pre- 
vent an  iixxmediate  relapse.  In  ten  years  those 
cases  who  have  been  discharged  as  arrested,  and 
who  have  not  reached  a permanent  cure,  show 
90  percent  deaths. 

It  takes  more  than  a few  lxionths  treatment  to 
acquire  an  apparent  cure.  One  must  keep  a 
patient  under  treatment  a sufficient  length  of  time 
until  one  has  acquired  a result  that  lueans 
more  than  the  quiescent  state.  At  the  Dibex-t 
Hospital  we  discharge  a patient  when  he  ceases 
to  show  any  signs  of  activity.  We  permit  him 
to  go  back  to  work  only  when  he  ceases 
to  react  to  10  mgms.  of  tuberculin  subcutane- 
ously. As  long  as  he  reacts  to  three  or  less  milli- 
grams of  tuberculin  subcutaneously,  we  keep  im 
under  modified  rest,  and  excessive  exercise  is 
curtailed.  When  he  x-eaches  the  time  when  he 
ceases  to  react  to  10  mgms.  of  old  tuberculin  sub- 
cutaneously and  does  not  also  react  to  the  intra- 
cutaneous tuberculin  test — then  we  say  to  him: 
“My  friend,  you  are  now  free  from  any  tubercu- 
lous lesion.”  This  plan  has  been  very  satisfactory. 
Our  aim,  as  you  see,  is  not  only  to  fatten  and 
improve  the  patient’s  condition. 

As  for  the  excessive  egg  and  milk  diet,  I re- 
member my  first  ten  years  of  phthisiotherapy 
when  I was  undergoing  treatment.  I am  a victim 
of  the  egg  and  milk  diet,  for  in  1902-1903  I took 
as  much  as  ten  and  twelve  eggs  a day,  besides  the 
ordinary  meals.  This  forced  feeding  no  doubt 
cause  an  arteriosclerosis  and  high  blood  pressure 
which  manifested  itself  ten  years  after. 

Most  of  the  patients  that  I treated  in  such  man- 
ner have  showed  an  arteriosclerosis  or  high  blood 
pressure  years  after.  Therefore,  eliminate  eggs 
as  much  as  possible.  • 

CONCLUSIONS. 

Our  main  effort  in  treating  tuberculosis  is  to 
first  encourage  the  making  of  an  early  diagnosis, 
and  to  apply  treatment  as  early  as  possible,  and 
to  continue  treatment  until  the  patient  is  more 
than  apparently  cured.  Therapeutic  measures 
other  than  the  basic  treatment  are  left  to  the 
choice  and  experience  of  the  attending  physician. 
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Surgical  procedures  should  not  be  delayed  too 
long  if  they  are  once  indicated.  TIME,  and  a 
long  TIME  is  required  for  an  apparent  cure — 
regardless  of  the  method  of  treatment  followed. 

I feel  that  the  announcement  made  by  Dr. 
White  of  Pittsburg — that  we  are  going  to  have 
a new  tuberculin,  and  that  this  tuberculin  will 
be  purified  to  the  extent  or  being  free  from  un- 
pleasant reactions,  is  most  encouraging  news. 

Dr.  D.  L.  Watson  (New  Orleans)  : I wish  to 

congratulate  the  authors  of  the  papers  and  the 
discussion  they  have  evoked  from  the  Society  this 
evening.  Both  the  papers  and  the  discussions 
are  certainly  orthodox. 

As  a general  practitioner  of  medicine  who  has 
seen  the  end  results  of  many  cases  which  have 
been  treated  along  the  lines  suggested,  I must 
beg  to  disagree  with  the  theory  on  which  the 
rest  and  compression  treatment  for  tuberculosis 
is  based.  The  apices  of  the  lungs  are  practically 
at  rest  at  all  times.  The  expansion  is  almost  im- 
perceptible. The  chest  capacity  at  the  fourth  rib 
averages  about  three  inches. 

If  the  rest  theory  be  correct  tuberculosis  would 
begin  in  the  most  active  part  of  the  lungs,  yet 
95  per  cent  of  all  cases  of  tuberculosis  begin  and 
end  in  that  portion  of  the  lungs  which  is  at  rest; 
while  the  most  active  part  of  the  lungs  remain 
free  from  tuberculosis. 

For  this  reason  I feel  that  compression  opera- 
tions and  hospitalization  of  tuberculous  patients  is 
contra-indicated. 

Dr.  Emile  A.  Bertucci  (New  Orleans)  : I do 

not  intend  to  attack  my  confreres  like  Dr.  Wat- 
son, but  I am  going  to  say  I agree  with  what  Dr. 
Menville  brought  out  in  regard  to  the  importance 
of  an  early  roentgen-ray  picture  of  the  lungs.  The 
question  is  how  are  you  going  to  get  these  pa- 
tients early  enough  when  it  is  left  to  the  general 
practitioner  to  understand  or  know  the  early 
symptoms  of  the  disease?  Wherever  you  have  a 
constant  low  blood  pressure  and  a chronic  fatigue 
irregardless  of  whether  there  is  any  temperature 
or  not,  after  having  eliminated  any  focus  of  in- 
fection, do  not  fail  to  make  a roentgen-ray  picture 
of  the  lung  because  you  may  find  it  there.  And 
if  you  do,  you  have  not  made  a mistake  and  sent 
the  patient  off  as  a neuresthenic.  That  is  the 


only  way  for  us  to  get  early  cases  soon  enough 
from  the  general  practitioner  who  does  not  famil- 
iarize himself  with  breath  sounds  found  in  the 
early  stage.  I believe  the  roentgen-ray  will  clear 
up  the  diagnosis. 

I had  a case  a few  months  ago  that  came  to 
my  office  with  no  rales  whatsoever;  all  over  the 
lungs  were  absolutely  clear  as  far  as  the  general 
practitioner  would  be  concerned,  but  there  is  a 
peculiar  inspiratory  rasp  that  cannot  be  detected 
by  those  who  are  not  familiar  with  the  subject. 
No  temperature,  only  a history  of  chronic  fatigue 
with  a slight  anemia  and  very  low  blood  pressure 
of  98  systolic.  I had  a roentgen-ray  picture  taken 
and  the  case  came  back  early  pulmonary  tuber- 
culosis which  I treated  him  for  and  he  recovered. 

In  regard  to  what  has  been  said  about  chaul- 
mugra  oil.  Ten  years  ago,  while  I was  ex- 
perimenting with  calcium,  I tried  intramus- 
cular injections  of  chaulmugra  from  1 c.  c.  to 
2 c.  c.  each  day  in  comparatively  advanced  cases 
and  in  moderately  advanced  cases,  for  a period 
of  six  months.  I though  chaulmugra  oil  might 
do  something  because  of  its  action  in  leprosy, 
also  that  it  might  have  some  effect  on  acid  fast 
bacilli  of  tuberculosis,  but  I was  disappointed  and 
gave  it  up.  Therefore,  I may  say  that  chaulmugra 
oil  does  not  improve  the  patient. 

Dr.  Leon  J.  Menville  (closing)  : I want  to 

thank  the  various  members  who  have  entered  into 
the  discussion  for  the  nice  things  they  said  about 
the  roentgen-ray.  While  I have  expressed  the 
opinion  that  the  rentgen-ray  is  still  the  best  sin- 
gle method  for  the  diagnosis  of  early  tuberculo- 
sis, I am  also  of  opinion  that  the  physician  who 
has  such  a suspected  case  should  obtain  a good 
history  and  make  a thorough  physical  examination 
before  referring  the  patient  to  the  roentgenologist. 

What  I should  especially  like  to  urge  is  more 
consultations  between  the  referring  physician  and 
the  roentgenologist.  Much  could  be  accomplished 
in  such  a consultation  which  would  be  of  mutual 
interest,  and  of  particular  benefit  to  the  patient. 

I regard  Dr.  Durel’s  opinion  very  highly.  I was 
with  him  at  Camp  Beauregard  when  he  was  head 
of  the  tuberculosis  commission  appointed  by  Col. 
Bushnell  of  Washington.  Dr.  Durel  is  certainly 
an  outstanding  figure  in  this  particular  field  of 
medicine  and  his  opinion  is  always  respected. 
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INVOLUTION  MELANCHOLIA.* 
FRANK  FENWICK  YOUNG,  M.  D., 
Covington,  La. 
history. 

This  condition  is  one  of  the  oldest  known 
to  modern  psychiatry,  and,  up  to  1907 
when  Dreyfus,  through  his  careful  re- 
searches and  study  proved  otherwise,  it 
was  considered  a disease  entity  with  signs, 
symptoms,  treatment  and  prognosis  all  its 
own.  Since  1907,  as  a result  of  the  work 
done  by  Dreyfus  and  his  co-workers,  which 
has  been  carefully  analyzed  by  many  com- 
petent psychiatrists,  the  condition  is  con- 
sidered definitely  related  to  the  maniac 
depressive  psychoses. 

DEFINITION. 

Involution  melancholia,  as  I understand 
it,  is  a diseased  condition,  occurring  dur- 
ing the  decline  period  of  life,  when  early 
senile  changes  are  taking  place,  usually 
between  the  ages'of  40  and  50  years  in 
women  and  50  and  60  years  in  men.  These 
periods  are  those  of  the  climacteric  in  both 
sexes.  It  is  characterized  by  a marked 
depression  in  both  the  motor  and  psychic 
spheres;  sometimes  with  little  or  no  intel- 
lectual disturbance,  and  then  again  com- 
plicated by  delusions  and  hallucinations. 
The  delusions  are  usually  of  self-condem- 
nation, especially  regarding  one’s  moral 
status  and  religious  perversions.  The 
mood  is  sad ; despondency  is  always  present, 
showing  little  or  no  variation,  and,  as  a 
result  of  the  low  psychic  level,  there  is  in- 
decision, no  volutional  activity  and  an 
absolute  state  of  hopelessness. 

RACES  AFFECTED. 

Here  in  the  South  we  have  only  two 
races  from  which  to  study  these  cases — 
the  white  and  the  negro  race.  As  my  at- 
tention was  called  to  the  fact  that  none  of 
the  standard  authors  make  mention  of  this 
disease  in  the  negro  race,  and  as  I have 
never  seen  any  such  cases  in  my  practice, 
my  work  being  confined  to  a private  insti- 
tution for  whites  only,  I sought  informa- 

*Read before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


tion  along  these  lines  from  the  heads  of 
large  State  hospitals  for  mental  diseases. 
Dr.  Charles  D.  Mitchell,  Superintendent  of 
the  Mississippi  State  Mental  Hospital  at 
Jackson,  Mississippi,  wrote  me  as  fol- 
lows on  April  7,  1930 : “At  this  particular 
moment,  I do  not  recall  the  exact  number 
of  cases  of  involution  melancholia  among 
our  colored  people,  but  I am  quite  sure 
that  I have  them  almost  as  frequently  as 
I do  the  white  race.  I cannot  give  you  any 
accurate  data  that  would  be  of  any  serv- 
ice to  you.”  On  April  6,  1930,  Dr.  C.  S. 
Miller,  of  the  East  Louisiana  State  Hos- 
pital at  Jackson,  Louisiana,  wrote  me,  “I 
have  gone  over  the  records  of  the  hospital 
for  the  past  six  years,  from  March  1, 
1924,  to  March  4,  1930,  and  find  there 
were  only  four  cases  of  involution  melan- 
cholia admitted  in  the  colored  race  to  the 
hospital  during  that  time.  Three  of  these 
were  colored  females  and  one  colored  male. 
Involution  melancholia  is  seen  very  rarely 
in  colored  people  as  you  will  note  by  so 
few  admissions  during  the  six  years.”  Dr. 
J.  N.  Thomas,  who,  for  over  twenty-five 
years,  was  head  of  the  State  Hospital  at 
Pineville,  Louisiana,  and  whom  we  know 
to  be  a close  observer,  wrote  me  two  or 
three  months  ago,  saying  that  he  had  no 
recollection  of  ever  having  seen  a case  of 
involution  melancholia  in  the  negro  race 
while  in  charge  at  Pineville.  From  this 
we  must  conclude  that  the  white  race  is 
the  one  principally  affected. 

ETIOLOGY. 

Although  most  authors  state  that 
heredity  plays  no  part,  if  we  accept  the 
conclusions  drawn  by  Dreyfus  and  con- 
sider this  condition  as  a late  manifestation 
of  the  manias-depressive  psychoses,  we  are 
bound  to  accept  heredity  as  a causative 
factor.  Glandular  disturbances  occurring 
at  this  period  in  life  are,  in  my  opinion, 
one  of  the  main  etiological  exciting  causes. 
In  the  proportion  of  five  to  one  involution 
melancholia  affects  women  more  fre- 
quently than  men.  Early  senile  or  pre- 
senile  changes,  general  physical  condition, 
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financial  independence,  etc.,  also  play  a 
role.  It  is  to  be  remembered  that  most 
people,  at  this  period  in  life,  have  had 
hard  knocks  of  some  kind ; such  as  grief, 
emotional  shocks,  financial  troubles,  all  of 
which  have  left  their  impressions.  In 
addition,  many  have  had  to  lead  an  irregu- 
lar life  and  have  suffered  from  some  type 
of  organic  disease.  All  of  these  have  left 
their  marks  and  have  aided  in  the  lower- 
ing of  the  normal  resistance  of  the  indi- 
vidual and  have  resulted  in  quite  a few 
instances  in  the  breaking  down  and  lower- 
ing of  the  threshold  of  psychic  resistance. 

PATHOLOGY. 

I have  never  seen  nor  had  demonstrated 
to  me  any  pathology  from  such  subjects, 
but  Jelliffe  and  White  state  that  in  rapidly 
fatal  cases  there  are  evidences  of  exten- 
sive destructive  changes  in  the  cortex  with 
a certain  amount  of  disintegration  prod- 
ucts. Most  authors  mention  no  pathology 
at  all. 

SYMPTOMS. 

In  all  cases,  coming  under  my  observa- 
tion, there  was  a prodromal  period,  ex- 
tending over  several  months,  during  which 
the  patient  gradually  grew  worse.  It  is 
during  this  time  that  the  family  physician 
is  called  in  and,  at  first,  concludes  the 
patient  is  suffering  from  the  “blues.”  The 
patient  is  depressed,  talks  little  or  none  at 
all  and  is  not  interested  in  the  immediate 
surroundings,  but  is  self-centered,  often 
stays  in  bed,  claiming  to  be  sick  and  feel- 
ing too  badly  to  get  up.  Sometimes  vertigo 
is  complained  of,  loss  of  appetite,  wake- 
fulness, irritability  and  always  constipa- 
tion. This  condition  gradually  grows 
worse,  patient  becomes  exceedingly  anxious 
and  presents  a pitiful  countenance  of  dis- 
tress and  misery,  the  speech  is  slow  and 
low,  except  in  the  agitated  form  in  which 
the  patient  talks  loudly,  paces  up  and 
down  restlessly,  praying  aloud,  appealing 
to  God  and  the  physicians  alike  for  help. 
Some  accuse  themselves  of  monstrous 
sins,  and,  generally,  in  answer  to  inqui- 
ries regarding  this  reply,  “I  have  com- 


mitted the  unpardonable  sin.”  The  delu- 
sions are  always  of  this  nature.  As  a re- 
sult of  their  condition,  they  often  give  a 
history  of  social  mal-adjustment  at  home, 
which  seems  to  have  existed  for  years,  and 
pertains  especially  to  the  sexual  impulses, 
to  which  they  attribute  all  of  their 
troubles.  As  the  condition  advances,  the 
patient  refuses  food,  pays  less  attention  to 
the  environments,  the  despondency  becomes 
greater,  the  mental  anguish  unbearable, 
often  resulting  in  attempts  at  suicide. 
They  complain,  at  first,  of  pressure  pains 
in  the  head,  a feeling  of  compression  about 
the  chest,  gastro-intestinal  disturbances, 
insomnia,  forgetfulness,  and  so  on.  Physi- 
cal changes  then  take  place,  the  patient 
becomes  emaciated,  blood  pressure  drops, 
both  systolic  and  diastolic.  The  hallucina- 
tions, when  present,  are  usually  auditory 
in  type.  However,  strange  as  it  may  seem, 
intellect,  memory  and  orientation  are  re- 
tained and  only  become  retarded  in  long 
drawn  out  cases.  It  is  stated  that  over 
50  per  cent  of  these  cases  will  commit  sui- 
cide if  not  closely  guarded,  irrespective  of 
how  mild  the  case  may  seem. 

TYPES. 

These  may  be  classified  into  two:  The 
benign  form  and  the  malignant  form.  The 
milder  the  symptoms,  the  less  the  delu- 
sional formation,  the  greater  the  amount 
of  interest  shown  by  the  patient  in  his 
surroundings,  in  his  treatment,  and  the 
less  the  physical  deterioration,  classify 
the  benign  types.  The  severer  the  symp- 
toms, the  greater  the  delusional  formation, 
the  less  interest  shown  by  the  patient  in 
his  environment  and  treatment,  the  greater 
the  physical  deterioration,  classify  the 
malignant  type.  Some  authors  have  at- 
tempted to  show  that  only  the  benign  types 
are  related  to  the  maniac  depressive  psy- 
choses, whereas,  all  of  the  malignant  types 
develop  on  a schizophrenic  personality. 
This,  however,  has  not  been  borne  out.  A 
general  rule  to  follow  is  that  the  benign 
types  will  show  some  improvement  under 
proper  treatment  within  three  or  four 
months. 
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PROGNOSIS. 

Many  factors  have  to  be  considered,  and 
it  is  wise  not  to  be  too  optimistic  with 
these  patients.  Statistics  show  that  over 
60  per  cent  recover,  some,  however,  only 
after  a long  period  of  confinement  and 
treatment.  The  condition  of  the  patient 
when  treatment  is  begun,  the  length  of 
time  the  disease  has  lasted  and  the  history 
of  heredity  should  aid,  in  this  regard.  The 
earlier  the  treatment  is  instituted,  the  bet- 
ter chances  for  recovery.  In  the  many 
years  of  my  work  in  our  institution,  which 
is  well  patronized  with  patients  almost  en- 
tirely from  the  better  walks  of  life,  it  has 
been  our  good  fortune  to  have  the  vast 
majority  of  these  patients  recover  within 
six  months.  In  an  exhaustive  study  on  the 
prognosis  of  this  disease  by  the  late  Dr. 
August  Hoch  and  Dr.  John  T.  McCurdy, 
both  of  New  York,  they  present  some 
startling  facts  and  give  many  histories  of 
cases,  which  were  classed  as  involution 
melancholia  that  I would  have  certainly 
diagnosed  schizophrenia.  Jelliffe  and 
White  claim  there  are  quite  a few  cases 
of  dementia  praecox  that  go  unobserved 
until  late  in  life.  For  these  reasons,  I am 
very  dubious  about  accepting  some  of  the 
conclusions  of  Hoch  and  McCurdy,  espec- 
ially those  patients  which  showed  marked 
perversity  and  filthiness. 

TREATMENT. 

No  matter  how  mild  a case  of  involution 
melancholia  may  seem,  as  soon  as  it  is 
recognized,  the  attending  physician  should 
have  it  placed  in  an  institution.  Any  at- 
tempt at  treatment  of  such  a case  at  home 
can  only  result  in  failure  and  most  prob- 
ably end  in  catastrophe.  The  selection  of 
the  proper  sanitarium  is  of  great  import- 
ance. From  my  observation,  institutions 
of  from  forty  to  fifty  rooms  are  prefer- 
able to  the  larger  ones,  as  the  patient  has 
a much  better  chance  to  get  individual 
care  and  personal  attention  from  the  staff 
of  physicians.  Such  a sanitarium  is  best 
located  outside  of  a large  city  and  in  a 
warm  climate,  as  we  must  not  forget  that 


these  patients  are  most  susceptible  to  cold, 
and  nothing  makes  one  so  miserable,  when 
sick,  as  to  feel  cold.  The  selection  of  the 
proper  nurse  is  essential,  and  the  nurse 
selected  should  always  be  of  the  same  sex 
as  the  patient.  The  ideal  nurse  should  be 
of  middle  age,  healthy  in  appearance, 
quiet,  reserved  and  positive,  but  kind. 
Treatment  proper  should  consist  of:  (1) 
Isolation.  Put  the  patient  to  bed  under 
the  care  of  the  nurse  and  no  one,  neither 
relatives  nor  friends  should  be  allowed  in 
the  room  for  several  weeks,  certainly  not 
until  the  patient  begins  to  show  improve- 
ment. The  patient  should  be  allowed 
neither  to  receive  nor  write  letters.  The 
isolation  and  quiet  must  be  absolute.  (2) 
Psychotherapy,  especially  suggestive  psy- 
chology, a deep  sympathetic  and  kindly 
understanding  of  the  patient’s  mental  har- 
rassment  with  suggestions,  on  the  part  of 
the  physician,  regarding  these  is  of  utmost 
importance.  I believe  this  type  of  psycho- 
therapy will  accomplish  more  in  a short 
space  of  time  than  a year  of  psycho-analy- 
sis in  these  cases.  (3)  Forced  feeding.  I 
am  a great  advocate  of  it,  having  seen  its 
wonderful  results.  Milk  should  constitute 
the  chief  food.  In  addition  to  the  regular 
meals  three  times  a day  from  which  they 
pick  and  eat  what  they  choose,  there  is  a 
glass  of  milk,  which  they  must  drink.  At 
the  end  of  the  fourth  day,  they  are  given 
a glass  of  milk  at  10  a.  m.  and  at  3 p.  m. 
At  the  end  of  the  first  week,  the  milk 
should  be  increased  to  one  glass  at  6 A.  M., 
two  glasses  at  10  A.  M.,  at  3 P.  M.  and  at 
9 P.  M.  (4)  Regulation  of  the  bowels. 
Salines  are  preferred  to  enemas,  laxatives 
or  the  heavy  oils.  In  a short  while  by  this 
method,  with  forced  feeding,  the  bowels 
become  very  regular.  (5)  Hydrotherapy 
in  the  form  of  neutral  baths  for  thirty 
minutes,  given  from  two  to  three  times 
daily.  (6)  Massage.  Preceding  the  baths, 
a fifteen  to  twenty  minutes  passive  massage. 
(7)  Fresh  air.  (8)  Sunshine.  (9)  Ex- 
ercise in  moderate  amounts.  (10)  Occu- 
pational therapy.  As  the  patient  improves 
we  encourage  light  reading,  dominoes, 
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checkers,  bridge  and  other  card  games — 
horseshoe  games  and  other  light  occupa- 
tions pleasing  to  the  patient.  (11)  Drug 
therapy.  The  drugs  must  be  well  chosen 
and  used  only  with  full  knowledge  of  their 
effects.  The  hypnotics  should  be  almost 
taboo,  particularly  derivatives  of  the  bar- 
bital group,  and  especially  bromidia. 
These  often  leave  the  patient  in  a deplor- 
able condition.  In  some  cases  I agree  with 
Church  and  Peterson  that  morphin,  given 
hypodermatically  and  judiciously,  during 
the  first  few  weeks  of  treatment,  especially 
in  the  agitated  form,  gives  wonderful 
results.  Of  course,  these  patients  must  be 
properly  selected  and  one  must  always 
bear  in  mind  the  dangers  from  its  use  and 
the  patient  must  not  be  cognizant  of  what 
is  being  given.  (12)  Glandular  therapy. 
Due  to  the  fact  that  this  condition  occurs 
at  the  climacteric  or  just  after,  it  is  reason- 
able to  suppose  that  they  are  indicated,  and, 
at  times  the  results  obtained,  when  the 
proper  glandular  extracts  are  used,  in  some 
cases,  are  almost  phenomenal.  Undoubtedly, 
in  a few  years,  the  active  principles  or 
hormones  of  the  different  glands  will  be 
at  our  disposal  and  we  will  then  be  in  a 
position  to  employ  them  more  specifically. 

As  the  patients  improve,  they  should  be 
gotten  out  of  bed  and  room  and  allowed  to 
associate  with  other  pleasant  convalescent 
patients,  enter  into  the  entertainments 
and  return  as  soon  as  possible  to  a normal 
manner  of  living.  The  class  of  patients 
handled  in  private  institutions,  as  a rule, 
are  entirely  different  from  the  class  treated 
in  State  institutions  and  the  protoplasm  is 
better,  hence  better  results  are  obtained. 

Keep  in  the  good  graces  of  the  family 
and  of  the  patient,  if  you  wish  to  have  suc- 
cess and,  at  times,  this  is  very  hard  to  do. 
Psychiatrists  know  that  mental  cases  are 
never  satisfied  and  while  the  family  realize 
that  the  cases  are  not  responsible,  yet  they 
often  believe  statements  made  by  them  and 
often  listen  to  false  complaints.  We  find 
that  lay  people  and  even  some  physicians 
have  an  impression  that  a mental  case, 


when  put  in  a sanitarium,  should  be  well 
in  four  weeks,  irrespective  of  the  type  of 
case,  and  you  will  never  know  the  worry 
and  trouble  we  have  to  combat  and  over- 
come this  impression.  Our  cases  usually 
remain  with  us  from  two  to  six  months  with 
the  result  that  a great  many  complete  their 
convalescence  at  home. 

DISCUSSIONS. 

Dr.  J.  N.  Thomas  (Alexandria)  : I have  heard 

with  great  interest  and  pleasure  the  paper  just 
read  by  Dr.  Young.  He  has  covered  the  subject  so 
thoroughly  that  I am  not  going  to  use  the  time  by 
going  into  the  minute  details  of  this  paper. 

My  knowledge  of  involutional  melancholia  was 
largely  gotten  from  a study  of  cases  at  the  Central 
Louisiana  State  Hospital  at  Pineville,  Louisiana, 
and  other  institutions.  According  to  Kraepelin, 
between  thirty  and  forty  per  cent  of  these  cases 
recover.  Insanity,  even  in  the  mildest  forms,  is 
more  or  less  dangerous  not  only  to  neighbors  and 
friends  but  moreso  to  the  patients  themselves.  I 
believe  the  sufferings  of  cases  of  melancholia 
are  far  greater  than  any  other  of  the  twenty-two 
classes  of  mental  disease. 

This  disease,  as  Dr.  Young  states,  comes  on  in 
women  between  forty  and  fifty  years  old,  at  the 
time  of  the  climacteric,  just  before,  during  and 
after  the  menopause,  and  in  men  shortly  after  fifty, 
during  the  pre-senile  age. 

Not  until  after  the  World  War  did  the  medical 
schools  of  the  country  include  in  their  curricu- 
lums  a study  of  mental  disease,  and  it  is  my  be- 
lief that  this  is  the  cause  for  so  many  physicians 
not  knowing  more  about  insanity. 

If  I may  be  permitted  and  have  your  indulgence, 
I wish  to  say  this  is  such  an  important  subject 
that  I am  going  to  speak  very  plainly  about  it. 
The  average  practitioner  treating  young  people 
suffering  from  mental  disease  makes  the  great  mis- 
take in  diagnosing  these  cases  as  melancholia. 
They  don’t  belong  to  that  class  at  all.  These  pati- 
ents usually  belong  to  what  is  known  as  the  schizo- 
phrenic class,  or  better  known  as  dementia  pre- 
cox. They  are  entirely  different  from  cases  of 
involuntary  melancholia.  The  treatment  and  hand- 
ling of  precox  cases  is  entirely  different.  Cases  of 
dementia  precox  furnish  by  far  the  largest  num- 
ber of  cases  that  enter  the  public  institutions  of 
this  country  and  Europe. 

Dr.  Young  mentioned  race.  In  an  observation  of 
about  twenty  years  in  the  Pineville  institution,  I 
have  never  seen  a case  of  involutional  melancholia 
in  the  negro  race. 
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If  anyone  studying  mental  diseases  loses  sight 
of  the  fact  that  from  sixty  to  seventy  per  cent  of 
all  the  cases  of  insanity,  including  melancholia, 
have  an  heredity  basis,  his  studies  will  be  mis- 
leading and  unsatisfactory.  You  can’t  get  around 
that  fact  at  all,  much  as  you  may  try.  So  con- 
vinced am  I on  this  subject  that  I am  a firm  be- 
liever in  sterilization,  if  for  no  other  cause  than  to 
limit  the  reproduction  of  the  unfit.  I think,  if  I 
may  be  allowed  to  progress,  that  there  is  a drastic 
need  for  a marriage  law  in  this  State.  I know  it 
is  a very  easy  thing  for  John  and  Mary  to  run 
off  in  the  West,  Texas  or  the  East,  Mississippi, 
or  the  North,  Arkansas  and  get  the  marriage  vow 
completed,  but  I think  we  as  leaders  along  that 
line — and  it  should  be  done  by  this  medical  society 
— should  see  that  a law  is  drafted  that  will  prohibit 
feeble-minded  people  from  marrying.  It  is  an 
absolute  outrage  and  wrong  for  a feeble-minded 
woman  to  be  allowed  to  marry  a man  no  matter 
whether  he  is  all  right  and  thoroughly  mentally 
sound.  Half  of  those  children  will  be  morons  any- 
way, and  to  allow  a feeble-minded  woman  and  a 
feeble-minded  man  to  marry  is  an  absolute  crime. 

The  treatment  outlined  by  Dr.  Young  is  in  the 
main  excellent.  The  hour  plan  of  feeding  is  good. 
These  cases  on  account  of  there  being  suicidal  in- 
tendency should  not  be  treated  at  home,  but  put  in 
some  institution,  public  or  private.  The  forced 
feeding  that  Dr.  Young  mentions,  I cannot  too 
heartily  endorse. 

Dr.  C.  S.  Miller  (Jackson)  : I appreciated  Dr. 

Young’s  paper  very  much,  and  especially  the  fact 
with  reference  to  the  colored  race  not  being  sus- 
ceptible to  involutional  melancholia.  May  I add 
further  that  we  see  they  are  not  prone  to  depres- 
sion in  early  life.  I believe  it  is  due  strictly  to  the 
peculiar  temperamental  make-up  of  the  negro  race. 
They  worry  very  little  over  conditions.  Things 
never  bother  them  much.  Crop  failures,  loss  of 
jobs  and  things  don’t  interfere  with  them.  I be- 
lieve the  reason  they  do  not  show  these  involu- 
tional changes  is  due  to  that  fact.  It  does  not 
seem  to  reach  them  as  it  does  other  races. 

Involutional  case  very  frequently  show  them- 
selves in  the  hospital  after  they  have  been  out  for 
years  and  have  previously  suffered  some  mild  de- 
pression. So  I believe  we  are  prone  to  regard  this 
descent  in  life  too  lightly  that  many  changes  con- 
stitutionally take  place  that  in  time  have  their 
bearing  on  our  mental  make-up. 

So  we  watch  very  closely  the  declining  years  in 
everyone,  and  especially  in  the  ages  mentioned  by 
Dr.  Young. 

Very  frequently  patients  are  considered  to  have 
many  somatic  complaints  that  in  reality  are  the 
prodromal  symptoms  of  involution.  I have  seen 
numbers  of  them  that  complained  of  conditions 


simulating  different  stomach  conditions,  such  as 
cancer,  ulcers,  and  so  forth,  that  were  prodromal 
symptoms  of  involutional  melancholia. 

The  prognosis,  as  Dr.  Young  has  stated,  is  very 
good  in  the  benign  cases  but  quite  unfavorable  in 
the  other.  I wish  to  again  say  that  I enjoyed  his 
paper  very  much. 

Dr.  F.  F.  Young  (closing)  : I want  to  thank 

Dr.  Thomas  and  Dr.  Miller  for  their  splendid  dis- 
cussions of  the  paper  and  their  constructive 
criticism. 

I have  nothing  further  to  state  except  to  call 
attention  to  our  brother  physicians  to  be  on  the 
lookout  for  mild  cases.  This  brings  to  my  mind 
when  I was  a student  in  Columbia  in  1881  in  New 
York  City  how  the  professor  of  mental  diseases, 
Professor  Sagren,  at  the  time  discussed  with  us 
melancholia  and  stated  he  had  in  his  family  a case 
he  was  having  some  trouble  with.  He  didn’t  tell 
us  who  it  was.  He  was  living  in  the  Fifth  Avenue 
Hotel  at  Twenty-third  Street  and  Fifth  Avenue. 
He  went  home  at  6 o’clock  and  found  his  wife  had 
killed  his  six  children  and  herself,  yet  it  was  a 
mild  case. 

I merely  relate  this  to  call  your  attention  to  the 
fact  that  you  must  be  on  the  lookout  for  the  mild 
cases  for  they  are  the  ones  that  will  give  trouble 
when  least  expected. 

PSYCHONEUROSES  IN  GENERAL 
PRACTICE.* 

DEAN  H.  DUNCAN,  M.  D., 
Shreveport,  La. 

With  the  increasing  prevalence  of  mental 
disease  in  general,  and  neurosis  in  par- 
ticular, it  becomes  apparent  that  more 
thought  must  be  given  these  conditions  not 
only  by  those  specializing  in  this  field,  but 
also  by  those  doing  general  medicine.  It 
is  now  rather  well  understood  that  every 
so-called  normal  individual  is  a potential 
neurotic.  Few  indeed  are  the  adults  who 
have  not  at  some  time  exhibited  some 
neurotic  symptoms,  and  during  some  period 
of  low  resistance  whether  due  to  physical 
illness  or  purely  emotional  strain  these 
psychopathic  tendencies,  whether  dormant 
or  active,  tend  to  manifest  themselves. 

In  considering  the  problem  of  the 
neurotic  patient  from  the  standpoint  of  the 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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general  practitioner,  one  at  once  realizes 
that  he  is  forced  to  deal  with  a rather 
difficult  situation.  The  confusing  mass  of 
contradictory  literature  upon  this  subject  is 
a hindrance  rather  than  a help  to  him,  the 
time  which  he  can  give  to  each  case  is 
limited  and  the  results  of  treatment  dis- 
couraging. He  therefore  in  the  majority  of 
cases  looks  upon  these  patients  with  marked 
lack  of  enthusiasm,  referring  them  when 
possible  to  the  psychiatrist  and  dealing  as 
best  he  can  with  the  rest,  depending  for  his 
diagnosis  upon  the  entire  exclusion  of 
organic  disease  and  for  treatment  upon 
placebas  and  unhelpful  advice  as  to  “for- 
getting about  it.”  This  situation  is  largely 
due  to  lack  of  sufficient  study  of  the 
psychology  of  the  average  non-acute  case, 
a failure  to  properly  investigate  the 
mental  as  well  as  the  physical  health  of 
the  average  patient  whether  or  not  a 
neurosis  is  suspected. 

Due  to  the  very  nature  of  the  disease 
these  conditions  frequently  mask  themselves 
with  a symptomatology  easily  referable  to 
organic  disease.  The  patient  being  unaware 
of  the  nature  of  the  trouble,  or  at  best  only 
partially  aware  of  it,  seeks  relief  from  the 
symptoms  which  trouble  him,  and  most 
usually  first  consults  his  family  physician. 
Unless  the  physician  keep  the  possibility  of 
a neurosis  in  mind,  these  conditions  are 
rather  easily  overlooked.  He  usually  con- 
tents himself  with  a rather  brief  history 
of  past  organic  illnesses  and  a thorough 
physical  and  laboratory  examination,  and 
is  likely  to  attribute  the  rather  complex 
symptomato’ogy  to  physical  or  laboratory 
findings  which  may  have  no  direct  bearing 
upon  the  present  disease.  In  consequence, 
medical  or  surgical  treatment  which  is  pre- 
scribed usually  fails  to  produce  the  expected 
improvement  and  the  patient  seeks  the 
advise  of  other  physicians  until  the  per- 
sistence of  the  illness  and  the  variety  of 
symptoms  finally  call  attention  to  the  true 
state  of  affairs. 

Many  neurotic  patients  require  much 
more  time  and  study  than  the  general 


practitioner  is  able  to  give  them.  However, 
this  is  not  true  of  all  cases.  There  are  a 
great  many  cases  in  which  the  causative 
factors  are  not  deeply  buried  in  the  sub- 
conscious that  are  rather  easily  recognized. 
This  is  particularly  true  in  those  cases  in 
which  environmental  factors  and  emotional 
states  act  as  the  principal  immediate  cause. 

The  recognition  of  this  group  of  neurosis 
depends  to  a large  extent  upon  history 
taking.  The  usual  brief  medical  history 
omits  entirely  subject  matter  necessary  to 
a reasonable  estimation  of  the  patient’s 
psychological  condition.  It  fails  almost 
entirely  in  taking  into  account  any  of 
of  the  data  essential  in  the  recognition 
of  functional  conditions.  To  be  found 
these  conditions  must  be  looked  for.  This 
necessitates  the  life  history  of  the  individual 
considered  as  a feeling,  thinking,  intellectual 
unit.  The  general  practitioner  must  of 
necessity  make  this  a brief  survey,  but  he 
can  with  a small  amount  of  effort,  if 
properly  applied,  in  most  cases  form  a 
very  satisfactory  conclusion  as  to  whether 
or  not  a neurosis  exists.  Let  us  suppose 
that  he  first  satisfies  himself  as  to  the 
original  endowment  of  the  individual  by  a 
brief  family  history  and  a review  of  devel- 
opment during  infancy.  Then,  taking  up 
the  individuals  progress  through  the  periods 
of  childhood,  adolescence  and  adult  life,  pay- 
ing particular  attention  to  environmental 
conditions  and  emotional  toned  experiences 
during  these  periods.  Let  him  satisfy  him- 
self as  to  how  this  individual’s  reactions 
compare  with  those  of  the  normal  individual 
in  these  situations.  Let  him  pay  particular 
attention  to  the  reaction  of  the  individual  in 
the  change  from  the  sheltered  environs  of 
the  home  to  independent  existence  of  the 
adult.  Let  him  also  pay  particular  attention 
to  the  sexual  history.  Let  him  compare  the 
individuals  economic  and  social  status  with 
that  for  which  he  has  been  fitted  by  emo- 
tional endowment  and  training.  Last  but 
not  least,  let  the  physician  determine  what, 
if  any,  gain  the  patient  may  derive  from 
illness.  However  brief  this  data  may  be, 
the  physician  will,  nevertheless,  find  that 
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he  has  a rather  comprehensive  life  story, 
and  if  the  probability  of  a neurosis  exists 
he  will  usually  recognize  it.  Certainly 
much  fewer  of  these  conditions  will  be 
overlooked  than  if  this  type  of  history  were 
not  taken. 

The  examining  physician  must  keep  in 
mind  that  these  cases  are  much  less  aware 
of  their  condition  than  is  usually  supposed. 
Though  they  may  be  ill  for  a purpose,  the 
motivation  is  subconscious  or  at  best  only 
partially  conscious.  Furthermore,  the  ill- 
ness may  persist  long  after  the  need  for  it, 
•and  the  cause  which  originated  it  has 
ceased  to  exist.  The  symptoms,  though 
they  may  seem  unreal  or  unjustified  to 
the  physician,  are  terribly  real  to  the 
patient.  The  physician  must  then  adopt 
an  attitude  of  sympathetic  understanding 
in  making  his  inquiries.  Cooperation  is 
essential  and  is  to  be  secured  only  if  the 
patient  is  made  to  understand  the  necessity 
for  the  inquiry.  When  the  patient  appre- 
ciates the  importance  of  the  desired  data, 
little  difficulty  in  examination  is  usually 
encountered.  Difficulty  in  securing  the  his- 
tory may  be  due  to  resistance  of  the  patient 
but  is  frequently  the  result  of  lack  of 
diplomacy  upon  the  part  of  the  examining 
physician. 

In  considering  the  treatment  of  a neu- 
rotic one  must  keep  in  mind  that  a large 
number  of  these  cases  require  especial 
attention  which  it  is  impracticable  for  the 
physician  not  specialized  in  mental  dis- 
eases to  give.  Neither  is  it  practicable  for 
the  general  practitioner  to  refer  every 
patient  who  exhibits  neurotic  symptoms  to 
the  psychiatrist.  For  several  reasons  he  is 
continually  called  upon  to  administer  to  the 
patient  of  this  type  whom  he  would  wish  to 
refer  if  possible.  Also,  there  is  the  above 
mentioned  group  of  more  or  less  border- 
line cases  in  which  treatment,  although 
somewhat  tedious,  is  not  especially  difficult 
if  properly  approached.  The  principal 
difficulty  seems  to  be  that  practical  methods 
of  treatment  based  upon  counteracting  the 
etiological  factors  and  readjusting  the  in- 


dividual are  not  employed.  Instead,  one 
of  three  courses  is  followed.  First,  the 
patient  may  be  to’d  that  he  has  no  disease 
and  is  advised  to  forget  his  symptoms 
without  being  given  any  helpful  advise  as 
to  how  he  may  do  this.  Secondly,  medical 
or  surgical  treatment  of  coexisting  path- 
ology may  be  employed,  hoping  that 
when  this  pathology  is  removed  that  the 
neurosis  will  cure  itself.  Thirdly,  placebas 
may  be  used,  often  deceiving  both  physician 
and  patient  as  temporary  improvement 
frequency  follows  any  new  method  of 
treatment  in  these  cases.  Past  experience 
has  shown  that  none  of  these  methods  of 
treatment  are  productive  of  lasting  benefit. 

To  produce  anything  resembling  a cure 
some  procedure  directed  at  the  etiological 
factors  must  be  used.  Without  entering 
into  the  much  discussed  and  debated 
theories  as  to  the  etiology  of  the  neuroses, 
let  us  follow  a more  or  less  middle  path 
and  assume  that  they  result  from  conflicting 
instinctive  and  emotional  strivings  which 
place  the  patient  in  a more  or  less  sub- 
conscious discord  with  his  environment. 
Assuming  such  to  be  the  case,  one  at  once 
sees  that  logical  treatment  must  be  such  as 
to  readjust  the  individual  to  the  environ- 
ment in  which  he  must  live.  A process  of 
re-education  is  necessary. 

Before  an  attempt  at  readjustment  can 
be  made,  it  is  essential  that  the  entire 
cooperation  of  the  patient  be  secured.  He 
must  be  made  to  fully  understand  the  nature 
of  his  disease.  This  naturally  will  require 
considerable  and  painstaking  explanation 
and  instruction  concerning  these  conditions. 
In  some  cases,  especially  those  in  which  the 
motivation  is  not  entirely  subconscious,  this 
is  relatively  easy.  In  others  it  may  be 
difficult  or  even  impossible.  In  any  case 
the  physician  wi'l  find  that  a satisfactory 
readjustment  cannot  be  made  without  the 
cooperation  and  understanding  of  the 
patient.  It  is  often  remarkable  how 
quickly  these  patients  improve  after  they 
have  learned  to  recognize  the  symptoms  for 
what  they  are.  However,  in  some  cases, 
due  to  a weakened  health  conscious,  im- 
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provement  does  not  occur  and  it  is  necessary 
to  effect  some  change  in  the  environment, 
that  is  adjust  the  environment  to  the 
individual  rather  than  the  individual  to  the 
environment.  In  either  case  whether  the 
individual  is  taught  to  adjust  himself  or 
whether  objectionable  environmental  con- 
ditions are  removed  the  need  for  the  illness 
no  longer  exists  and  the  way  is  paved  for 
improvement.  It  is  not  to  be  expected  that 
the  physician  will  be  able  to  bring  about 
either  change  in  the  patient  himself  or  in 
conditions  surrounding  the  patient  as 
rapidly  as  he  will  wish.  These  things  re- 
quire time  and  patience  both  on  the  part  of 
the  physician  and  the  patient. 

There  are  many  useful  adjuncts  which 
may  be  used  while  adjustment  is  being 
attempted.  Among  these  may  be  mentioned 
the  well  known  rest  cures,  hydrotherapy 
and  electrotherapy,  tonics,  mild  sedatives, 
etc.  All  these  things  have  their  place  in  the 
treatment  of  these  conditions  provided  that 
it  is  remembered  that  they  are  merely  aids 
and  not  in  any  sense  curative  in  themselves. 
So  may,  also,  be  considered  medical  and 
surgical  removal  of  coexisting  organic 
pathology.  It  is  naturally  easier  for  a 
patient  who  is  not  physically  sick  to  make 
a satisfactory  mental  adjustment  to  a 
situation  than  it  is  for  one  who  is  both 
physically  and  mentally  ill,  but  it  must  be 
remembered  that  operative  procedures  often 
act  as  added  psychic  trauma,  and  any 
prolonged  surgical  or  medical  treatment 
may  serve  to  fix  more  deeply  in  the  patient’s 
mind  the  idea  of  his  illness. 

CONCLUSION. 

The  successful  management  of  the  greater 
part  of  the  psychoneurosis  encountered  in 
general  practice  is  feasible.  There  recogni- 
tion depends  upon  routine  history  taking  of 
such  a nature  as  to  give  an  accurate  under- 
standing of  the  psychology  of  the  average 
non-acute  case  whether  or  not  a neurosis 
is  suspected.  Treatment  to  produce  more 
than  temporary  improvement  must  include 
measures  to  re-educate  and  readjust  the 
psychoneurotic  in  his  environment. 


DISCUSSION. 

Dr.  H.  R.  Unsworth  (New  Orleans)  : It  is  a 

privilege  to  have  heard  Dr.  Duncan’s  paper,  and 
I think  it  is  a privilege  to  hear  a great  deal  of 
discussion  on  the  subject  for  the  reason  that  I 
don’t  know  of  anything  in  medicine  that  forms 
greater  conflict  of  what  to  do  than  a psychoneu- 
rosis. 

The  more  I see  of  psychiatric  subjects,  and 
particularly  the  psychoneurotic  type,  the  more 
I am  inclined  to  feel  that  there  is  an  organic 
basis  for  most  of  these  neuroses. 

The  more  I see  of  psychosis  in  general,  the 
less  I think  of  the  Freudian  school  of  psychiatry 
and  the  more  I revert  to  the  Kraepelin  school 
where  pathology  is  accounting  for  most  of  these 
problems. 

I accept  a psychoneurotic’s  complaint  as  gen- 
uine. I take  the  attitude  that  an  individual  who 
is  incapacited  to  the  extent  that  he  is  unable  to 
do  his  work,  to  the  extent  that  he  or  she  is  unable 
to  adjust  domestically,  there  is  a reason  for  it. 
It  might  be  a benign  type  in  which  there  is  some 
emotional  instability  due  to  environment,  but  as 
a rule  I think  there  is  an  organic  basis.  So  that 
in  every  instance  I think  a psychoneurosis  should 
be  accepted  as  a serious  problem  and  not  one  of 
annoyance  or  one  of  an  individual  coming  to  you 
to  sit  and  take  your  time.  I don’t  think  that. 

I believe,  further,  every  psychoneurotic  is  de- 
serving of  a complete  serological  survey,  because 
so  often  a mild  psychoneurosis  is  the  forerunner 
of  an  essential  psychosis.  That  is  particularly 
true  in  early  dementia  precox,  schizophrenia, 
who  in  very  early  months  is  psychoneurotic  in 
reactions,  but  in  a few  months  or  maybe  a year 
is  a permanent  inmate  of  a private  or  state  insti- 
tution. 

That  is  perfectly  true  of  congenital  lues,  par- 
ticularly of  the  central  nervous  system.  It  is  true 
of  a good  many  affairs  that  end  disastrously 
in  state  and  private  institutions.  I think  psycho- 
neurosis, although  superficially  it  is  apparently  a 
light  thing,  fundamentally  may  be  a very  pro- 
found problem  and  one  that  requires  a great  deal 
of  thought,  a great  deal  of  care,  a great  deal  of 
persistence  and  a great  deal  of  handling  to 
straighten  it  out. 

In  regard  to  the  sexual  relationship  and  the 
psychoneurosis,  there  is  undoubtedly  a direct  one, 
but  the  unfortunate  situation  is  that  if  you  find 
it  you  can  hardly  correct  it.  I think  if  you  are 
conscious  of  the  sexual  maladjustment  there  is 
possibly  an  etiology  of  psychoneurosis,  and  it  is 
best  to  keep  that  information  to  yourself  unless 
you  are  in  direct  position  to  correct  that.  If 
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you  are  not,  you  are  going  to  make  matters  worse 
by  making  your  patient  more  conscious  of  the 
cause  of  the  neurosis. 

There  is  so  much  that  really  could  be  said  in 
regard  to  psychoneurosis,  so  many  angles  from 
which  it  could  be  attacked,  that  you  could  con- 
tinue for  a long  time. 

But  I believe  it  is  a serious  thing  to  assume 
a rather  definite  therapeutic  attitude  toward  it, 
not  one  of  deceit,  not  one  of  giving  some  medica- 
ion  for  the  psychic  effect.  I think  isolation,  pro- 
longed chemical  hypnosis  for  a while,  is  a very 
excellent  method  of  sometimes  adjusting  your 
patient  who  is  in  an  early  psychoneurotic  re- 
action. 

I wish  to  thank  Dr.  Duncan  again  for  the  priv- 
ilege of  having  opened  the  discussion  on  his  paper, 
and  I hope  the  audience  will  discuss  it  freely. 

Dr.  Carl  Young  (Shreveport)  : I was  very 

glad  to  hear  Dr.  Duncan’s  paper  and  enjoyed  it 
very  much.  I think  Dr.  Duncan  acted  very  wise- 
ly in  bringing  it  to  the  attention  of  the  general 
practitioner. 

As  we  all  know,  whenever  the  medical  profes- 
sion wants  to  carry  on  any  type  of  crusade,  for 
instance  in  tuberculosis  work,  we  always  follow 
up  our  programs  by  enlisting  the  aid  of  the  gen- 
eral practitioner.  In  this  case  we  have  to  do  it 
again. 

The  general  practitioner  is  the  man  who  sees 
the  family  from  early  infancy  on  through  very 
often  until  death.  He  is  the  individual  who  is 
best  acquainted  with  all  the  environmental  fac- 
tors, heredity,  and  everything  concerning  that  in- 
dividual. If  the  general  practitioner  will  take 
just  a little  bit  more  time  with  some  of  his  cases, 
and  have  heart  to  heart  talks  with  them — it 
doesn’t  have  to  be  mystic — -as  the  old-time  fam- 
ily physician  used  to  have,  and  find  out  facts 
concerning  the  individual’s  conflicts,  it  would  help 
in  treating  these  cases.  Is  that  individual  satis- 
fied or  dissatisfied?  If  he  will  do  that,  especially 
in  the  younger  patients,  I think  we  will  later  on 
be  able  to  prevent  many  of  the  vicious  cases  of 
psychoneurosis.  In  other  words,  he  may  be  able 
to  prevent  a definite  psychoneurotic  in  after  life. 

Prevention,  or  mental  hygiene,  is  the  thing  that 
we  need.  For  instance,  let  us  take  the  case  of  a 
child  of  fourteen  or  fifteen  who  has  an  over- 
anxious mother,  who  has  warned  the  child  about 
his  habits,  especially  regarding  masturbation,  and 
so  forth.  The  child  is  at  that  period  of  life  in 
which  he  is  more  impressionable  than  at  any  other 
time.  The  mother  may  be  wrongly  informed  re- 
garding those  things,  but  she  never  hesitates  to 


overemphasize  the  dangers  of  them.  That  child  . 
worries  continually.  The  mother  brings  the  child 
in  and  says,  “Doctor,  the  boy  is  nervous.  If 
crossed,  he  is  irritable.  I can’t  do  anything  with 
him.  He  is  not  succeeding  in  school.” 

If  the  family  physician  will,  in  a case  of  that 
kind,  exclude  everyone  from  the  room  except 
the  patient  and  have  a heart  to  heart  talk  with 
that  little  individual,  he  will  very  often  get  him 
straightened  out,  but  if  that  condition  is  allowed 
to  go  on  for  a period  of  about  eight  or  ten  years 
the  boy  is  worrying  about  the  possible  harm  he 
may  have  caused  himself  and  it  can  produce  a 
marked  psychoneurosis.  It  is  the  prevention  that 
we  want. 

I have  enjoyed  Dr.  Duncan’s  paper  very,  very 
much.  I had  an  opportunity  of  studying  it  very 
thoroughly.  I think  he  has  expressed  everything 
that  could  be  said  regarding  the  psychoneurosis. 
As  a member  of  the  Society,  I think  we  owe  Dr. 
Duncan  a vote  of  thanks  for  it. 

Dr.  Isham  Kimbell  (United  States  Veterans’ 
Hospital,  Alexandria)  : I have  listened  with  a great 
deal  of  pleasure  to  the  discussion,  and  to  the  paper 
as  presented  by  Dr.  Duncan.  I think  your  State 
Medical  Association  and  the  state  of  Louisiana 
should  be  congratulated  that  you  have  through- 
out your  state  a number  of  very  capable  men 
who  are  devoting  their  lifework  to  the  subject 
of  psychiatry. 

Modern  psychiatry,  fortunately  or  unfortunate- 
ly, has  drifted  over  into  the  Freudian  school  of 
psychology  which  has  to  deal,  as  we  know,  with 
infantilism,  sex  and  repressions.  I agree  with  my 
friend,  Dr.  Unsworth,  that  I can’t  see  just  why 
sex  should  account  for  all  of  the  vagaries  that 
the  unstable  individual  manifests.  I am  just  a 
bit  old-fashioned,  and  I am  inclined  to  lean  to- 
ward the  descriptive  school  of  psychiatry. 

We  do  have  with  us,  as  all  of  you  know,  not 
only  those  of  us  who  are  coming  daily  in  contact 
with  psychiatric  problems  and  neuropsychiatric 
problems,  but  the  general  practitioner  as  well,  the 
neurotic  patient  and  we  must  realize  that  he  or 
she  is  one  of  the  biggest  problems  with  which  we 
have  to  deal.  The  problem  is  just  how  to  best 
treat  this  patient. 

Many  of  us  in  our  work  have  had  some  unfor- 
tunate experiences  with  this  type  of  individual. 
A few  days  ago  I saw  a patient  who  had  been 
chronically  ill  for  a number  of  years.  This  patient 
had  been  to  many  places  and  had  seen  many  doc- 
tors. She  had  received  many  opinions.  A review 
of  her  history  showed  that  she  had  had  opera- 
tions for  gallstones,  gallbladder  trouble,  that  her 
appendix  and  other  things  had  been  removed,  and 
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then  she  had  had  operations  to  relieve  the  adhe- 
sions; some  of  her  symptoms  no  doubt  were  caused 
by  some  organic  condition,  but  at  the  time  I saw 
this  patient  she  was  actively  psychotic  and  evi- 
dently a schizophrenic. 

If  this  patient  had  been  referred  to  a capable 
psychiatrist  early  in  her  illness  it  is  probable  that 
he  might  have  recognized  these  psychotic  symp- 
toms which  were  thought  to  be  of  an  organic 
basis. 

We  are  normal  or  abnormal  according  to  our 
ability  to  adjust  to  our  particular  enviornment. 
As  we  frequently  say  to  each  other  in  discussing 
these  cases,  this  patient  has  or  has  not  made  a 
satisfactory  social  or  economic  adjustment. 

The  question  is,  just  where  does  the  neurosis 
end,  or  where  does  the  psychosis  begin?  We  have 
seen  a number  of  those  psychotic  cases  which 
began  as  a neurosis. 

I saw  another  case  recently  that  ten  yeai’s 
ago  had  been  given  a diagnosis  of  hysteria.  Today 
this  patient  is  an  institutional  case  and  is  actively 
psychotic,  a schizophrenic. 

So,  when  these  patients  come  to  us,  we  must 
make  a thorough  search,  as  Dr.  Duncan  has  out- 
lined, to  determine  as  to  whether  or  not  there  is 
back  of  these  neurotic  manifestations  which  they 
exhibit  some  evidence  of  a true  psychosis. 

As  I said,  I enjoyed  the  paper  very  much,  and 
thank  you  for  the  privilege  of  discussing  it. 

Dr.  J.  S.  McBride  (Ansley)  : What  does  her- 

edity have  to  do  with  these  cases?  I have  in  my 
care  a family.  I know  three  generations  of  them 
and  they  are  all  neurotic.  Every  generation  is 
worse.  The  third  generation  is  a woman  thirty- 
seven  years  of  age  and  she  has  had  removed  from 
her  body  everything  she  can  spare.  She  might 
spare  one  eye.  She  had  a kidney  removed.  She 
had  a panhysterectomy,  and  probably  an  appendec- 
tomy— I don’t  know  what  all- — her  tonsils,  and  I 
tried  to  have  her  get  her  teeth  extracted. 

Brethren,  let  me  tell  you  it  is  a serious  case, 
for  that  woman  has  a migraine  every  week,  al- 
most, nausea  and  vomiting,  and  the  most  excru- 
ciating pain.  I confess  I don’t  know  what  is  the 
trouble  with  that  woman.  Her  good  kidney  is 
functioning  eighty  per  cent,  and  at  times  she 
seems  to  be  perfectly  well  when  she  is  going  to 
town.  When  she  comes  back  home  and  goes  to 
bed  she  calls  me  up  at  one  o’clock  in  the  morning. 

When  she  has  those  violent  headaches,  what 
must  I do  for  her?  I can’t  sit  up  there  all  night 
and  console  her.  There  is  danger,  you  know,  of 
forming  a habit  that  is  undesirable,  but  I give  her 


an  M.  and  A.  and  go  back  home.  I do  that  at 
least  once  a week. 

I have  brought  her  to  this  city  and  they  treated 
her  eighteen  days,  and  then  said,  “Bring  her  back 
if  she  doesn’t  get  better.”  I don’t  know  what  they 
are  going  to  remove  when  she  comes  back. 

That  woman’s  mother  is  in  the  house,  and 
when  she  walks  in  and  sees  me  she  takes  great 
pleasure  in  telling  me  where  her  back  hurts  and 
the  various  other  ailments  she  has.  Her  grand- 
mother visits  her,  and  I have  all  three  of  them  at 
one  time. 

Does  heredity  have  something  to  do  with  this? 
That  poor  child  is  not  going  to  say  here  much 
longer  if  she  has  any  more  operations.  I would 
like  to  have  some  advice  for  this  case.  I am  not 
up  here  just  talking.  She  is  a good-looking 
widow.  Brethren,  sure  enough,  now,  it  is  a 
sad  case.  She  can’t  help  it  at  all. 

Dr.  Dean  H.  Duncan  (closing)  : I think  we 

all  pretty  well  realize  it  is  entirely  impossible 
to  give  any  adequate  discussion  of  the  neuroses, 
or  any  neurosis  in  a short  paper.  I hoped  merely 
to  perhaps  bring  out  the  necessity  of  considering 
the  average  non-acute  case  from  a psychiatric,  and 
psychological  viewpoint  just  as  you  would  con- 
sider that  case  routinely  from  the  standpoint  of 
pathology  in  the  body. 

So  far,  I don’t  think  any  of  us  have  a very 
good  idea  that  we  know  what  causes  neurosis. 
Certainly,  we  don’t  know  definitely  what  to  do 
for  it. 

I think,  as  Dr.  Kimball  said,  there  is  without 
doubt  a tendency  to  lean  a little  too  far  toward 
the  Freudian  estimation  of  these  conditions.  No 
doubt  a lot  of  them  that  we  consider  purely 
emotional  reactions  on  an  instinctive  level,  and 
that  sort  of  thing,  are  really  due  to  some  organic 
trouble  that  we  are  unable  to  recognize.  Certain- 
ly, when  more  is  known  of  endocrinology  it  will 
help  us  in  a lot  of  these  things  that  we  are  prob- 
ably considering  as  failures  of  adjustment. 

I appreciate  very  much  the  remarks  Dr.  Uns- 
worth  made  concerning  the  necessity  of  looking 
for  this  type  of  condition. 

Dr.  McBride  has  rather  thrown  a bombshell 
into  the  otherwise  pleasant  assemblage  by  bring- 
ing up  a concrete  incidence  of  trouble  in  the 
nervous  system  concerning  a patient  from  a fam- 
ily that  is  evidently  more  or  less  psychopathic  and 
exhibits  frequent  attacks  of  migraine  along  with 
some  other  symptoms.  Far  be  it  from  me  to 
attempt  to  help  him  much  here  with  a case  of 
his  type.  Whether  or  not  that  individual  has  a 
purely  psychogenic  migraine  or  toxic  migraine 
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or  an  ophthalmis  migraine,  or  migraine  as  an 
epileptic  equivalent,  or  what  not,  I don’t  know. 
Those  things  are  rather  difficult  and  require  a 
whole  lot  of  study  of  the  individual  case.  Cer- 
tainly, I can’t  tell  him  anything  about  that  case 
that  will  be  of  any  real  help  to  him,  without  see- 
ing the  case. 

He  asked  also  the  role  that  heredity  plays  in 
these  conditions.  Heredity  is  probably  one  of 
the  most  important  factors  not  only  in  the  neu- 
roses but  in  all  pathologic  mental  states.  If  those 
constitutional'  factors  are  transmitted,  the  stig- 
matized individual  will  usually  react  as  you  would 
expect  an  individual  to  react  who  has  inherited 
those  components. 

I am  very  sorry  I haven’t  been  able  to  give 
Dr.  McBride  any  definite  information  about  his 
migraine  case  but  I don’t  believe  it  is  possible  to 
tell  him  anything  without  examining  that  case 
more  in  detail. 

PROTEOTHERAPY.* 

J.  W.  GRAY,  M.  D., 

Clarksdale,  Miss. 

“A  new  foreign  protein  which  may  be 
used  successfully  without  the  usual  reac- 
tion.” 

(1)  Under  this  heading  it  might  be 
permissible  to  discuss  the  parenteral  use  of 
heterogenous  protein  or  proteose  for  the 
purpose  of  immunization. 

There  is  a general  concensus  of  opinion 
among  those  who  use  this  method  that  it 
is  necessary  to  obtain  a “’reaction”  in  order 
to  derive  benefit  from  the  method ; and  that 
while  the  reaction  is  the  same  no  matter 
what  sort  of  antigen  has  been  injected — 
whether  blood  corpuscles,  milk,  microbes 
or  pepotine — there  occurs  a coincident  in- 
crease in  specific  immunity  in  consequence. 

(2)  Jobling  and  Petersen  in  their  analy- 
sis of  the  mechanism  of  the  action  of  non- 
specific therapy,  call  attention  to  a number 
of  factors  involved  in  this  process.  Selective 
stimulation  of  the  hemopoietic  tissues 
occurs,  which  results  in  flooding  the  body 

*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  15, 
1930. 


with  antibodies  which  are  specific,  but 
the  stimulus  may  be  non-specific.  Hyper- 
pyrexia and  leukocytosis,  emphasized 
especially  by  Gay  and  his  associates  in 
recovery  from  typhoid  by  this  form  of 
therapy,  and  the  mobilization  of  serum 
protease  and  lipase,  with  an  ultimate  rise 
in  the  antiferment  titre  of  the  serum  fol- 
lowing injection  of  various  substances,  are 
considered  significant  processes. 

These  processes,  they  suggest,  are  de- 
pendent on  certain  changes  resulting  in  the 
state  of  increased  dispersion  of  colloids 
affecting  the  serum  proteins  and  serum 
lipoids. 

In  case  it  is  shown  conclusively  that,  for 
therapeutics  purposes,  any  foreign  pro- 
tein may  serve,  the  logical  preparation  for 
use  would  seem  to  be  a sterile  pure  chemical 
preparation  of  some  proteose  which  can  be 
carefully  standardized. 

(3)  The  indications  for  proteotherapy 
may  be  summarized  as  follows: 

First,  in  infectious  diseases,  in  which  the 
causative  organism  is  unknown  or  not  cer- 
tainly determined,  such  as  rheumatic  fever 
or  rheumatoid  arthritis.  Second,  in  infec- 
tive diseases  in  which  the  causative  organ- 
ism is  known,  but  in  which  specific  vaccine 
therapy  is  of  little  value ; for  example, 
pneumonia,  gonorrheal  arthritis.  Third, 
chronic  disorders  of  doubtful  or  unknown 
etiology,  such  as  psoriasis,  pemphigus, 
lupus  erythematosus,  and  bronchial  asthma. 

The  foreign  proteins  most  frequently 
used  are  typhoid  vaccine,  boiled  milk,  and 
peptone.  These  are  all  effective  and  have 
been  used  with  much  success  when  indi- 
cated; but  the  reaction  from  them  all  is  so 
severe  that  very  few  patients  can  be  in- 
duced to  submit  to  the  discomfort  of  the 
prolonged  treatment  necessary  for  a cure. 

The  problem  is  to  find  some  foreign 
protein  which  will  produce  all  the  good 
effects  and  none  of  the  bad.  And  after 
more  than  five  years  experimentation,  I 
think  I can  announce  safely  that  it  has  been 
found. 
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Since  the  blood  contains  all  the  elements 
necessary  for  the  formation  of  antibodies 
in  the  induction  of  immunity,  it  follows 
that  the  blood  is  a good  source  from  which 
to  obtain  the  foreign  protein,  and  since  the 
patient’s  own  blood  is  the  best  source,  and 
the  patient’s  body  is  the  safest  laboratory 
in  which  to  manufacture  it,  it  would  be 
solved,  if  any  agent  can  be  found  which 
will  produce  foreign  protein  in  the  patient’s 
body  out  of  the  patient’s  own  blood. 

The  injection  of  freshly  distilled  water, 
either  intravenously  or  intramucularly,  is 
immediately  followed  by  a hemolysis  of  the 
blood  cells,  thereby  producing  a “foreign” 
protein  in  the  patient’s  own  body  from  the 
patient’s  own  blood. 

This  homologous  (if  such  a term  may  be 
used)  foreign  protein  produces  precisely 
the  same  effects  that  an  “extraneous” 
foreign  protein  produces,  except  that  there 
is  no  chill  nor  fever.  Beyond  a slight 
malaise,  sometimes  a mild  headache  and 
occasionally  a slight  increase  in  pain 
locally,  there  are  no  symptoms. 

Leukopoiesis  is  stimulated  immediately 
without  an  intervening  leukopenia,  the 
white  cell  count  often  rising  from  8,500 
to  25,000  in  24  hours.  The  erythrocytes 
are  increased,  though  not  so  rapidly  as  the 
leukocytes.  The  hemoglobin  percentage 
rises  and  the  color  index  is  increased. 

The  dose  commonly  employed  is  from 
5 to  50  c.c. ; two  (2)  c.c.  intramuscularly 
in  small  children  and  infants,  increasing  to 
50  c.c.  in  adults,  given  every  other  or  every 
fourth  day,  if  there  is  an  evidence  of  induc- 
ing a negative  phase. 

I have  endeavored  to  standardize  the 
dose  by  ascertaining  the  exact  amount  of 
hemolysis  produced  by  a given  amount  of 
distilled  water,  but  the  equipment  of  a 
small  town  laboratory  is  not  sufficient  to 
do  this;  however,  as  the  smallest  amount 
of  distilled  water  intravenously  injected 
which  has  been  fatal  to  an  adult  is  500  c.c. 
the  maximum  of  50  c.c.  which  I have  used 


would  seem  to  be  well  under  the  limits  of 
perfect  safety. 

However,  I strongly  urge  you  to  use  only 
freshly  distilled  water.  Our  technician  is 
instructed  to  distill  a fresh  supply  every 
five  days.  While  the  injection  of  old  dis- 
tilled water  will  give  the  same  therapeutic 
effect,  it  will  inevitably  produce  a chill  and 
fever. 

To  meet  the  criticism  that  no  proof,  ex- 
cept clinical  results,  is  offered  to  prove  that 
this  method  does  stimulate  the  production 
of  antibodies,  I have  made  this  experiment 
once  only,  due  to  lack  of  facilities : 

Titrate  the  blood  of  a patient  who  has 
recovered  from  typhoid  within  a year. 
Inject  40  c.c.  of  triple  distilled  water  in- 
travenously, and,  after  24  hours,  titrate 
again.  If  the  titer  be  higher,  it  will  be 
conclusive  proof  that  immunity  has  been 
stimulated.  In  the  one  experiment  made 
the  titer  was  about  40  per  cent  higher. 

The  type  of  cases  in  which  triple  dis- 
tilled water  intravenously  has  been  used 
successfully  is  the  same  that  responds  to 
the  injection  of  any  foreign  protein. 

It  is  needless  to  say  that  all  foci  of  in- 
fection should  be  very  carefully  sought  for 
and  removed  where  possible,  before  begin- 
ning the  treatment.  Acute  and  chronic 
arthritis,  sinusitis,  orchitic,  iritis,  pelvic 
infections,  while  waiting  for  the  acute 
stage  to  subside  for  operation  (and  very 
frequently  an  operation  will  be  found  un- 
necessary), acute  infectious  of  the  upper 
respiratory  tract,  are  all  benefitted  by  this 
treatment  and  many  cases  are  cured. 

There  is  one  condition  in  which  the  re- 
sults are  often  amazing,  for  which  no 
rational  explanation  can  be  given,  and  that 
is  in  the  so-called  “acidosis”  especially  in 
young  children.  A few  injections  intra- 
muscularly of  2 c.c.  of  triple  distilled  water 
at  intervals  of  12  hours,  with  other  appro- 
priate treatment  will  relieve  this  condition 
in  a remarkably  short  time. 
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SUMMARY. 

Triple  distilled  water  injected  intraven- 
ously will  produce  all  the  good  effects  of 
any  foreign  protein  and  none  of  the  bad 
effects. 

By  its  action  in  disolving  the  cor- 
puscles it  sets  free  in  the  circulation  an 
“homologous”  (?)  foreign  protein,  which, 
is  effective  in  stimulating  leukocytosis,  and 
increasing  antibodies. 

It  is  important  that  distilled  water  be 
freshly  prepared.  The  use  of  water  more 
than  five  days  old,  even  though  it  besterile 
by  all  ordinary  tests,  will  surely  be  followed 
by  the  reaction  of  any  foreign  protein. 
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DISCUSSIONS. 

Dr.  P.  W.  Rowland,  Oxford,  Miss.:  I do  not 

know  anything  about  allergy — I do  not  think  there 
are  many  who  do.  If  my  interpretation  of 
Dr.  Gray’s  paper  is  correct,  there  are  three 
points  involved;  first,  that  the  injection  of  dis- 
tilled water  into  the  body  of  an  animal  produces 
hemolysis;  second,  that  this  is  followed  by  an 
increase  in  the  protective  agencies  of  the  body; 
and  third,  that  the  use  of  distilled  water  in  acute 
infectious  diseases  is,  in  his  hands,  successful. 
Those  are  the  three  points  I get  out  of  his  paper. 
There  can  be  no  question  as  to  the  first.  Hemolysis 
does  follow  the  injection  of  distilled  water,  whether 
subcutaneously,  intramuscularly  or  intravenously. 
That  is  borne  out  by  the  physical  laws  of  osmosis, 
the  surface  tension  and  the  permeability  of  the 
cell,  and  we  can  demonstrate  it  by  simple  experi- 
ments. We  have  injected  at  intervals  of  five 
minutes,  into  dogs,  intravenously  (the  dogs  weigh- 
ing on  an  average  of  25  to  48  pounds),  10  c.c.  of 
distilled  water.  Hemolysis  follows  each  of  these 
injections  promptly.  There  is  no  systemic  reaction 
that  we  can  detect;  no  increase  in  heart  rate,  no 
fall  of  blood  pressure,  and  no  change  in  respiration. 
I have  an  idea,  however,  that  as  much  as  25  to 
50  c.c.  injected  into  a dog  of  the  size  would  give 
a hemoglobinuria.  We  did  not  find  that  after 


injection  of  10  c.c.  However,  it  depends  altogether 
on  the  quantity  of  water  used,  so  that  on  that 
point  we  can  agree.  No  one  would  dispute  those 
facts.  I assume  Dr.  Gray  takes  the  position  that 
following  hemolysis,  the  antibodies  being  fixed  in 
the  blood  cells  in  a case  of  acute  infection,  are 
liberated  immediately  into  the  blood  stream,  and 
following  this  of  course  the  stimulation  of  the 
protective  agencies  in  the  body — that  is,  leukocy- 
tosis. We  are  speculating  there.  Where  are  the 
antibodies,  in  the  cell,  the  blood  stream  or  the 
tissue?  About  all  we  can  say  is  that  we  gel; 
some  type  of  reaction  after  the  injection  of  various 
antigens  into  the  animal  body.  (Since  an  antigen 
is  simply  a substance  that  will  produce  antibodies, 
and  of  course  the  antibody  is  simply  a response 
to  stimulation  of  the  organs  by  the  antigen.  If 
Dr.  Gray  is  correct,  they  are  liberated  and  thereby 
produce  leukocytosis.  I think  there  is  a good  deal 
in  the  theory;  I think  it  may  be  too  speculative, 
but  if  we  do  not  speculate  how  will  we  arrive  at 
the  truth?  Another  point — why  not  use  distilled 
water  as  an  antigen  in  any  acute  or  chronic  type 
of  infection?  If  his  theory  is  true,  then  we  have 
a right  to  deduce  that  that  would  follow — the  re- 
lief and  cure  of  all  acute  and  chronic  infections 
such  as  acute  rheumatism  and  all  kinds  of  infec- 
tions. I want  to  congratulate  Dr.  Gray.  I made 
this  observation  which  occurred  to  me  during 
Dr.  McLester’s  talk.  It  is  not  advancing  years 
which  concern  me  at  all.  I do  not  care  about 
advancing  years.  The  thing  that  concerns  me  is 
whether  or  not  I am  advancing.  Dr.  Gray  has 
the  same  idea  expressed  fully  in  his  paper.  The 
time  should  never  come  when  a man  with  gray 
hairs  and  advancing  years  should  cease  his  ex- 
perimental research.  Therefore  I want  to  con- 
gratulate Dr.  Gray  on  his  address. 

Dr.  H.  A.  Gamble,  (Greenville)  : I feel  inade- 

quate to  discuss  a paper  which  has  been  presented 
in  such  a lucid  manner  and  discussed  so  ably  by 
Dr.  Rowland.  I feel  that  nothing  can  be  added  to 
what  these  two  gentlemen  have  said  in  reference 
to  that.  So  far  as  our  definite  knowledge  is  con- 
cerned in  reference  to  allergy  there  is  a great  deal 
at  present  which  is  theoretical.  Part  of  it  has  been 
demonstrated  in  the  physiologic  laboratories,  but 
a great  many  of  our  deductions  are  of  a theoretical, 
and  we  have  to  make  the  results  of  our  observa- 
tions fit  into  that  theory.  I think  Dr.  Gray  should 
have  a vote  of  gratitude  for  keeping  up  this  work 
for  years  and  bringing  to  us  today  in  concrete  form 
its  posibilities  of  application. 
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ACIDOSIS  AND  ALKALOSIS  IN 
CHILDREN.* 

G.  L.  ARRINGTON,  M.  D., 

Meridian,  Miss. 

Acidosis  was  first  recognized  by  Naunyn 
as  a condition  of  metabolism  in  which 
abnormal  quantities  of  acetone  bodies  were 
present  in  the  urine.  At  the  present  time 
we  know  that  acidosis  is  a condition  in 
which  the  acid-base  equilibrium  of  the 
body  is  disturbed — an  increase  in  acid 
substances  or  decrease  of  alkaline  reserve. 
The  normal  hydrogen-ion  concentration  of 
blood  is  7.35  to  7.45  and  the  ratio  of  base- 
bicarbonate  to  carbonic  acid  is  20  to  1. 
Any  condition  that  alters  this  ratio  pro- 
duces either  an  acidosis  or  alkalosis.  Van 
Slyke(1)  defines  acidosis  as  a condition  in 
which  the  concentration  of  bicarbonate  in 
the  blood  is  reduced  below  the  normal 
level.  If  this  occurs  without  alteration  of 
hydrogen-ion  concentration  of  blood  it  is 
called  “compensated”  acidosis,  but  if  the 
hydrogen-ion  concentration  of  blood  shows 
a shift  toward  the  acid  side  (lowered  Ph), 
“uncompensated”  acidosis  occurs. 

In  health,  the  body  fluids  maintain  with 
but  surprisingly  little  variation,  their 
normal  osmolar,  elecrolyte,  and  hydrogen- 
ion  concentrations.  This  is  done  by: 

1.  Buffer’s 

(a)  BHCOa 

(b)  H2CO3 

(c)  Protein 

(d)  Phosphate 

2.  Respiration 

3.  Renal  Activity 

Ph 

NHs 

4.  Hemoglobin 

There  are  numerous  etiological  factors, 
and  I shall  briefly  name  them  according 
to  Marriott  and  Hartmann’s  chart  :(2) 

*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  15, 
1930. 


1.  Conditions  that  increase  the  car- 
bonic acid,  as  abnormal  respiration  or 
circulation,  (depressed  breathing,  high 
carbon  dioxide  content  of  inspired  air, 
pulmonary  atalectasis,  venous  stasis). 

2.  Conditions  that  decrease  base  bi- 

carbonate by  replacement  of  bicarbonate 
because  of  increase  of  other  anions,  (a) 
Lactate-ions:  due  to  its  increased  forma- 
tion of  insufficient  removal  (strenuous 
muscular  exercise,  convulsions,  hypo-oxida- 
tion because  of  poor  circulation  due  to 
anoxemia  or  anhydremia).  (b)  Chloride- 
ions  : Due  to  over-administration  of 

HC1,  NHiCl,  CACL,  or  NAC1,  or  to  insuf- 
ficient urinary  excretion,  (c)  Sulphate  and 
Phosphate-ions.  Due  to  over-administra- 
tion or  insufficient  urinary  excretion,  (d) 
Diacetate  and  Beta-oxybutyrate-ions : Due 
to  abnormal  fatty-acid  glucose  oxidation, 

(e)  Salicylate-ion:3  Due  to  over  ad- 
ministration or  insufficient  urinary  excre- 
tion. 

3.  Loss  of  base  bicarbonate  by  vomit- 
ing, diarrhea,  polyuria. 

These  changes  occur  in  the  body  in 
three  main  diseases : diarrhea,  nephritis, 
and  diabetes.  We,  as  pediatricians  and 
general  practitioners,  have  to  deal  with 
diarrheas  in  children  more  than  anything 
else,  especially  during  the  summer  months. 
I shall  discuss  only  that  type  of  acidosis 
and  treatment. 

The  diagnosis  of  acidosis  is  not  always 
easy  unless  by  laboratory  means.  Unfor- 
tunately we,  as  physicians,  have  been 
diagnosing  as  acidosis  almost  every  illness 
a child  may  have.  A sharp  distinction 
must  be  drawn  between  acidosis  and  ace- 
tonuria.  “Acetone  in  urine  does  not  mean 
acidosis.”  Acetonuria  consists  merely  of 
the  presence  of  acetone-bodies  in  urine.  It 
may  occur  normally/4'  in  acidosis  or  even 
in  alkalosis/5-  5'1) 

A correct  diagnosis  of  acidosis  may  be 
made  by: 
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1.  Type  of  disease  (diarrheas,  ne- 
phritis, burns). 

2.  Respiration.  Slightly  increased  rate 
with  deep  inspiration  and  deep  expiration. 

3.  Urinalysis.  If  reation  below  Pho 
know  acidosis,  or  if  diacetic  acid  is  pres- 
ent. 

4.  Examination  of  blood,  determining 
the  carbon  dioxide  content  and  Ph. 

The  earliest  symptoms  are  restlessness, 
sleeplessness,  excitement,  hyperpnea,  and 
later  a tendency  to  prostration,  somno- 
lence, and  coma. 

The  prognosis  is  unfavorable  in  severe 
acidosis.  If  one  wishes  to  prevent  acidosis 
he  must  use  preventive  measures  as  soon 
as  he  begins  treating  a patient  that  is 
likely  to  develop  it. 

Severe  watery  diarrhea  tends  to  produce 
changes  in  the  direction  of  acidosis,  be- 
cause of:  (1)  Extensive  loss  of  body 

water,  anhydremia,  dehydration.  (2)  Loss 
of  body  salts.  (3)  Starvation. 

The  treatment  of  the  above  would  be: 

(1)  Replacement  of  body  fluids  by  water, 
so  as  to  restore  the  blood  volume  and  flow. 

(2)  Production  of  diuresis,  so  that  ac- 
cumulated anions,  such  as  phosphate,  sul- 
phate, and  chloride  may  be  excreted  in 
combination  with  ammonia,  and  thus  re- 
lease base  for  restoration  of  bicarbonate. 

(3)  More  rapid  restoration  of  bicar- 
bonate in  severe  cases  by  administration 
of  that  salt  as  such.  (4)  Whenever  pos- 
sible, direct  removal  of  the  cause  of  the 
diarrhea. 

Oral  administration  of  fluids  often 
fails  to  relieve  anhydremia  and  dehydra- 
tion, because  of  the  associated  vomiting, 
as  well  as  diarrhea  so  we  have  to  give 
water  parenterally.  Tap  or  distilled  water 
will  not  do,  because  of  irritation,  so 
normal  saline  or  Ringer’s  solution  must  be 
used.  This  may  be  given  subcutaneously, 
intravenously,  or  intra-peritoneally.  At 
times  this  will  not  relieve  acidosis,  so 


we  give  glucose.  It  promotes  diuresis  and 
may  be  given  with  the  saline  or  Ringer’s, 
or  following  it.  Use  hypertonic  (10  to  20 
per  cent)  dextrose  in  a dosage  of  20  to 
30  c.  c.  per  kilo  of  body  weight. 

At  times  these  measures  alone  will  not 
restore  the  base  bicarbonate  rapidly 
enough,  and  we  have  to  give  it.  It  should 
be  given  intravenously  only  (unless  es- 
pecially prepared).  To  give  intravenously 
it  may  be  prepared  simply  by  weighing  on 
a clean  filter  paper  5 gms.  of  sodium  bi- 
carbonate removed  from  a clean  package 
by  means  of  a previously  flamed  metal 
spatula,  and  dissolved  in  100  c.  c.  of  previ- 
ously cooled  sterile  distilled  water.  This 
is  not  absolutely  sterile,  but  may  be  used 
safely  intravenously  in  dosage  of  0.5  gm. 
per  kilo.  If  the  diarrhea  persists  it  is 
rather  hard  to  keep  the  acid-base  and 
water  balance  more  or  less  normal  with- 
out frequent  chemical  examination  of 
blood  despite  the  administration  of  saline, 
dextrose,  and  bicarbonate. 

Results  equally  good  if  not  better,  have 
been  obtained  without  the  necessity  of 
blood  chemical  examination,  through  the 
use  of  Hartman’s  Combined  Solution  No. 
I.,(6)  composed  of  sodium  lactate,  sodium 
chloride,  potassium  chloride,  and  calcium 
chloride. 

This  solution  supplies  the  chloride-ion 
if  needed,  sodium  is  balanced  by  potassium 
and  calcium,  the  sodium  lactate  is  con- 
verted at  a relatively  slow  but  still  suffi- 
ciently effective  rate  into  bicarbonate, 
which  may  be  retained  if  needed,  or  ex- 
creted if  not,  and  because  of  its  hypotonic- 
ity,  it  tends  to  dilute  the  body  fluids  and 
promote  diuresis  when  given  in  sufficient 
quantities.  It  should  be  given  subcutane- 
ously, intra-peritoneally,  or  intravenously 
in  amounts  sufficient  to  maintain  elasticity 
of  skin.  Alkalosis  need  not  be  feared  if 
urinary  secretion  is  reestablished  and 
kidney  function  is  more  or  less  normal. 

It  must  be  borne  in  mind  that  the  above 
measures  are  expected  only  to  relieve  de- 
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hydration  and  acidosis,  and  are  not  ex- 
pected to  stop  diarrhea.  They  are  often 
life-saving  measures,  however,  during  the 
period  of  severe  water  and  mineral  loss. 
Removal  of  the  cause  of  diarrhea  is,  of 
course,  the  ultimate  aim,  and  includes 
treatment  or  removal  of  foci  of  infection 
and  proper  feeding. 

ALKALOSIS. 

This  condition  has  just  recently  been 
recognized  as  a clinical  entity,  and  begun 
to  appear  in  text  books.  However,  for 
the  past  decade  there  has  been  consider- 
able work  on  it  by  our  leading  clinicians 
and  physiologists.  Koehler(7)  in  1923,  and 
Kast,  Myers  & Schmitz  (8)  in  1924,  were 
the  first  to  publish  results  of  their  experi- 
ments. Since  then  numerous  articles  have 
appeared  to  further  establish  this  condi- 
tion. 

Alkalosis,  in  contra-distinction  to  acid- 
osis, is  an  increase  rather  than  a decrease 
of  alkali  in  the  blood  and  tissues.  The 
ratio  of  base-bicarbonate  to  carbonic  acid 
is  increased  or  tends  to  be  increased,  and 
may  result  from  an  increase  in  base-bi- 
carbonate or  a decrease  in  carbonic  acid. 
It  may  be  a compensated  alkalosis  (hy- 
drogen-ion concentration  of  the  blood  be- 
ing normal  Ph  of  7.4)  or  uncompensated 
(Ph  7.5  to  7.8,  a decrease  in  hydrogen- 
ion  concentration). 

Clinical  conditions  that  may  lead  to 
alkalosis  are: 

1.  Excessive  administration  of  sodium 
bicarbonate,  citrates. 

2.  Pyloric  stenosis  or  obstruction,  or 
intussuception. 

3.  Hyperventilation,  voluntary  or  in- 
voluntary. 

Quite  a number  of  investigators,  Mar- 
riott & Howland, (9)  Grant, (10)  Hardt  & 
Rivers, (n)  have  definitely  proven  that  ex- 
cessive administration  of  bicarbonate  and 
citrate  will  cause  alkalosis,  especially  so, 
when  severe  kidney  damage  is  present. 


In  excessive  vomiting,  due  to  pyloric 
stenosis  or  high  intestinal  obstruction,  or 
pyelitis,  there  is  an  alkalosis  because  of 
loss  of  chloride  anion  greatly  exceeds  the 
base,  which  remains  in  the  blood  as  base 
bicarbonate. 

Excessive  breathing  leads  to  reduction 
of  carbon-dioxide  in  the  blood  and  body 
fluids,  and  therefore,  tends  towards  alka- 
losis. Alkalosis  severe  enough  to  produce 
tetany  may  be  readily  produced  by  volun- 
tary hyperventilation,  as  proved  by  Grant 
& Goldman. (12)  Involuntary  respiration 
caused  by  fever,  hysteria,  post-enciphali- 
tic  states,  high  altitudes,  also  tend  towards 
alkalosis.  The  exception  to  hyperventila- 
tion occurs  in  cardiac  failure  where  the 
circulatory  failure  offsets  the  anoxemia, 
and  hence  we  have  acidosis  more  often 
than  alkalosis. 

In  mild  alkalosis  the  symptoms  consist 
of : Nausea,  vomiting,  malaise,  numb- 

ness, tingling  and  headache,  with  an  ir- 
regular type  of  respiration,  but  when  the 
condition  becomes  more  severe  tetany  and 
convulsions  occur.  The  typical  position 
of  carpo-pedal  spasm  is  assumed.  Chvo- 
stek’s  and  Trousseau’s  signs  are  present 
and  the  electrical  excitability  of  the  nerves 
is  increased. 

The  diagnosis  is  made  by  the  irregular 
type  of  respiration,  which  is  quite  typical, 
plus  the  symptoms  as  outlined  above. 
This  is  not  conclusive  but  when  one  con- 
siders the  etiological  factors  that  cause  it, 
plus  the  symptoms  one  should  at  least 
suspect  alkalosis,  and  if  necessary,  have 
some  laboratory  aid  by  determining  the 
Ph  and  carbon-dioxide  content  of  blood. 
One  should  not  be  misled  by  urinalysis,  as 
a child  may  die  of  alkalosis  and  have  acid 
urine.  Even  acetone  may  be  present  in 
urine.  The  above  is  especially  true  of  al- 
kalosis due  to  vomiting  and  the  urine  is 
similar  in  every  way  to  urine  of  acidosis, 
except  for  the  absence  of  chloride. 
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Prevention  of  course,  is  the  best  treat- 
ment, but  when  alkalosis  is  recognized  one 
should  secure:  (1).  Immediate  relief  of 

tetany,  if  present.  (2).  Restoration  of 
normal  Ph.  (3).  Removal  of  excess  bicar- 
bonate. (4) . Restoration  of  deficient  elec- 
trolyte, if  present.  (5).  Removal  of  orig- 
inal cause  of  alkalosis. 

For  treatment  of  tetany  (a)  Breathing 
of  CO2,  10  per  cent  to  30  per  cent  in  oxy- 
gen. (b)  Administration  of  magnesium 
sulphate  intra-muscularly,  0.2  gms.  per 
kilo  of  body  weight,  (c)  Administration 
of  calcium,  ^to  ¥2  c.c.  of  10  per  cent  solu- 
tion per  kilo  of  body  weight.  (Sandoz’ 
calcium  gluconate  seems  to  be  best  to 
give,  as  it  may  be  given  subcutaneously 
or  intra-muscularly,  or  by  mouth  and 
causes  no  irritation),  (d)  Administration 
of  HC1  or  NH4CI  by  mouth  or  proctoclysis, 
(e)  Ultra-violet  rays  tend  to  increase  cal- 
cium and  may  relieve  tetany,  (f).  Ad- 
ministration of  parathyroid,  extract  of 
form  or  para-thormone. 

Reduction  of  Ph  follows  administration 
of  CO2,  HC1,  or  the  acid  producing  salts 
NH4CI,  and  CACI2.  The  latter  three  sub- 
stances also  reduce  BHCO3  by  neutraliza- 
tion ; also  by  administration  of  normal 
saline,  Ringer’s  solution,  or  Hartman’s 
combined  solution.  However,  in  presence 
of  renal  insufficiency  combined  solution 
should  not  be  given. 

In  addition  to  the  measures  outlined 
above,  it  is  extremely  important  to  relieve 
the  original  cause  of  the  tendency  toward 
development  of  alkalosis  if  present.  This 
usually  means  preventing  loss  of  gastric 
juice  by  surgical  means  (operations  for 
intestional  obstruction,  pyloric  stenosis, 
etc.)  discontinuing  the  administration  of 
alkali,  and  preventing  hyperventilation. 
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DISCUSSIONS. 

Dr.  R.  E.  Wilson  (Greenville,  Miss.):  Dr.  Ar- 

rington has  covered  in  a very  concise  way  this 
interesting  topic  and  has  given  us  all  the  most 
recent  information  on  the  subject.  I feel  that 
this  paper  should  be  studied  more  than  just  by 
hearing  it.  I am  of  the  opinion  that  acidosis  and 
alkalosis  is  a subject  that  comes  up  in  pediatrics 
and  is  discussed  more  frequently  among  pediatri- 
cians, simply  because  we  see  more  conditions  of 
that  sort  and  more  potential  cases  than  are  seen 
among  older  pople.  The  essayist  has  warned  us 
against  making  a diagnosis  without  going  further 
into  the  situation  and  determining  the  real  cause 
of  the  condition.  Acidosis  has  become  popular. 
Whenever  we  see  a patient  who  vomits  there  is 
a tendency  to  say  that  he  has  acidosis  and  let  it 
go  at  that.  We  are  not  justified  in  so  doing.  I 
saw  a patient  a year  ago  with  vomiting  of  twenty- 
four  hours  duration,  very  little  temperature,  ace- 
tone in  the  urine.  He  did  not  have  acidosis;  he 
had  meningitis.  The  underlying  cause  was  not 
found  until  a more  careful  examination  was  made; 
it  was  not  made  on  the  vomiting  and  acetone  in 
the  urine.  Intussuception  is  often  diagnosed  as 
acidosis  until  it  is  too  late.  Treatment  in  any 
emergency  is  imperative.  Treatment  of  any  con- 
dition of  vomiting  and  diarrhea  should  be  insti- 
tuted immediately.  We  naturally  turn  to  the 
best  method  by  which  this  can  be  done.  I have 
found  sub-cutaneous  administration  of  fluid,  or 
intravenous  administration,  has  answered  the  sit- 
uation most  satisfactorily.  Intraperitoneal  ad- 
ministration of  fluid  I have  used,  but  not  exten- 
sively, because  I have  been  afraid  of  accident. 
Intravenous  injection  may  not  be  simple,  but  it 
is  safe.  Subcutaneous  injection  may  not  meet 
the  emergency  quickly,  but  it  is  safe.  In  con- 
ditions where  there  is  danger  of  cardiac  embar- 
rassment, it  is  safer  to  give  subcutaneously.  In 
conditions  of  marked  dehydration  and  toxemia, 
intravenous  injection  is  best.  In  discussing  trans- 
fusion someone  said  that  any  of  the  accepted 
methods  are  entirely  satisfactory  provided  one 
is  skilled  in  that  particular  method.  I think  that 
is  a well  taken  point.  If  we  select  one  method 
and  become  proficient  in  that  method,  it  becomes 
easy.  Dr.  Long’s  description  of  the  intravenous 
administration  of  fluid,  because  of  its  universal 


392 


Arrington — Acidosis  and  Alkalosis  in  Children 


adaptability  and  because  of  its  simplicity,  should 
be  familiar  to  everyone  in  that  line  of  woi’k,  pro- 
viding one  is  skilled  in  doing  intravenous  work. 
The  method  consists  of  gravity,  a rubber  tube,  a 
three-way  stop  cock,  a needle  and  a Luer  syringe. 
All  the  air  having  been  expelled,  2 c.  c.  is  with- 
drawn and  allowed  to  run  in  by  gravity,  or  you 
can  administer  it  under  pressure.  It  is  such  a 
simple  device  that  one  should  be  familiar  with  it. 
Dr.  Arrington’s  paper  has  been  instructive  to  me, 
and  should  be  helpful  to  all  of  us. 

Dr.  R.  C.  Basinger  (Jackson,  Miss.)  : There  has 
been  a lot  of  work  done  along  these  lines  recently, 
chiefly  by  Gamble  of  Boston.  They  have  been 
working  on  it  in  the  East,  as  evidenced  by  the 
fact  that  we  can  pick  up  almost  any  medical 
journal  and  find  something  reported.  Two  things 
may  enter  into  the  question — that  is,  if  you  have 
an  increase  of  bicarbonate  you  are  going  to  have 
a decrease  of  carbonic  acid,  and  will  get  an  alka- 
losis; if  you  have  an  increase  in  carbonic  acid  you 
will  get  a decrease  of  bicarbonate  and  acidosis. 
Dr.  Arrington’s  paper  stresses  the  fact  that  these 
children  die.  The  reason  is  possibly  this:  it  is 
dehydration  more  than  anything  else.  We  get  a 
loss  of  body  fluids  from  the  gastro-intestinal 
tract,  and  in  that  particular  type  of  case  the 
reason  the  child  dies  is  the  loss  of  fluid,  which  is 
severe  enough  to  cause  death  to  the  cell  itself, 
and  if  it  is  a body  cell,  death  to  the  body.  I 
think  Dr.  Arrington  should  be  congratulated  on 
his  work,  because  there  is  really  not  a great  deal 
known.  I think  the  matter  of  not  making  a diag- 
nosis on  the  finding  of  acetone  alone  is  important. 
In  both  acidosis  and  alkalosis  you  will  find  a small, 
diminishing  respiration  which  is  very  typical.  The 
work  which  has  been  done  lately  has  been  more 
to  the  point  than  anything  we  had  had  so  far. 
He  brought  out  the  point  that  these  children  in- 
variably are  critically  ill;  therefore  anything  that 
will  help  us  treat  them  is  very  valuable  to  all  of 
us,  and  I think  his  paper  is  well  worth  our  con- 
sideration. 

Dr.  L.  F.  Boyd  (Memphis,  Tenn.)  : Dr.  Arring- 
ton has  covered  this  subject  matter  in  an  ideal 
way.  The  solution  mentioned  as  Hartmann’s  solu- 
tion is  obtainable  from  Parke,  Davis  and  Co.,  so 
that  we  will  only  have  to  take  4 c.  c.  and  add 
water,  and  will  not  have  to  worry  as  to  whether 
we  have  acidosis  or  alkalosis,  as  it  is  good  for 
both  conditions.  Regarding  the  giving  of  sodium 
chlorid  in  acidosis,  it  has  been  proven  that  sodium 
chlorid  may  make  them  worse.  We  have  found 
the  best  thing  is  glucose;  we  administer  100  to 


200  c.  c.  subcutaneously  and  instruct  the  nurse  to 
hold  the  baby  perfectly  flat,  do  not  allow  it  to 
jack-knife,  and  forget  it.  The  question  of  slough- 
ing has  been  raised,  but  Allen  Brown  of  Toronto 
says  he  has  never  had  any  infection.  I would  like 
to  warn  against  the  administration  of  glucose 
intraperitoneally ; frequently  there  is  marked 
abdominal  distension  and  terrific  gas.  In  either 
alkalosis  or  acidosis  the  big  thing  is  fluid,  subcu- 
taneously or  intraperitoneally;  intravenous  injec- 
tion I believe  to  be  unsatisfactory.  The  point 
brought  out  about  trying  to  rely  on  a diagnosis 
by  acetone  in  the  urine.  An  acid  urine  is  cer- 
tainly in  keeping  with  both  conditions. 

Dr.  L.  W.  Long  (Jackson)  : I want  to  give  a 
little  outline  of  a case  of  alaklosis  to  exemplify 
the  need  of  precaution  in  the  use  of  Hartmann’s 
solution.  I saw  this  child  the  day  previous  to 
hospitalization.  They  had  refused  to  take  it  tc 
the  hospital,  in  fact  I do  not  know  why  they  had 
called  me  at  all,  because  they  did  not  carry  out 
instructions.  They  continued  to  give  the  child 
large  quantities  of  bicarbonate  of  soda.  I did  not 
find  out  about  it  until  we  got  the  child  into  the 
hospital.  There  was  a definite  alkalosis,  Chvostek 
was  not  positive,  Trousseau  did  come  out  later  on. 
Massive  doses  of  calcium  did  not  relieve  the 
tetany.  Catheterized  urine  was  practically  pure 
pus,  with  red  cells,  positive  albumen  3 + , a large 
number  of  granular  and  cellular  casts;  a typical 
pyelonephritis.  The  child  never  voided  after  get- 
ting the  solution,  and  within  ten  hours  it  died.  It 
certainly  developed  an  anuria.  I think  that  had 
something  to  do  with  it.  As  Dr.  Arrington 
brought  out  the  administration  of  the  solution 
may  have  had  something  to  do  with  it. 

Dr.  G.  L.  Arrington,  Meridian  (closing)  : Eli 
Lilly  & Company  are  putting  this  solution  out, 
and  it  is  practically  fool  proof.  You  can  fix  it  up 
if  you  have  distilled  water  and  give  it  any  place. 
Dr.  Long  just  mentioned  a case  which  I wish  to 
comment  on;  if  you  have  a pyelonephritis  you  have 
to  stick  to  glucose.  If  anything  will  make  the 
patient  void,  that  will.  Of  course  some  patients 
are  so  sick  that  there  must  be  some  destruction 
of  cells,  and  they  will  die  no  matter  how  you  give 
it  to  them;  you  cannot  keep  the  acid  base  equal. 
You  can  administer  fluid  in  any  way  to  which  you 
are  best  fitted.  Where  you  have  diarrhea  and  the 
abdomen  balloons  up,  it  is  better  not  to  give  it 
intraperitoneally,  because  the  results  may  be 
serious.  We  do  find  a lot  of  children  who  have 
taken  soda  for  years  and  have  a craving  for  it; 
they  eat  soda  crackers  constantly;  they  find  they 
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relieve  them.  That  is  the  type  of  child  you  find 
with  shallow  respiration,  alkalosis.  We  recognize 
it  much  more  readily  now  than  we  used  to. 

Dr.  Ralph  Bowen  (Memphis) : Dr.  Arrington  is 
certainly  to  be  congratulated  for  having  empha- 
sized two  important  points  which  are  so^  often 
misinterpreted  as  an  indication  for  acidosis,  when 
in  reality  the  clinical  condition  may  be  one  of 
alkalosis.  I have  reference  to  ketone  bodies  and 
acidity  or  alkalinity  of  the  urine.  In  many  in- 
stances ketonuria  is  interpreted  by  some  physi- 
cians as  a diagnosis  for  acidosis,  when  in  reality 
it  only  gives  evidence  of  faulty  carbohydrate 
metabolism  which  can  be  at  fault  in  either  syn- 
drome. Frequently,  one  will  observe  hospital 
records  with  orders  directing  an  administration 
of  alkali  by  mouth  until  the  urine  becomes  alka- 
line; for  it  has  been  empirically  handed  down  that 
acid  urine  means  acidosis.  However,  in  nephritis 
we  frequently  have  a marked  retention  of  the  car- 
bonate radicles  with  a strongly  acid  urine  and  the 
administration  of  alkalies  to  such  cases  would  be 
fatal. 

In  either  syndrome  the  salient  treatment  is  the 
administration  of  fluids  particularly  6 per  cent  to 
10  per  cent  glucose.  In  my  experience  I have 
found  the  best  routes  to  be  by  vein  or  subcu- 
taneously, and  not  intraperitoneally,  since  it  fre- 
quently causes  tympanities  and  discomfort  and 
sterile  peritonitis.  If  given  subcutaneously  as 
has  been  freely  advocated  by  Dr.  Allen  Brown  of 
Toronto,  the  site  is  usually  in  the  axiliary  area,  re- 
membering always  that  if  the  body  is  improperly 
handled  by  the  nurse  after  administration  of  the 
fluids,  all  of  our  work  can  be  undone.  To  meet 
this  situation  we  always  wait  a few  minutes  until 
the  colloidin  and  cotton  have  become  fixed  and 
then  carry  the  child  in  a vertical  plane  to  prevent 
leakage  by  grasping  both  legs  with  one  hand  and 
sliping  the  other  hand  beneath  upper  back  and 
head. 

As  has  been  brought  out  by  Dr.  Arrington,  the 
new  Hartmann  solution  is  now  or  will  be  ready  for 
distribution  by  some  of  our  leading  pharmaceutical 
houses.  I am  under  the  impression  Parke,  Davis 
and  Company  is  planning  its  manufacture. 

I certainly  have  enjoyed  the  essayist’s  paper 
and  wish  to  congratulate  him  for  his  excellent 
review. 


PROGNOSTIC  FACTORS  IN  ABDO- 
MINAL GUNSHOT  WOUNDS.* 

FRANK  L.  LORIA,  M.  D.,f 
New  Orleans. 

Statistics  compiled  in  the  past,  both  from 
civil  and  military  sources,  have  shown  that 
gunshot  wounds  of  the  abdomen  are  perhaps 
the  most  serious  abdominal  emergency  for 
which  the  surgeon  is  called  upon  to  exercise 
his  judgment  and  dexterity.  At  best  the 
mortality  is  very  high  varying  at  various 
times  with  many  factors  which  undoubtedly 
influence  the  course  of  each  case.  The  prog- 
nosis and  fatality  in  this  type  of  injury  has, 
however,  gradually  though  very  slowly 
improved  from  the  middle  of  last  century 
to  the  present  day.  Accordingly,  Lagarde 
states  the  mortality  as  92.5  per  cent  in  the 
Crimean  War ; 90  per  cent  in  our  own  Civil 
War;  69  per  cent  in  the  Franco-German 
War;  67.1  per  cent  in  115  cases  reported 
from  the  Spanish-American  War  and  Philip- 
pine Insurrection ; and  approximately  56 
per  cent  for  the  Russians  wounded  in  Man- 
churia. In  1916  Wallace  reported  a mor- 
tality of  53.9  per  cent  among  1200  cases 
from  the  British  Expeditionary  Forces,  the 
mortality  mounting  to  60.2  per  cent  when 
the  non-operated  cases  were  included. 

In  civil  practice  there  has  also  been  an 
improvement  from  a mortality  of  74  per 
cent  reported  by  Fenner  in  1902  to  definitely 
lower  mortality  rates  obtained  in  different 
sections  of  the  country.  The  best  figures 
reported  to  the  present  day  have  come  from 
A.  C.  McGuire,  who  reports  30  per  cent 
among  150  cases.  In  the  New  Orleans 
Charity  Hospital  during  1925  and  1926  the 
mortality  was  60.7  per  cent.  This  included 
a study  of  112  cases.  These  last  figures 
were  obtained  by  the  committee  on  abdomi- 
nal gunshot  wounds,  of  which  Dr.  Rudolph 
Matas  was  chairman,  and  the  writer  secre- 
tary. The  study  was  undertaken  at  the 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 

f From  the  Charity  Hospital  of  -New  Orleans  and 
the  Department  of  Surgery  of  Tulane  University 
School  of  Medicine. 
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instigation  of  Dr.  Matas.  The  opinions  and 
conclusions  presented  in  this  paper  are 
derived  mainly  from  the  study  of  this  phase 
of  the  statistics  compiled  from  this  group 
of  cases. 

Lagarde  has  rightfully  said  that  “no  class 
of  wounds  has  given  such  divergent  results 
between  the  practice  of  civil  and  military 
hospitals  as  those  of  gunshot  wounds  of  the 
abdomen.”  Before  the  outbreak  of  the  World 
War  surgeons  had  obtained  results  which 
were  encouraging  as  to  the  outcome  of 
these  cases  in  the  military  hospitals.  How- 
ever, it  was  not  long  before  they  realized 
they  were  sadly  mistaken.  To  begin  with 
they  worked  under  tremendous  difficulties. 
According  to  Clutterbuck,  these  cases,  dur- 
ing the  earlier  part  of  the  war,  were  brought 
to  hospitals  in  the  rear  for  attention.  The 
greatest  number  usually  arrived  in  such  bad 
condition  that  nothing  could  be  accom- 
plished from  a surgical  standpoint.  They 
came  in  one,  two  or  three  days  after  the 
reception  of  their  injuries  only  to  die  of 
septicemia,  peritonitis,  or  large  localized 
abscess  resulting  from  large  drainage  holes 
in  the  gastro-intestinal  tract.  Later  these 
patients  were  treated  and  operated  upon  at 
the  clearing  stations  with  a subsequent 
mortality  of  approximately  50  per  cent. 

INFLUENCE  OF  FIREARMS  ON  THE  PROGNOSIS. 

The  factors  which  influence  the  prognosis 
in  abdominal  gunshot  wounds  may  be 
grouped  under  two  large  headings.  First, 
there  are  those  factors  which  are  concerned 
with  the  type  of  firearms,  the  missile  or  mis- 
siles, and  the  distance  of  the  victim  from 
the  muzzle  of  the  gun  at  the  time  of  the 
shooting.  Second,  there  are  those  more 
important  factors  which  necessarily  con- 
cern the  patient  himself. 

There  is  no  doubt,  as  stated  by  Lagarde 
and  Clutterbuck,  that  the  conditions  prevail- 
ing in  time  of  war  are  so  different  fvom 
those  found  in  civil  practice  that  the  hand- 
ling of  these  cases  is  poor  at  best.  However, 
on  the  other  hand,  the  soldier  has  several 
factors  in  his  favor.  To  begin  with  he  is 
usually  a robust  and  strong  individual  quite 


capable  of  standing  considerable  physical 
punishment.  The  fact  that  his  intestinal 
tract  is  very  frequently  empty  or  nearly  so 
is  decidedly  in  his  favor.  Individuals  hav- 
ing much  material  in  the  gastro-intestinal 
tract  are  more  seriously  injured,  when  shot 
in  the  abdomen,  than  those  who  have  an 
empty  or  nearly  empty  tract.  The  intestinal 
injuries  resulting  from  bullets  or  fragments 
of  shrapnel  while  the  gastro-intestinal  tract 
contains  solids  or  liquids  are  quite  serious, 
not  only  because  of  the  spillage,  but  because 
under  such  circumstances  the  intestines  offer 
a certain  amount  of  resistance  causing  ex- 
tensive tears  and  lacerations  which  fre- 
quently result  in  death  from  the  involve- 
ment of  a large  blood  vessel,  or  may  necessi- 
tate extensive  resections.  In  civil  practice, 
while  many  of  the  patients  are  strong  and 
robust  (81  of  the  112  in  this  series  being 
between  the  ages  of  21  and  40  years)  they 
are  not  in  as  good  physical  condition  as  the 
soldier.  In  addition  they  have  usually  just 
finished  a meal,  or  the  intestinal  tract  is 
hard  at  work  finishing  up  the  last  meal. 

Bullets  entering  the  abdomen  from  a dist- 
ance are,  as  a rule,  not  likely  to  cause  as 
much  damage  as  those  fired  at  close  range. 
Depending  upon  the  type  of  firearm  and  the 
caliber  of  the  bullet,  the  closer  the  victim 
the  greater  the  likelihood  for  explosive 
effects  of  the  bullet.  An  individual  shot 
at  a distance  usually  receives  an  injury  with 
no  explosive  results. 

While  abdominal  gunshot  wounds  include 
all  cases  injured  with  the  various  types  of 
firearms,  still  these  various  types  produce 
different  results.  The  greatest  number  of 
cases  in  civil  life  result  from  pistol  bullet 
injuries.  However,  a few  are  actually  shot- 
gun injuries  usually  of  the  bird  shot  variety. 
The  lead  bullet,  which  travels  at  a low 
velocity  of  speed,  produces  severe  lacerated 
injuries  of  the  structures  with  which  it 
comes  in  contact.  This  type  of  missile  is 
first  distorted  by  the  heat  of  the  gun  and 
the  atmospheric  friction,  and  then  its  course 
and  shape  are  influenced  by  the  tissues 
which  it  strikes.  In  addition,  it  frequently 
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breaks  into  many  fragments,  all  of  which 
produce  damage.  On  the  other  hand,  the 
modern  high-powered  pistol  with  its  steel 
jacketed  bullet  is  not  very  greatly  distorted 
unless  it  strikes  bone  or  some  hard  object 
on  the  victim’s  clothes.  Lacerations  are  not 
often  as  extensive,  and  the  bullet  takes  an 
almost  straight  course.  In  injuries  pro- 
duced by  the  lead  bullet  it  was  most 
difficult  to  state,  with  any  degree  of  accu- 
racy, the  organs  or  structures  injured, 
whereas  injuries  produced  by  the  modern 
firearm  and  jacketed  bullet  permit  the  sur- 
geons to  predict  more  accurately  the 
structures  likely  to  be  damaged.  In  each 
instance  these  weapons  produce  large  per- 
forations in  the  viscera  and  the  mucus 
membrane  of  the  intestines  is  usually  found 
everted.  Sometimes  the  damage  is  so  severe 
in  one  or  more  segments  of  the  intestinal 
tract  that  resection  becomes  necessary. 

Shotguns  are  quite  different  in  the  type 
of  damage  they  inflict.  The  sawed-off  shot- 
gun with  its  buck  shot  is  usually  imme- 
diately fatal.  Those  cases  that  do  not  die 
immediately,  usually  die  within  a short 
time.  On  the  other  hand,  the  severity  in 
bird  shot  cases  depends  on  the  distance 
between  the  gun’s  muzzle  and  the  victim. 
Patients  injured  at  close  range  having 
very  large  lacerated  abdominal  openings 
and  usually  evisceration  most  frequently 
die.  When  the  load  of  shot  is  scattered 
over  the  surface  of  the  abdomen  the  out- 
look is  usually  better.  In  the  latter  type 
frequently  it  is  not  necessary  to  operate 
unless  signs  of  hemorrhage  develop.  As  a 
rule  many  bird  shot  are  scattered  over  the 
surface  of  the  intestines,  and  an  attempt  to 
repair  these  would  be  an  endless  task.  In 
this  type  of  case  the  intestinal  mucosa 
usually  is  not  everted.  Consequently,  there 
is  little  or  no  contamination  of  the  peri- 
toneal cavity  with  intestinal  contents.  It  is 
probably  better  to  treat  this  type  of  case 
expectantly.  In  the  present  series  of  112 
cases,  four  were  of  the  shotgun  variety.  In 
each  instance  the  victim  was  struck  with  a 
load  of  bird  shot.  Three  of  the  four  died. 
Those  shot  at  close  range,  one  a boy  of 


14  years  and  the  other  a woman  of  27  years, 
died  of  hemorrhage  and  shock  very  shortly 
after  being  shot.  The  other  case  died  of 
general  peritonitis. 

FACTORS  WHICH  CONCERN  THE  VICTIM. 

In  a recently  published  paper  the  writer 
casually  and  briefly  mentioned  a number  of 
factors  which  were  thought  to  have  a 
great  bearing  on  the  patient’s  prognosis. 
Generally  speaking,  the  most  important 
prognostic  factors  which  concern  the  patient 
himself  may  be  discussed  under  the  follow- 
ing headings: 

1.  General  Health  Condition  of  the 
Patient. 

As  previously  mentioned,  the  soldier  is 
usually  in  better  physical  condition  than 
the  civilian,  and  this  fact  alone  has  probably 
been  responsible  for  the  recovery  of  many 
soldiers.  Nevertheless,  as  in  this  series,  the 
greatest  number  of  civilians  who  are  shot 
usually  range  between  the  ages  of  21  and  40. 
Needless  to  say,  if  the  victim  is  poorly 
developed  and  poorly  nourished  as  the 
result  of  some  other  constitutional  or  local 
disease,  the  outlook  for  recovery  is  pro- 
portionately worse. 

Grouped  in  decades  this  series  of  cases 
showed  the  following  mortality  rates : 


Years 

0-10 

Lived 

0 

Died 

0 

Mortality 

11-20 

3 

10 

43.50 

21-30 

17 

33 

66.00 

31-40 

9 

22 

70.96 

41-50 

6 

6 

50.00 

51-60 

1 

4 

80.00 

61-70 

0 

1 

100.00 

2.  Care  Given  the  Patient  While  Enroute 
to  the  Hospital. 

During  the  war  it  sometimes  required 
several  days  to  transfer  this  type  of  case  to 
the  rear  for  more  adequate  attention.  Very 
frequently  the  care  possible  while  being 
transferred  was  lacking  many  necessities. 
As  a result  a great  many  patients  died 
which  might  have  been  saved.  When  emer- 
gency operative  care  became  possible  in  the 
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clearing  stations  nearer  the  front  the 
mortality  dropped  quite  noticeably. 

In  civil  life  we  possess  rapidly  moving 
ambulances  which  convey  patients  to  the 
hospital  within  an  extremely  short  space  of 
time  after  infliction  of  the  injury.  In  many 
cases  the  patient  is  on  the  operating  table 
within  fifteen  minutes  after  he  is  shot. 
In  our  modern  closed-in  ambulance  the 
patient  is  also  more  advantageously  placed. 
He  is  well  covered  with  blankets  that  help 
maintain  the  body  heat  and  thereby  reduce 
shock.  The  New  Orleans  Charity  Hospital 
has  recently  acquired  three  new  high- 
powered  closed-in  ambulances,  and  this 
may  go  far  in  explaining  the  greatly  re- 
duced mortality  rate  of  47.8  per  cent  among 
46  cases  treated  there  during  the  year  1929. 

All  this  is  of  course  true  of  the  city  case, 
or  the  case  which  is  near  enough  so  that 
the  difference  in  transportation  is  only 
slight.  However,  we  still  have  the  country 
cases  with  which  to  contend.  While  the 
highways  have  been  so  markedly  improved 
as  to  permit  of  rapid  transportation,  still 
many  cases  are  brought  into  the  city 
12  and  24  hours  after  the  injury  has  been 
inflicted.  In  their  transportation,  too,  they 
are  frequently  not  properly  protected.  Very 
often  no  effort  is  made  to  keep  the  patient 
warm  and  very  little  has  been  done  to 
diminish  the  shock.  The  country  cases 
when  compared  to  the  city  cases  in  this 
series  show  the  following: 


Place 

Total  Lived 

Died 

Mortality 

City  cases  

. 83 

33 

50 

60.24 

Country  cases. 

. 29 

11 

18 

62.07 

Although 

the 

mortality 

rate, 

in  this 

series,  is  approximately  the  same,  a rela- 
tively smaller  number  were  operated  upon 
because  they  came  in  a longer  time  after 
being  injuired,  and  therefore,  it  may  be  said 
that  these  cases  might  have  recovered  if 
they  had  been  treated  locally.  In  order  to 
diminish  the  mortality  it  is  therefore  im- 
perative that  these  patients  not  only  be 
cared  for  promptly  upon  their  arrival  at 
the  hospital,  but  that  adequate  provisions 
should  have  been  made  to  improve  their 


condition  while  on  the  way  to  the  hospital. 
Before  being  put  into  the  ambulance  they 
should  have  had  a large  dose  of  morphine 
and  adequate  means  to  maintain  body  heat 
provided.  While  several  blankets  are  of 
inestimable  value,  it  might  be  possible,  in 
the  future,  to  provide  ambulances  with 
electric  pads  and  blankets  in  order  that  the 
patient  might  have  one  of  the  most  im- 
portant necessities  at  this  stage  of  his  care. 

3.  The  Extent  of  Shock,  if  Present. 

Shock  seen  in  these  patients  is  usually 
the  result  of  two  factors — i.  e.,  trauma  and 
hemorrhage.  Whether  the  shock  is  the  re- 
sult of  the  hemorrhage  alone,  or  caused  by 
the  abnormal  stimulation  to  the  posterior 
peritoneum  is  still  a mooted  question.  Some 
men  believe  that  hemorrhage  alone  will  not 
produce  true  shock,  while  others  maintain 
that  it  will. 

There  is  no  doubt  that  trauma  plays  some 
part  in  the  production  of  shock.  However, 
less  so  now  with  the  high-powered  firearms 
than  formerly  when  lead  bullets  produced 
marked  lacerations  of  the  tissues.  The 
rapidly  perforating  bullets  of  today  have 
at  least  diminished  the  amount  of  and 
perhaps  the  incidence  of  shock  from  this 
source. 

In  the  past  many  cases  of  gunshot 
wounds  were  operated  upon  soon  after  their 
admission.  Very  little  was  done  to  improve 
their  general  condition. 

It  is  now  realized  that  no  patient  should 
be  operated  upon  while  in  the  state  of  shock, 
unless  it  is  quite  certain  there  is  active 
hemorrhage.  It  is  true  that  the  differen- 
tiation is  very  difficult  as  a rule,  but  by  a 
simple  infusion  one  may  often  easily 
distinguish  between  the  actual  shock 
and  the  fall  in  blood  pressure  due  to 
hemorrhage.  Patients  in  traumatic  shock 
respond  only  very  slowly  to  infusion, 
while  in  the  hemorrhage  cases  the  blood 
pressure  rises  more  rapidly  although  it  also 
falls  again  quite  rapidly.  C.  A.  McGuire 
attributes  his  success  in  the  treatment  of 
abdominal  gunshot  wounds  to  the  fact  that 
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he  treats  his  cases  very  cautiously  for  shock 
before  operating.  At  any  rate,  the  pre- 
operative treatment  of  shock  is  a most 
important  factor  in  the  prognosis. 

4.  Provision  Made  to  Treat  Shock  Be- 
fore Operating. 

In  many  respects  this  overlaps  the  facts 
alluded  to  above.  No  attempt  will  be  made 
here  to  outline  the  treatment  of  shock — par- 
ticularly at  this  time.  Suffice  it  to  say,  that 
all  hospitals  treating  emergency  cases 
should  be  adequately  equipped  with  the 
materials  necessary  including  a list  of  suit- 
able and  quickly  available  donors  for 
tranfusion.  A certain  section  set  aside 
for  the  observation  and  treatment  of 
emergency  cases  where  everything  neces- 
sary is  handy  is  probably  the  best  way  to 
help  solve  this  problem. 

5.  Time  of  Operation. 

It  is  imperative  after  the  diagnosis  of 
internal  injuries  has  been  sufficiently  estab- 
lished, and  the  patient  has  recovered  from 
his  shock,  to  operate  immediately.  Just  as 
soon  as  the  blood  pressure  reaches  a reason- 
able figure  one  should  be  ready  to  start. 
The  operating  room  should  have  been  pre- 
viously prepared  and  everything  put  in 
readiness  at  a moment’s  notice.  Before 
undertaking  any  operative  procedure,  how- 
ever, the  surgeon  should  have  arrived  at 
some  definite  diagnosis.  It  is  of  sufficient 
value  to  know,  before  opening  the  abdomen, 
what  damage  might  be  repaired,  and  the 
necessary  sutures  and  other  materials  made 
ready.  Sometimes  there  is  very  little  shock. 
The  patient’s  condition  appears  quite  satis- 
factory and  delay  might  be  justified  in  the 
belief  that  the  patient  suffered  no  internal 
injury.  However,  it  is  probably  safer  to 
examine  such  patients  further.  Fluoroscopic 
examinations  and  roentgen  - ray  pictures 
made  in  the  upright  position  may  often 
show  the  presence  of  air  between  the 
diaphragm  and  liver  which  unquestionably 
points  to  the  development  of  a spontaneous 
pneumoperitoneum  resulting  from  stomach 
or  intestinal  perforations.  In  1916  Robert 


Lenk,  an  Austrian  military  surgeon,  used 
these  means  of  making  diagnoses  in  cases 
of  abdominal  gunshot  wounds  along  the 
Isonzo  section  of  the  Eastern  Front.  None 
of  the  group  of  cases  herewith  presented 
were  studied  from  this  viewpoint.  Such  a 
procedure,  however,  could  probably  be 
advantageously  used  as  an  adjunct  for  the 
diagnosis  of  gastro-intestinal  injury. 

6.  Duration  of  Operation  and  Extent  of 
Operative  Shock. 

This,  of  course,  depends  upon  the  surgeon 
and  the  care  he  had  taken  in  trying  to 
determine  which  structures  were  injured 
before  operation.  Knowing  these,  at  least 
as  nearly  right  as  possible,  he  can  work 
with  more  certainty  and  much  more 
rapidly.  As  the  modern  bullet  usually 
traverses  the  body  in  a more  or  less  straight 
line  the  surgeon  is  not  confronted  with  the 
difficulties  which  usually  faced  our  prede- 
cessors, who  had  to  attempt  their  diagnosis, 
following  a lead  bullet  wound  which  after 
entering  the  abdomen  might  have  travelled 
a very  tortuous  and  almost  inconceivable 
path.  The  operative  procedure  must  be 
done  as  rapidly  as  possible.  This  is  very 
important  if  operative  shock  is  to  be 
avoided.  A certain  set  way  of  doing  things 
should  be  planned  and  executed  accordingly. 
Incisions  should  be  adequate  and  eviscera- 
tion never  practiced. 

7.  Structures  or  Viscera  Injured,  and 
Extent  of  the  Injury. 

This  subject  was  independently  discussed 
in  a previous  statistical  report.  At  that 
time  the  various  abdominal  and  pelvic 
viscera  and  other  structures  found  injured 
in  these  cases  were  systematically  grouped 
and  presented.  Consequently,  at  this  time, 
I shall  only  present  those  conclusions.  They 
were  as  follows: 

(1)  Injuries  to  important  blood  vessels 
were  uniformly  fatal. 

(2)  Injuries  to  solid  organs  also  showed 
a very  high  mortality  rate. 
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(3)  Injuries  to  the  hollow  viscera  were 
least  fatal. 

8.  Amount  of  Blood  Lost  by  the  Patient. 

In  this  series,  37  cases,  or  54.4  per  cent  of 
the  68  who  died,  succumbed  as  the  result  of 
hemorrhage  and  shock.  Of  the  other  31 
cases,  26  or  38.2  died  of  general  peritonitis. 
The  other  cases  died  of  various  complica- 
tions. Hemorrhage,  therefore,  killed  most  of 
the  cases  in  this  series.  This  is  the  same 
opinion  entertained  by  Mason  who  pleads 
for  more  transfusions,  and  in  his  attempt 
to  help  solve  the  question  suggests  the 
cautious  use  of  autotransfusion.  Other 
authors  have  also  stressed  the  great  im- 
portance of  transfusions  in  this  type  of 
case,  and  in  many  instances  the  adminis- 
tration of  fresh  blood  has  been  the  means 
by  which  a life  was  saved. 

9.  Postoperative  Treatment. 

In  the  uncomplicated  cases  the  post- 
operative treatment  does  not  differ  from 
that  following  other  abdominal  operations. 
However,  when  the  patient  begins  to  show 
signs  of  developing  complications  the 
treatment  should  be  strenuous  and  unre- 
lenting. Cases  appearing  to  be  critically 
ill  have  often  been  saved  through  the  use 
of  various  methods.  Among  the  most  useful 
are  transfusions,  fluids  by  vein,  hypodermo- 
clysis  or  protoclysis,  heart  stimulants,  and 
the  relief  of  ileus  which  frequently  develops. 

10.  Patient’s  Resistance  to  Infection. 

After  the  patient  passes  through  the 
various  crises  he  is  often  confronted  with  a 
localized  infection  or  abscess  which  may 
mean  a fatal  termination.  One  of  the  cases 
herein  studied  died  of  subphrenic  abscess 
and  septicemia  eleven  days  after  having 
been  shot.  Cases  dying  of  general  peri- 
tonitis do  so  because  of  their  inability  to 
overcome  the  infection  and  toxemia  with 
which  their  bodies  are  overwhelmed.  On 
the  other  hand,  a large  number  of  cases 
which  have  recovered  had  been  able  to  do 
so  after  overcoming  a severe  peritoneal 
infection. 


The  writer  fully  realizes  and  agrees  that 
a number  of  other  factors,  such  as  the  ex- 
istence of  collateral  injuries  in  other  regions 
of  the  body  and  the  care  with  which  a pre- 
operative diagnosis  is  made,  sometimes 
markedly  influences  the  prognosis.  How- 
ever, because  of  time,  I feel  that  a discussion 
of  these  factors  might  well  be  excluded  at 
present. 

CONCLUSIONS. 

The  factors  which  influence  the  prognosis 
in  abdominal  gunshot  wounds  may  be  ade- 
quately group  under  two  heads : 

1.  The  factors  which  concern  the  various 
types  of  firearms  and  their  bullets.  Pistol 
shot  wounds  have  a different  effect  upon 
the  victim  than  shotgun  wounds.  The  pistol 
wounds  also  vary  with  the  distance  from 
the  muzzle  and  the  type  of  bullet.  Shotgun 
wounds  usually  vary  with  the  distance  of 
the  muzzle  from  the  victim.  Buck  shot  in- 
juries are  all  almost  immediately  fatal. 

2.  These  factors  which  naturally  con- 
cern the  patient  himself,  accordingly  de- 
pend on : 

A.  The  general  health  condition  of  the 
patient  at  the  time  he  is  shot. 

B.  The  care  given  him  while  enroute  to 
the  hospital. 

C.  The  extent  of  shock  if  present, 
whether  from  trauma  or  hemorrhage. 

D.  Provisions  made  to  treat  shock  be- 
fore operating. 

E.  Time  of  the  operation  following  re- 
ception of  the  injury. 

F.  Duration  of  the  operation,  and  the 
extent  of  operative  shock. 

G.  Structures  or  viscera  injured  and  the 
extent  of  injury. 

H.  Amount  of  blood  lost  by  the  patient. 

I.  Postoperative  treatment. 

J.  The  patient’s  resistance  to  infection. 
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DISCUSSION. 

Dr.  Maurice  J.  Gelpi  (New  Orleans)  : I had 

the  privilege  of  reading  Dr.  Loria’s  entire  paper 
and  I enjoyed  it  so  much  that  I am  sorry  that  the 
time  did  not  permit  him  to  read  his  entire  paper 
to  you  because  I am  sure  you  would  have  had 
the  same  experience  I had  and  enjoyed  it  just 
as  much. 

Dr.  Loria  has  very  nicely  shown  us  the  classi- 
cal prognostic  points  in  connection  with  gunshot 
wounds  of  the  abdomen.  It  would  take  too  much 
time  to  comment  on  all  these  points,  but  certain 
phases  of  the  subject  appeal  to  me  particularly 
for  discussion. 

First  of  all,  the  question  of  shock.  It  strikes 
me  that  in  these  abdominal  gunshot  wounds  the 
rapid  pulse  and  great  depression  that  is  found  in 
these  cases  is  usually  due  more  to  hemorrhage 
than  to  shock,  unless  there  has  been  in  addition 
to  the  shooting  a blow,  or  a fall,  or  something 
of  the  sort.  Of  course,  it  is  sometimes  very  dif- 
ficult to  differentiate  here  as  everywhere  else 
between  shock  and  hemorrhage.  The  point  I make 


is  worth  considering  as  you  have  to  come  to  a 
determination  because  you  have  to  work  rapidly 
so  as  not  to  permit  any  hemorrhage  to  go  on  too 
far  and  thereby  lose  your  chance  to  relieve  your 
patient.  It  seems  to  me  that,  keeping  in  mind 
the  fact  that  in  the  absence  of  a great  blow  or 
fall,  the  likelihood  is  in  favor  of  hemorrhage  and 
should  be  of  decided  influence  in  or  handling  of 
the  case. 

Dr.  Loria  dwells  considerably  in  his  paper  on 
the  preoperative  care  of  the  patient.  Of  course, 
that  is  very  important.  Rapid  transportation, 
keeping  up  the  body  heat,  and  the  use  of  mor- 
phine, I think,  should  be  stressed  because  of  the 
immobilization  of  the  intestines  and  the  slowing 
down  of  all  the  body  activities.  Large  doses  of 
morphin,  I think  are  of  decided  value. 

The  question  of  time  of  operation  is,  of  course, 
of  considerable  interest.  Everything  else  being 
equal,  the  logical  thing  to  do,  it  would  seem, 
would  be  to  operate  on  these  patients  as  soon  as 
possible,  and  with  as  little  reasonable  delay  as 
possible.  In  other  words,  the  ideal  would  be 
to  take  these  patients  immediately  after  the 
shooting,  if  it  were  possible  to  do  so. 

The  question  as  to  the  condition  of  the  hollow 
viscera  is  important.  It  makes  a lot  of  difference 
when  you  operate  on  these  cases  as  to  whether  or 
not  the  stomach  and  intestines  are  full.  Many 
times  I remember  being  shocked  by  the  quantity 
of  material  that  would  come  out  of  a stomach — 
just  like  a geyser — great  quantities  of  stinking 
beer,  mixed  perhaps  with  hamburgers,  spilling  all 
over  the  abdominal  cavity.  Naturally  the  prognosis 
is  likely  to  be  much  graver  in  such  a case. 

In  regard  to  the  operation  itself,  there  is  no 
question  that  rapidity  of  procedure  is  of  decided 
value  and  yet  rapidity  should  not  be  sought  for 
at  the  sacrifice  of  thoroughness  of  exploration,  par- 
ticularly in  regard  to  the  intestinal  tract.  It 
should  be  remembered  that  even  on  abrasion, 
where  the  bullet  has  only  glanced  the  intestinal 
wall,  case  result  in  peritonitis.  While  the  opera- 
tive procedure  should  be  as  rapid  as  possible,  the 
exploration  should  be  very  thorough. 

Another  point  that  Dr.  Loria  stresses  in  his 
paper  is  the  question  of  loss  of  blood.  Undoubt- 
edly that  is  a serious  prognostic  point.  There 
are  cases  where  the  loss  of  blood  has  been  so 
great,  where  even  with  transfusion,  keeping  up 
body  heat  and  everything,  though  we  try  to  make 
up  for  this  loss,  the  original  loss  has  been  so 
great  that  these  patients  often  ultimately  suc- 
cumb just  the  same.  The  quantity  of  blood  lost 
is  of  decided  importance. 
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As  I think  over  Dr.  Loria’s  paper,  the  thing 
that  strikes  me  as  being  very  interesting — in  fact, 
it  seems  to  me  the  crux  of  the  situation  so  far 
as  the  handling  of  these  cases  is  concerned — is 
this.  From  the  study  of  these  112  cases  he  re- 
ports that  54.4  per  cent  died  of  hemorrhage  and 
shock.  He  also  reports  that  38.2  per  cent  died 
of  peritonitis  and  shock.  That  gives  us  a total 
of  over  92  per  cent  that  are  definitely  accounted 
for  as  far  as  the  immediate  cause  of  death  is 
concerned.  What  is  the  practical  lesson  to  be 
derived  from  this?  As  I see  it,  it  means  that  our 
object  should  be  to  stop  this  hemorrhage  as  soon 
as  it  is  possible  to  do  so  and  stop  the  diffusion 
of  the  septic  contents  into  the  abdomen  as  soon 
as  possible.  In  other  words,  these  figures  strength- 
en our  conviction  held  from  the  beginning,  that 
rapidity  of  action  is  the  proper  thing,  provided 
the  patient  can  possibly  stand  immediate  or  early 
operation. 

Going  back  to  the  point  I made  before,  the  idea 
seems  to  be  to  operate  as  soon  as  possible. 

Dr.  J.  A.  Danna  (New  Orleans) : I would  like 

to  stand  up  here  and  give  Dr.  Loria  a word  of 
praise  for  just  such  papers  as  this.  He  has  writ- 
ten several  of  them,  and  in  each  one  of  them,  there 
usually  stands  out  a broad  and  big  object  lesson. 

There  are  just  two  points  I would  like  to  make 
in  connection  with  this  work.  That  is,  what  you 
can  do  to  influence  the  results  and,  therefore, 
the  prognosis.  Thorough  anesthesia  so  that  you 
can  work  freely  in  the  abdomen  is  a prime  essen- 
tial. If  you  can  use  spinal  anesthesia,  you  can 
get  a good  relaxation.  Of  course,  spinal  anes- 
thesia is  not  the  ideal  to  use  because  of  loss  of 
blood  usually  attending  these  cases.  These  pa- 
tients when  they  come  into  a hospital  are  terribly 
excited  and  usually  very  difficult  to  get  thorough- 
ly anesthetized  with  ether  so  that  they  should  be 
given  plenty  of  morphine.  Some  of  the  newer 
anesthetic  or  hypnotic  remedies  would  be  very 
useful  in  these  cases. 

The  other  point  that  I would  like  to  make  is 
that  in  handling  these  cases,  one  should  not  rush 
in  and  explore  every  bit  of  the  intestinal  tract 
just  at  the  first  opening  of  the  abdomen.  If  you 
open  the  abdomen  and  there  are  one  or  two  per- 
forations staring  you  in  the  face,  close  those  per- 
forations and  go  cautiously  and  get  one  and  the 
next  one  and  the  next  one,  and  when  you  have 
gotten  all  that  are  easily  in  reach,  explore  the 
entire  cavity.  When  you  do  so,  there  are  very 
few  openings  in  the  intestines  to  leak  and  if  you 
do  that,  you  will  contaminate  the  cavity  less 
than  otherwise. 

It  is  astounding  sometimes  how  much  infection 
or  contamination  the  peritoneal  cavity  will  stand 


if  you  can  wipe  the  surface  clean  or  get  it  emptied 
with  the  suction  apparatus.  If  you  will  do  that 
cautiously,  do  it  with  as  little  trauma  as  possible 
to  the  peritoneal  cavity,  and  if  you  don’t  other- 
wise traumatize  your  patient  very  much,  you 
make  him  much  more  capable  of  taking  care  of 
shock  and  infection. 

Dr.  D.  I.  Hirsch  (Monroe)  : I think  the  pro- 

fession is  indeed  obligated  to  Dr.  Loria  for  his 
explicit  classification  of  prognostic  factors  of 
gunshot  wounds.  Of  course,  with  a subject  like 
this,  and  those  of  you  who  have  had  experience 
know  that  you  never  can  tell  where  a bullet  will 
go  and  which  direction  it  will  go.  The  treatment 
of  these  cases,  it  is  true,  has  something  to  do  with 
the  prognostic  outcome  of  the  case  but  the  fea- 
ture that  strikes  me  and  the  thing  about  his  paper 
that  impressed  me  is  the  value  it  would  be  in 
the  future,  should  we  ever  have  an  unfortunate 
experience  as  some  of  us  have  had  during  the 
late  war. 

I have  had  considerable  experience  with  gun- 
shot wounds  of  the  abdomen  and  it  is  true  that 
there  is  more  intuition  than  judgment  to  be  used 
in  dividing  the  cases  of  perforation  and  hemor- 
rhage, and  the  cases  of  hemorrhage  require,  of 
course,  immediate  attention.  Cases  of  shock  re- 
quire the  same  thing  but  from  the  general  opinion 
expressed,  with  but  few  exceptions,  there  are 
none  so  bad,  that  they  won’t  get  well  and  none 
so  slight  that  they  can’t  die. 

Dr.  Loria  (closing)  : I want  to  express  my 

sincere  thanks  to  Drs.  Gelpi,  Danna,  and  Hirsch 
for  their  kind  discussions,  and  in  closing,  I 
wish  to  stress  the  diagnostic  point  which  I con- 
sider very  important  from  the  prognostic  view- 
point. This  point  was  brought  out  by  Robert 
Lenk  who  worked  along  the  Isonzo  Section  of  the 
Eastern  front  during  the  World  War.  It  is  con- 
cerned with  the  possible  existence  of  perforations 
or  penetrations  of  the  gastro-intestinal  tract.  The 
problem  often  confronts  the  surgeon  as  to  wheth- 
er or  not  his  patient  has  any  injuries,  especially 
of  the  gastro-intestinal  tract.  In  order  to  clear 
this  up  Lenk  undertook  fluoroscopy  of  these  pa- 
tients. We  know  that  injuries  to  the  gastro-intes- 
tinal tract,  as  has  often  been  observed  in  cases 
of  perforated  gastric  ulcer,  have  been  diagnosed, 
when  other  signs  have  been  missing,  by  the  roent- 
gen-ray  finding  of  air,  between  the  diaphragm  and 
the  liver.  So  it  is  with  abdominal  gunshot  wounds. 
When  we  feel  there  might  be  no  injury  at  all  it 
might  be  wise  to  sit  the  patient  up  and  either 
fluroscope  him  or  take  roentgenograms,  because 
in  many  instances  we  might  discover  air  between 
the  diaphragm  and  the  liver,  which  would  point 
to  unquestionable  penetration  or  perforation  of 
the  gastro-intestinal  tract. 
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STERILITY.* 

JOSEPH  COHEN,  M.  D., 

New  Orleans. 

The  problem  of  sterility  is  age  old. 
The  desire  for  parenthood  finds  its  place 
amongst  our  earliest  writings,  dating  back 
many  centuries  before  the  Christian  era; 
back  to  the  time  when  Abraham  was  a 
hundred  and  Sarah  eighty;  yet  the  Lord 
said  to  them,  “At  the  time  appointed  I will 
return  unto  thee  at  this  time  next  year,  and 
Sarah  shall  have  a son.” 

Would  that  we  doctors  could  tell  all 
Sarahs  and  Abrahams  who  apply  to  us  for 
cure  of  their  barrenness — “go  ye  home,  and 
next  year  in  this  time  shall  ye  beget.”  Alas 
that  our  problems  are  not  so  simple  of 
solution. 

However,  we  can  study  thoroughly  each 
individual  childless  couple  as  they  present 
themselves,  employing  all  the  means  at  our 
command  in  an  attempt  to  bring  about  that 
consummation  so  ardently  desired. 

What  is  sterility?  When  is  a marriage 
sterile?  The  first  child  is  born  within  an 
average  of  sixteen  months  after  mar- 
riage,(1)  and  only  77  per  cent  of  fertile 
couples  have  the  first  child  after  three 
years. (2)  This,  of  course,  implies  two  nor- 
mal individuals  who  refrain  from  using 
contraceptives.  If  no  pregnancy  occurs  by 
the  end  of  that  period,  it  is  safe  to  assume 
that  some  definite  abnormality  exists.  What 
is  the  abnormality  and  where  can  it  be 
found? 

Here  it  is  important  to  note  that  since 
a male  and  a female  are  required  in  the 
production  of  an  offspring,  the  fault  which 
prevents  conception  may  rest  with  either  or 
with  both.  It  is  very  unfair  and  extremely 
unscientific  to  subject  the  female  to  all 
manner  of  investigation  and  even  operative 
procedure,  while  the  male  complacently 
stands  by  satisfied  with  the  belief  that  he 
is  not  at  fault.  In  our  modern  era  the 


*Read  before  the  Orleans  Parish  Medical 
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woman  has,  through  a process  of  change 
and  development,  come  into  her  own.  First, 
social,  then  political  equality  have  served 
to  loosen  the  fetters  which  bound  her  to 
inferiority.  Why  not,  then,  grant  her 
equality  in  the  noblest  field  of  all — that  of 
sexual  relationship  sanctified  by  marriage 
and  the  glory  of  motherhood?  Let  us  ex- 
amine the  male  also. 

Barrenness  stalks  through  our  married 
life  leaving  in  its  wake  wrecked  homes, 
cheerless  lives,  the  unsatisfied  cravings  of 
parenthood.  Ten  to  fifteen  per  cent  of  all 
marriages  are<3>  4>  5 - 6)  sterile,  a situation 
which  should  agitate  us  to  increased  and 
ceaseless  activity  in  search  of  a solution. 
Hitherto,  our  efforts  were  directed  almost 
entirely  to  the  female,  but  of  late  investiga- 
tors have  turned  the  “spot  light”  on  the 
male  and  the  picture  is  disconcerting. 

In  88.2  per  cent  of  a series  of  cases,  the 
husband  was  found  guilty  of  sterility  31.3 
per  cent  of  which  was  due  to  develop- 
mental defects  and  56.9  per  cent  to  mis- 
conduct.(7)  “About  90  per  cent  of  sterile 
women  are  married  to  men  who  have  had 
at  some  time  a Neisserian  infection. ”(3) 
The  male  is  directly  responsible  in  25  per 
cent  of  sterile  marriages  and  indirectly  for 
most  of  the  infections  after  marriage. (4) 
From  20  to  40  per  cent  of  sterile  marriages 
are  due  to  the  male(8)  and  so  the  statistics 
continue.  In  view  of  this  and  the  ease  with 
which  the  male  can  be  exonerated  or  found 
guilty,  we  are  never  justified  in  subjecting 
the  woman  to  any  complicated  or  operative 
procedure  without  first  examining  her  hus- 
band. This  ought  to  be  axiomatic. 

What  causes  sterility?  There  are  three 
primary  conditions  for  the  male: 

(a)  No  spermatozoa,  a deficient  amount, 
or  a decrease  in  their  fertility  rate. 

(h)  Anatomical  or  developmental  de- 
fects somewhere  in  the  generative  tract. 

(c)  Pathologic  conditions  which  destroy 
or  render  infertile  the  spermatazoa  at  the 
origin  or  on  the  way  through  the  ejacula- 
tory route. 
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There  are  likewise  three  conditions  for 
the  female : 

(a)  No  ovulation,  deficient  ovulation,  or 
lessened  fertility  rate  of  the  ova. 

(b)  Anatomical  or  developmental  de- 
fects somewhere  in  the  generative  tract. 

(c)  Pathologic  condition  of  the  vagina, 
uterus,  tubes,  or  ovaries  that  prevent  the 
union  of  the  spermatazoa  and  the  ova,  either 
by  destroying  the  spermatazoa  or  blocking 
their  meeting  with  the  ovum. 

At  least  forty  causes  are  listed  as  produc- 
ing these  conditions  ;(9)  but  in  the  main, 
they  may  be  grouped  under  the  two  head- 
ings of  local  and  constitutional. (10)  20  per 

cent  of  all  sterility  is  due  to  constitutional 
causes  and,  in  the  female,  25  to  30  per  cent. 

Anorchidism,  cryptorchidism,  hypospa- 
dios,  short  penis,  malformation  of  the  ure- 
thra, orchitis,  epididymitis,  vesiculitis,  pros- 
tatitis, posterior  urethritis,  premature 
ejaculation  are  some  of  the  local  causes  in 
the  male  producing  impotentia  coeundi  or 
impotentia  generandi. 

And  sexual  overindulgence,  overwork, 
organic  lesions  of  the  central  nervous  sys- 
tem, nervous  exhaustion,  wasting  diseases, 
mumps,  gonorrhea,  syphilis,  foci  of  infec- 
tion, glandular  disturbances,  unbalanced 
diet,  business  worries,  psycho-sexual  emoti- 
onal disturbances,  continued  self-abuse  by 
the  use  of  various  contraceptive  measures, 
these  and  more  are  some  of  the  constitu- 
tional causes. 

Absence  of  vagina,  uterus,  tubes  or 
ovaries,  imperforate  hymen,  atresia  of 
vagina,  vaginismus,  dyspareunia,  shallow 
fornices,  pin-hole  os,  uterine  displacements, 
hostile  vaginal  or  cervical  discharges,  cer- 
vical tears,  cervicitis,  salpingitis,  utero- 
tubal spasm,  fibrous  cystic  condition  of 
the  ovaries,  oopheritis,  and  perioopheritis 
are  some  of  the  local  causes  in  the  female; 
while  the  constitutional  ones  would  include 
endocrinal  inbalance  with  obesity,  foci  of  in- 
fection with  their  tendency  to  cause  oopher- 
ities,  abortion,  and  prematurity,  imbalanced 


diet,  psycho  - sexual  disturbances  causing 
frigidity,  dyspareunia,  vaginismus,  and 
wasting  disease.  Continued  employment  of 
different  contraceptive  methods,  have  a 
sterilizing  effect. 

Each  couple  is  a law  unto  themselves  and 
must  be  treated  individually,  taking  into 
account  the  individual  variations.  Before 
adivce  can  be  given  or  treatment  suggested, 
one  or  more  of  the  above  named  causes  must 
be  detected  as  being  responsible  for  the  ex- 
isting sterility.  Intelligence  and  tact  are 
essential  in  handling  the  situation.  After 
winning  the  confidence  of  the  wife,  a 
detailed  history,  ferreting  out  with  patience 
and  gynocological  acumen  all  the  informa- 
tion that  can  be  obtained  including  the  fam- 
ily history,  which  is  essential  to  determine 
the  family  fertility  rate,  childhood  diseases, 
infections,  menstrual  history,  and  sexual 
and  coital  relationship.  A complete  physi- 
cal examination  is  made  noting  stature, 
weight,  secondary  sex  characteristics,  voice, 
distribution  of  fat  and  hair,  configuration 
of  breasts  and  nipples,  and  the  psyche. 

The  pelvis  is  then  examined  noting  the 
formation  of  external  genitals,  vaginal 
introitus,  character,  kind  and  amount  of 
vaginal  and  cervical  secretions,  and  the 
condition,  position,  and  mobility  of  the  cer- 
vix, uterus,  tubes,  and  ovaries.  We  have 
no  method  of  demonstrating  ova  or  observ- 
ing ovulation,  but  it  is  possible  to  make 
deductions  from  the  menstrual  history,  the 
vaginal  secretions,  the  size  of  the  ovaries, 
the  endometrial  changes,  and  the  secondary 
sex  characteristics  as  to  whether  or  not 
normal  ovulation  with  the  discharge  of 
healthy  fertile  ova  takes  place. 

A urinalysis,  chemical  blood  analysis, 
including  a Wassermann  test  and  calcium 
determination  and  a basal  metabolic  rate 
should  next  be  obtained. 

After  this  a post  coital  examination  is 
made  after  the  manner  of  Huhner.  The 
patient  is  directed  to  present  herself  one 
hour  after  intercourse,  and  with  a pipette 
some  of  the  seminal  fluid  is  aspirated  from 
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the  vagina  and  examined,  and  some  of  the 
spermatazoa  are  recovered  from  the  cervical 
canal.  If  live  active  normal  spermatazoa 
are  obtained  from  the  cervix,  the  male  is 
ruled  out,  as  well  as  the  vagina  and  the  cer- 
vix. 

Motility  itself,  however,  does  not  guaran- 
tee reproductive  fitness.* 11 > The  morph- 
ology, shape,  and  size  of  the  sperm  heads 
are  more  convincing  evidence.  Thus,  while 
the  Huhner  test  is  almost  positive  proof,  to 
be  exact,  a condom  specimen  should  be  ex- 
amined to  note  the  quantity  and  the  mor- 
phology of  the  sperm  heads.  Some  obscure 
cases  of  sterility,  where  everything  appears 
to  be  normal,  may  be  explained  by  counting 
the  number  of  spermatazoa  and  examining 
the  morphology  of  the  sperm  heads. 

To  determine  the  potency  of  the  genital 
tract  from  the  external  os  to  the  fimbreated 
ends  of  the  Fallopian  tubes,  a Rubin  per 
uterine  insufflation  test  is  made  seven  days 
after  the  last  menstruating  day,  provided 
there  are  no  contra  indications.  If  a defin- 
ite obstruction  is  discovered,  a trans-uterine 
injection  of  lipiodal  is  administered  and 
with  the  aid  of  the  roentgen-ray  the  exact 
point  of  obstruction  will  be  revealed. 

Spermatozoa  deposited  on  the  vulva  die 
quickly,  whereas  in  the  vagina  they  may  live 
for  two  hours,  in  the  cervical  canal  about 
eighteen  hours,  and  in  the  uterus  as  long  as 
six  days.  From  the  distal  portion  of  the 
tubes,  some  were  recovered  one  month  after 
recorded  intercourse. (3) 

In  examining  a condom  specimen,  the 
Huhner  test  proving  negative,  the  absence 
or  presence  of  mucus,  pus,  the  number  of 
spermatozoa,  then  motility,  viability,  size 
and  shape  of  head,  the  Ph  and  Bottchers 
crystals  are  noted/12*  About  300,000,000 
spermatozoa  are  discharged  with  each  ejacu- 
lation. The  normal  average  count  is  about 
120,000,000  per  cc.  If  the  condom  speci- 
men shows  aspermia,  azoospermia,  oligo- 
pyermia,  or  necrospermia,  then  further  in- 
vestigation should  be  made  of  the  urethra, 
prostate,  seminal  vesicle,  epididymis,  and 


finally,  if  necessary,  the  testis  should  be 
aspirated ; for  spermatozoa  are  motile 
there (4)  having  been  found  so  in  45  per 
cent  of  a series  in  which  they  were  not 
found  in  condom  specimens. 

In  this  manner  should  a routine  examina- 
tion of  the  male  and  female  be  made. 

The  treatment  varies  with  the  cause  and 
is  directed  along  constitutional  and  local 
lines,  always  bearing  in  mind  that  the  full 
cooperation  of  the  husband  and  wife  for  a 
variable  period  of  time  is  necessary. 

Improper  diet  causes  sterility  by  effecting 
the  general  health.  One  rich  in  protein 
seems  to  influence  the  number  and  grade 
of  the  offsprings,  while  the  lack  of  mineral 
salts  especially  calcium,  tends  to  lessen  the 
fertility  rate,(18)  therefore,  forced  feeding 
of  a well  balanced  diet  including  the  admin- 
istration of  calcium  is  employed.  Glan- 
dular products  of  the  thyroid,  anterior  pitu- 
itary body,  ovary,  and  adrenal  are  employed 
when  indicated,  especially  in  those  cases 
with  a low  BMR.  Follicular  hormone  is 
given  where  the  relationship  between  uterine 
and  ovarian  deficiency  and  obesity  is  estab- 
lished. (19)  Exercise,  vacations,  temporary 
sexual  abstinence,  hygienic  measures,  cessa- 
tion of  worries  build  up  the  general  health, 
and  finally  advice  on  regulating  their  sex 
lives  and  the  manner,  position,  time  of 
coitus  of  each  individual  couple  should  be 
given. 

As  for  the  local  measures,  stretching  the 
vagina  and  dissection  will  relieve  the  dys- 
pareunia,  vaginismus,  imperforate  hymen. 
The  cervix  may  be  placed  in  the  seminal 
pool  by  using  proper  positions  at  time  of 
coitus.  Douches,  tampons,  Bier  cups, 
Hegars  dilators,  cauterization,  tracheloplas- 
ties,  will  clear  up  discharges  and  remove 
cervical  plugs.  Dry  heat,  protein  therapy, 
rest,  are  good  for  salpingitis.  Displace- 
ments, when  absolutely  necessary  may  be 
corrected  by  a Baldy  Webstern,  Alexander 
Adams  or  Gilliam  operation.  Small  doses 
of  roentgen-ray* 16 > or  radium  <15)  relieved 
sterility  due  to  cystic  ovaries.  21  per  cent 
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of  a series  of  salpingostomies  for  tubalocclu- 
sion  subsequently  conceived. (17)  The  admin- 
istration of  atropin  or  benzyl  benzoate 
shortly  before  coitus  relieves  utero-tubal 
spasm  and  produces  conception.  Artificial 
insemination  is  bringing  excellent  results 
and  where  viable  spermatozoa  are  found 
only  in  the  testes,  they  can  be  aspirated  and 
injected  into  the  uterus.  In  case  of  com- 
plete azoosperma,  it  may  be  necessary  to 
borrow  some  from  a third  person. 

Now  it  may  be  proper  to  digress  for  a 
moment  in  order  to  focus  attention  on  an 
appalling  condition  which  the  women  of 
today  are  facing.  Civilization  and  steriliza- 
tion go  hand  in  hand — 60  to  80  per  cent  of 
all  abdominal  operations  in  the  United 
States  for  the  purpose  of  relieving  pelvic 
disease  in  married  women  are  the  result  of 
contagious  diseases  contracted  from  the 
husband  at  the  time  of  marriage;  80  per 
cent  of  infected  males  supposedly  cured 
show  the  presence  of  gonococci  in  the 
semen. <2)  May  I not  suggest,  that  in  our 
medical  colleges  and  societies  and  in  our 
advice  to  our  young  female  patients  that 
we  advocate  the  examination  of  the  semen 
of  the  prospective  groom  to  determine,  first, 
the  presence  or  absence  of  gonococci  and, 
secondly,  his  possible  procreative  ability. 
Doing  this  we  would  not  permit  the  gonoc- 
cocci  to  rob  the  women  of  the  sacred  right 
of  motherhood. 
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DISCUSSION. 

Dr.  Samuel  Sternberg  (New  Orleans)  : In  most 

cases  of  childless  marriage  the  female  is  only 
too  often  to  blame  for  the  childlessness.  Fre- 
quently, after  a most  superficial  examination,  the 
male  is  exonerated  and  pronounced  able  to  fecun- 
date, whereas  a complete  examination  would 
reveal  that  he  is  not.  To  determine  whether  the 
cause  of  sterility  rests  with  the  male,  I think  the 
method  of  fresh  examination  from  the  condom  is 
the  best  for  this  test.  That  will  give  you  the 
number,  the  motility  and  the  consistency  of  the 
spermatozoa  and  reveal  the  presence,  in  the  semen, 
of  either  pus,  blood,  or  mucus,  which  might  impair 
the  fertility  of  the  spermatozoa.  Besides  doing 
this  fresh  examination,  a further  study  of  the 
spermatozoa  should  be  made  of  in  a stained  speci- 
men to  determine  their  style  and  shape  whether 
morphologically  correct.  In  that  way  only  can 
the  male  be  definitely  ruled  out  in  the  search  for 
the  etiological  factor  in  a case  of  sterility. 

Dr.  Cohen  (closing) : I reiterate  that  we  have  no 
right,  just  because  we  are  men,  to  subject  women 
to  all  kinds  of  operative  procedures  for  sterility 
before  definitely  ascertaining  whether  or  not  we 
are  responsible  for  this  condition.  A recent  con- 
versation with  one  of  the  older  doctors,  a man  in 
his  late  forties,  will  probably  serve  to  illustrate 
my  meaning.  He  said:  “I  see  you  are  going  to 

read  a paper  on  sterility.  Just  a few  days  ago  my 
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wife  was  operated  on  for  this  condition,  so  I am 
particularly  anxious  to  hear  what  you  have  to  say 
on  the  subject  as  it  may  enlighten  me  as  to  the 
cause,  not  yet  determined,  in  her  case.”  I then 
asked  him:  “Are  you  all  right?”  He  answered: 
“I  guess  so.”  Yet  this  man’s  wife  had  been  oper- 


ated on  for  the  sole  purpose  of  relieving  sterility. 

Now,  if  this  is  the  attitude  of  men  in  general,  we 
cannot  talk  too  loud,  nor  can  we  talk  too  often 
against  it.  Let  us  examine  the  male  first;  it  is 
much,  much  easier  to  rule  him  out  than  it  is  to 
rule  out  the  female. 


CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


SOME  SUGGESTIONS  IN  PHYSICAL 
DIAGNOSIS.* 

OSCAR  W.  BETHEA,  M.  D.,f 
New  Orleans. 

Chest  Mensuration:  In  measuring  the 

two  sides  of  the  chest  to  determine  com- 
parative size  and  movement,  the  data 
obtained  has  been  obviously  imperfect  due 
to  the  fact  that  each  half  had  to  be  meas- 
ured independently  and,  therefore,  during 

*Read  before  the  Orleans  Parish  Medical  Society, 
October  13,  1930. 

fProfessor  of  Clinical  Medicine,  Tulane  Univer- 
sity. 


Fig.  1.  Chest  mensuration  with  tape.  Front. 


Fig.  2.  Chest  mensuration  with  tape.  Back. 


different  respiratory  cycles,  which  naturally 
varied  somewhat  in  degree. 

The  tape  here  presented  measures  in  both 
directions  from  a common  center.  The  two 
ends  passing  around  and  crossing  a mid- 
line in  the  back,  the  measurements  of  both 
sides  of  the  chest  are  read  at  the  same  time 
and  exact  comparisons  are  obtained — at 
rest,  at  the  end  of  inhalation  and  at  the  end 
of  exhalation.  (Fig.  1 and  2.)  The  two 
pieces  of  tape  are  hinged  on  the  common 
center  so  that  the  whole  can  be  used  in  a 
variety  of  ways.  The  determination  of 
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Fig.  3.  Mensuration  with  tape  over  shoulders.  Front. 


relative  size  and  expansion  obtained  by 
passing  the  ends  over  the  shoulders  and 
across  a horizontal  line  in  the  back  (Fig.  3 
and  4)  often  gives  information  of  value. 

The  whole  process  is  facilitated  and 
greater  accuracy  secured  if  the  patient  is 
first  prepared  by  having  blue  pencil  marks 
made  in  the  mid-lines  front  and  back  and 
a cross-mark  in  the  back  at  the  level  of  the 
lower  angles  of  the  scapulae.  The  center 
piece  should  be  exactly  placed  in  front  and 
held  by  an  assistant  or  by  the  patient. 
Should  the  patient  hold  this,  both  hands 
should  be  used  as  this  gives  a more  even 
muscular  distribution. 

I am  preparing  for  publication  an 
analysis  of  the  data  obtained  by  carefully 
measuring  with  this  device  one  hundred 
and  fifty  patients  with  tuberculosis.  These 
cases  have  been  otherwise  subjected  to  a 
thorough  study,  including  the  use  of  the 
roentgen-ray. 


The  only  drawback  to  the  outfit  as  now 
completed  is  that  one  end  of  the  tape  reads 
upside  down.  This  occasions  only  slight 
inconvenience  and  will  be  corrected  as  soon 
as  sufficient  demand  has  developed  to  render 
the  necessary  expense  justifiable.  This  is 
being  put  on  the  market  by  the  Frank  S. 
Betz  Company,  and  of  course,  is  not  pro- 
tected by  patent. 

Palpation  of  the  Back:  Some  years  ago 
I presented  to  this  Society  a suggestion  for 
palpating  the  back  of  the  thorax,  and  this 
is  the  same  scheme  with  a slight  change 
that  has  been  proven  by  experience  to  be 
of  additional  advantage.  The  whole  plan 
is  as  follows : 

The  examiner  applies  the  palmer  surfaces 
of  the  four  fingers  to  the  patient’s  back. 
The  palm  of  the  hand  must  not  touch  the 
patient’s  skin,  nor  fingers  touch  each  other, 
yet  they  should  be  as  nearly  parallel  as 
is  possible.  Beginning  well  up  in  the  area 
of  unmodified  fremitus,  the  hand  is  moved 


Fig.  4.  Mensuration  with  tape  over  shoulders.  Back 
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downward  about  a finger’s  width  at  a time, 
as  the  patient  speaks,  until  finally  the 
examiner  is  conscious  of  the  fact  that  the 
lower  finger  is  in  an  area  of  altered 
vibration.  As  the  hand  is  moved  farther 
down  the  two  lower  fingers,  then  the  three 
lower  fingers  are  in  the  area  of  changed 
vibration.  The  difference  in  vibration  is 
accentuated  by  the  upper  finger  being 
effected  to  a different  degree  from  those 
below.  In  other  words,  in  a case  of  pleural 
effusion,  the  diminished  or  absent  vibration 
in  the  three  lower  fingers  is  accentuated  by 
the  continued  vibration  effecting  the  upper 
finger.  It  should  be  understood  that  this 
difference  is  better  appreciated  by  the 
examiner  when  the  palm  is  not  touching 
the  patient’s  body  or  the  examiner’s  fingers 
touching  each  other. 

The  change  that  I have  made  here  is, 
that  in  presenting  this  before,  the  index 
finger  was  uppermost.  This  time  the  little 
finger  is  uppermost,  as  it  has  been  demon- 
strated that  the  area  supplied  by  the  ulnar 


Fig.  5.  Palpation  of  the  back  for  fremitus. 


nerve  (which  includes  the  palmar  service 
of  the  little  finger),  is  more  sensitive  to 
vibration  than  areas  supplied  by  the  median 
or  radial  nerves.  (Fig.  5.) 

Position  of  Patient  While  Examining 
Front  of  Chest:  I find  there  is  little  uni- 

formity among  examiners  as  to  the  position 
in  which  the  patient  is  placed  for  examining 
the  front  of  the  chest.  Left  to  his  own 
initiative,  the  average  patient  sticks  out  his 
chest  like  a pouter  pigeon,  carries  a large 
amount  of  residual  air,  and  breathes 
abnormally.  My  plan  has  been  to  let  the 
patient  rest  his  back  against  a wall,  or 
door,  clasp  his  hands  in  front,  look  down- 
ward at  an  angle  of  about  forty-five  de- 
grees, droop  the  shoulders  naturally  and 
relax  the  whole  body.  I tell  them  to  try  to 
affect  the  attitude  that  is  so  easily  assumed 
during  the  last  prayer  after  a long  sermon 
on  a hot  day.  This  position  lessens  the 
tendency  to  movement,  prevents  scratching, 


Fig.  6.  Position  of  patient  while  examining  front  of  chest. 
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and  in  fact  comes  nearer  to  eliminating 
unnecessary  extraneous  sounds  during  aus- 
culatiop  than  any  other  position  I have  been 
able  to  find.  (Fig.  6.) 


Fig.  7.  Position  of  patient  while  examining  axillae. 


For  examining  the  axillae,  I have  the 
patient,  still  maintaining  the  same  position 
as  far  as  possible,  to  raise  the  arms  until 
the  locked  fingers  rest  on  top  of  the  head. 
(Fig.  7.) 

Palpation  of  th*  Cardiac  Apex  Impulse: 
Some  years  ago  I suggested  for  this  pur- 
pose the  placing  of  the  ulnar  side  of  the 
left  hand  in  the  intercostal  spaces  in  the 
region  of  the  heart.  I have  since  found  it 
desirable  to  use  the  ulnar  side  of  the  right 
hand.  In  this  instance,  the  palm  is  up  and 
the  ulnar  side  of  the  hand  and  little  finger 
can  curve  more  comfortably  along  the 
course  of  the  intercostal  spaces.  (Fig.  8.) 

I have  often  been  able  to  determine  the 
position  of  this  impulse  by  another  method 


when  all  other  plans  have  failed.  This 
latter  suggestion  is  the  placing  of  the  tips 
of  the  fingers  along  the  intercostal  spaces  as 
shown  in  the  accompanying  illustration. 
(Fig.  9.) 

Percussion,  of  the  Chest:  I recently  had 

occasion  to  look  up  this  measure  in  various 
and  sundry  textbooks,  and  in  most  instances 
the  illustrations  showed  the  examiners 
wearing  coat  sleeves  and  shirt  cuffs.  It 
has  seemed  to  me  that  the  finer  points  can 
be  better  demonstrated  by  the  examiner 
having  his  wrists  clear.  (Fig.  10.) 

Palpation  of  the  Pulmonary  Apices:  This 
has  been  presented  in  a previous  paper  and 
is  given  here  because  I was  able  to  get  an 
unusually  good  picture  of  this  maneuver. 
I am  also  giving  it  because  earlier  illustra- 
tions, such  for  example  as  the  one  in  Dis- 
eases of  the  Chest,  by  Norris  and  Landis, 
show  the  patient  with  the  hands  clasped 
over  the  head.  The  position  shown  here 


Fig.  8.  Palpation  of  the  cardiac  apex  impulse. 
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has  been  found  to  be  more  satisfactory. 
The  tips  of  the  fingers  are  placed  in  the 
highest  intercostal  spaces  (usually  the 
second  or  third)  that  the  examiner  can 
reach.  The  palms  of  hands  and  the  thumbs 
are  fixed  on  patient’s  back  so  that  as  the 
patient  breathes,  the  examiner’s  hands  re- 
main stationery  on  the  skin  and  the  ribs 
move  under  the  examining  finger  tips. 
Any  difference  in  the  relative  movement  on 
the  two  sides  can  be  determined  with  a very 
fine  degree  of  accuracy.  The  usual  extent 
of  movement  is  about  a rib’s  width,  the  ribs 
rising  so  that  the  fingers  rest  in  the  next 
lower  intercostal  spaces  during  inhalation, 
and  returning  to  the  original  position  dur- 
ing exhalation.  In  conditions  such  as 
pleurisy  or  tuberculosis,  there  is  a 
tendency  to  unilateral  impairment  of  ex- 
pansion on  the  side  effected,  and  instead  of 
the  rib  moving  under  the  examiner’s  finger 
tips,  on  that  side,  until  fingers  reach  the 
next  lower  intercostal  space,  it  may  move 
only  one-half  or  two-thirds  of  a rib-width, 
Fig.  9.  Another  method  for  palpating  the  cardiac  apex  while  a compensatory  hyper  activity  of  the 

irapulse'  other  side  may  increase  the  extent  of  move- 

ment. (Fig.  11.) 


Fig.  10.  Pereussion  of  the  chest. 


Fig.  11.  Palpation  of  the  pulmonary  apices. 
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A DESERVED  HONOR. 

Elsewhere  in  the  columns  of  the  Journal 
notice  is  made  of  the  election  of  Dr.  Felix 
J.  Underwood  as  President  of  the  Southern 
Medical  Association.  The  Editor  of  the 
Mississippi  Section  has  dealt  fittingly  with 
the  personality  and  record  of  Dr.  Under- 
wood. The  Journal,  however,  wishes  to  ex- 
tend to  this  most  distinguished  health  offi- 
cer in  the  South  congratulations  upon  the 
well-merited  honor  that  has  been  conferred 
upon  him  by  our  association  of  Southern 
medical  men. 


CLIMATIC  VARIATION  IN  DEATH 
RATE. 

One  of  the  interesting  features  of  medi- 
cine is  the  variation  that  occurs  in  certain 
sections  of  the  world  in  the  death  rate  from 
various  diseases.  Mills*  calls  attention  to 
the  fact  that  diabetes  is  apparently  influ- 
enced to  a marked  degree  by  climatic  condi- 
tions— the  closer  to  the  equator  the  smaller 
the  number  of  cases.  The  suggestion  is  ad- 
vanced by  him  as  an  explanation  for  the 
observed  decrease  in  the  incidence  of 
diabetes  in  warm  climates;  that  in  the 
cooler  climates  the  stimulating  effects  of 
highly  changeable  weather  produce  an  ex- 
haustion effect  of  overstimulation;  but 
other  diseases  as  he  shows  in  the  present 
article,  likewise  exhibit  a similar  increase  in 
the  colder  and  diminution  in  the  warmer 
climates.  Pernicious  anemia  is  very  much 
more  prevalent  in  the  northern  than  the 
southern  states,  the  mean  of  the  twenty-five 
northern  states  being  6.8  per  one  hundred 
thousand  population,  whereas  in  the  eleven 
southern  states  it  is  2.1,  and  the  far  south- 
ern states  like  Mississippi  it  is  1.0  and  in 
Louisiana  1.7.  These  latter  figures  approxi- 
mate the  death  rate  from  this  disease  in 
countries  which  might  be  called  tropical, 
and  represent  about  one-tenth  of  the  deaths 
that  occur  in  the  northern  countries  such  as 
Scotland  and  Canada.  Exophthalmic  goiter 
examplifies  a disease  which  might  well 
occur  from  the  effects  of  individual  meta- 
bolic overestimation.  The  death  rate  in 
the  central  and  northern  states  from  this 
disorder  is  4.02  per  one  hundred  thousand 
population,  as  contrasted  with  .8  in  Missis- 
sippi and  1.2  in  Louisiana.  The  author  also 
studied  the  incident  of  angina  pectoris,  again 
assuming  that  a high  metabolic  drive  might 
be  the  causative  factor  responsible  for 
arteriosclerosis.  Angina  pectoris  was  con- 
sidered by  him  to  be  the  best  index  to  vascu- 
lar changes  that  would  appear  in  mortality 
statistics.  In  the  United  States  the  death 


*Mills,  C.  A.:  Geographic  or  Climatic  Varia- 
tions in  the  Death  Rate  from  Pernicious  Anemia, 
Exophthalmic  Goiter,  Addison’s  Disease  and  An- 
gina Pectoris.  Arch.  Int.  Met.,  46:  743,  1930. 
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rate  from  this  disease  per  one  hundred 
thousand  population  in  the  northern  states 
is  18.6,  as  contrasted  with  a rate  of  9.2  in 
the  southern  states,  and  in  the  two  states  in 
which  we  are  more  specifically  interested, 
in  Mississippi  7.1  and  in  Louisiana  12.8. 
The  death  rate  in  the  southern  states  is  ap- 
proximately that  of  England  and  Wales. 
Mills  further  comments  on  the  possibility 
of  explaining  angina  pectoris  on  the  effect 
of  previous  acute  infections,  and  so  studied 
the  death  rate  of  pneumonia,  acute  nephritis 
and  acute  rheumatic  fever  in  different  sec- 
tions of  the  country.  Pneumonia  is  respon- 
sible for  80.1  deaths  per  one  hundred  thou- 
sand population  in  the  eleven  southern 
states  as  contrasted  with  a rate  of  74.1  in 
the  five  western  plato  states,  and  98.3  in  the 
twenty-five  central  and  northern  states. 
Acute  nephritis  caused  in  the  eleven  south- 
ern states  a death  rate  of  84.0,  in  the  cen- 
tral northern  states  97.5.  The  figures  for 
acute  rheumatic  fever  in  the  eleven  south- 
ern states,  as  contrasted  with  the  twenty- 
five  central  northern  states  is  approxi- 
mately the  same,  1.8  in  the  former  and  2.3 
in  the  latter  states. 

Mills  believes  from  the  data  that  he  has 
presented  that  there  is  sufficient  evidence  to 
indicate  a climatic  suppression  of  metabolic 
diseases  in  those  areas  where  other  meta- 
bolic functions  are  lowered  by  heat,  occa- 
sioning a lessening  in  the  metabolic  strain  so 
that  the  exhaustive  or  overstimulative  dis- 
eases of  metabolism  occur  with  diminished 
frequency.  In  evaluating  Mills’  data,  it 
should  not  be  forgotten  that  other  factors 
come  into  play  which  may  be  responsible 
for  some  of  the  variations  in  climatic  re- 
sponse to  disease,  such  as  a different  diet- 
ary, racial  variations,  and  alterations  in  the 
standards  of  public  health. 


AN  APPRECIATION. 

The  Journal  rarely  comments  editorially 
on  book  reviews,  but  we  can  not  let  the  op- 
portunity pass  of  calling  attention  to  the 
first  review  that  appears  in  the  review  sec- 
tion in  which  the  reviewer  expresses  more 
adequately  and  fully  than  we  can  an  appre- 


ciation which  is  due  the  recent  literary, 
historic  and  autobiographic  publication  of 
Dr.  Fossier.  The  Journal  has  wished  to 
make  editorial  mention  of  the  history  of  the 
Orleans  Parish  Medical  Society  at  the  same 
time  the  review  appeared  in  its  columns. 
Unfortunately,  as  editors  know,  reviewers 
are  not  always  as  prompt  as  we  should  like 
to  have  them  in  completing  their  reviews. 
Consequently  there  has  been  a certain 
amount  of  delay  in  mentioning  this  work  of 
Dr.  Fossier,  a book  which  represents  a tre- 
mendous amount  of  historical  investigative 
work,  and  which  reflects  to  the  highest  de- 
gree great  credit  on  its  author.  We  would 
recommend  to  those  who  do  not  have  the 
good  fortune  of  having  the  book  to  secure 
it  at  once,  and  to  read  it  from  beginning  to 
end.  We  can  truthfully  say  that  it  will 
well  repay  the  reader  to  do  so. 


STANDARDS  FOR  MATERNITY  CARE. 

Under  the  auspices  of  a Committee  of  the 
Children’s  Welfare  Federation  of  New 
York,  in  conjunction  with  a group  from  the 
New  York  Obstetrical  Society,  a small  book- 
let has  been  published  which  details  in  out- 
line the  minimum  standards  that  should  be 
employed  in  the  management  of  maternity 
patients.  This  little  outline,  which  has  been 
submitted  to,  and  discussed  with,  represen- 
tative groups  and  individual  members  of  the 
50-odd  hospitals  and  agencies  represented  on 
the  Committee  on  Maternity  care,  presents 
a compilation  of  ideas  and  suggestions  from 
many  sources  which  have  been  carefully 
edited  and  gone  over  by  the  group  from  the 
New  York  Obstetrical  Society.  The  work 
is  divided  into  several  sections,  the  first  hav- 
ing to  do  with  prenatal  care,  the  second 
with  adequate  delivery  service,  the  third 
with  the  after  care,  and  the  last  two  sec- 
tions are  devoted  to  subjects  of  particular 
importance  to  hospital  superintendents, 
dealing  as  they  do  with  the  qualifications 
and  responsibilities  of  the  personnel,  and 
space,  equipment  and  facilities  of  a prenatal 
clinic,  and  with  the  actual  hospital  mater- 
nity service. 
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Hospital  Staff  Transactions 


It  is  said  that  the  United  States  has  a 
very  unenviable  position  of  leading  all  the 
civilized  countries  in  the  number  of  deaths 
of  women  at  the  time  of  parturition.  Cer- 
tainly in  this  country  obstetrical  services  to 
women,  while  it  may  be  adequate  at  the 
actual  time  of  delivery,  is  woefully  inade- 
quate when  it  comes  to  the  prenatal  and 
postnatal  care  of  the  woman.  In  the  Scan- 
dinavian countries  where  the  death  rate  of 
both  mother  and  child  is  lower  than  any- 
where else  in  the  world,  not  only  do  the 
women  about  to  have  children  and  who 
have  had  children  receive  the  very  best  of 
medical  care,  but  they  receive  from  the 
state  certain  economic  assistance  which 


enables  them  to  devote  their  whole  energies 
to  the  most  important  function  of  woman- 
hood. Obstetricians  in  this  country  are 
aware  of  the  stigmata  that  have  been  placed 
upon  the  American  medical  profession  as  a 
result  of  the  large  number  of  maternal 
deaths.  They  realize  that  anything  that 
can  be  done  should  be  done  to  alleviate  this 
condition.  The  little  booklet  gotten  out  by 
the  Children’s  Welfare  Federation  is  a step 
in  the  right  direction.  It  could  be  well  read 
and  digested  by  any  physician  who  is  en- 
gaging in  obstetrical  practice.  The  copies 
of  the  book  are  free,  and  they  may  be  se- 
cured from  the  Children’s  Welfare  Federa- 
tion of  New  York  City. 
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MISSISSIPPI  STATE  HOSPITAL,  FONDREN. 

Staff  Meeting,  October,  1930. 

Case  Report.- — Specific  Urethritis  Complicated 
with  Conjunctivitis. — Dr.  R.  B.  Zeller. 

The  following  case  is  illustrative  of  the  fact 
that  latent  Neisserian  infection  should  be  suspect- 
ed and  sought  for  in  all  cases  of  urethritis  com- 
plicated with  conjunctivitis  even  with  a negative 
history  and  no  opportunity  for  recent  exposure. 

Patient. — White,  male,  aged  21  years,  single, 
patient  in  Mississippi  State  Hospital  since  January 
11,  1928.  Mental  Diagnosis:  Dementia  precox. 

Chief  Complaint. — On  Aug.  8,  1930  patient 
complained  of  a urethral  discharge  stating  that  it 
was  of  two  days’  duration.  He  complained  of  a 
burning  sensation  on  micturition  and  also  of  some 
frequency  of  micturition. 

Past  History. — Usual  diseases  of  childhood.  Pa- 
tient in  Mississippi  State  Hospital  for  seven  months 
in  1926  during  which  time  he  suffered  from  in- 
fluenza and  bronchial  pneumonia.  On  readmis- 
sion, denied  both  syphilis  and  gonorrhea  which 
statement  was  corroborated  by  patient’s  family; 
no  discharge  present  and  blood  Wassermann  nega- 
tive. Was  suffering  from  acne  vulgaris  and  pre- 
sented slight  myocardial  enlargement  with  a mur- 
mur, systolic  in  time,  best  heard  at  the  apex.  On 
Jan.  12,  1930,  developed  a bilateral  parotitis 
from  which  patient  made  an  uneventful  recovery. 
On  March  1,  1930,  was  treated  for  epidermophyto- 
sis of  the  groin.  During  his  entire  stay  in  the  hos- 
pital has  been  kept  upon  the  wards  at  all  times 
except  when  out  on  the  grounds  with  other  male 
patients  under  the  supervision  of  an  attendant. 


Family  History.  — Three  brothers,  paternal 
grandfather,  one  paternal  first  cousin,  one  ma- 
ternal aunt  and  maternal  first  cousin  insane. 

Physical  Examination.  — Temperature  99  °F., 
pulse  82,  respiration  18,  blood  pressure  118-83. 
Mouth  and  throat  in  good  condition.  A creamy, 
greenish  yellow  discharge  exuded  from  the  exter- 
nal meatus  of  the  urethra.  The  penile  tissues 
were  swollen  and  showed  some  inflammation  and 
were  hot  to  the  touch. 

On  August  10,  the  conjunctiva  of  the  left  eye 
showed  inflammation  with  a discharge  similar  in 
appearance  to  that  from  the  urethra. 

Blood.— R.  B.  C.  4,850,000;  W.  B.  C.  9,600; 
Hb.  95  per  cent. 

Urine. — -Sp.  Gr.  1.030;  albumin,  trace;  acid 
reaction;  occasional  hyaline  cast;  innumerable  pus 
cells.  Urethral  Smear. — Gram  negative  intracell- 
ular diplococci.  Conjunctival  Smear. — Gram  nega- 
tive intracellular  diplococci. 

Further  History. — Patient  now  admitted  pos- 
sibility of  having  contracted  gonorrhea  in  1927. 
He  also  admitted  recent  auto-erotism. 

Summary. — In  spite  of  the  fact  of  the  previous 
negative  history  and  the  absence  of  any  oppor- 
tunity for  infection,  sexually,  during  the  past  32 
months,  patient  undoubtedly  suffers  from  gonor- 
rheal urethritis  and  conjunctivitis. 

Treatment. — Patient’s  conjunctivitis  was  treated 
by  irrigations  of  three  per  cent  boric  acid  solu- 
tion, three  drops  of  one  per  cent  silver  nitrate 
solution  the  first  day  and  gluteal  injections  of 
ten  cc.  whole  milk  (one  cc.  to  15  lbs.  of  body 
weight,  patient  weighing  152  lbs.)  every  other 
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day  for  three  injections.  The  patient  made  an 
uneventful  recovery  with  no  disturbance  of  vision. 

Comment. — This  case  was  interesting  in  that 
the  patient  suffered  from  a latent  gonorrheal  in- 
fection with  no  possibility  of  having  been  infected 
during  the  past  two  years  and  a half.  The  proper 
diagnosing  of  the  etiological  factor  was  of  the 
utmost  importance  to  the  patent  on  account  of  the 
conjunctivitis.  If  the  urethritis  had  not  been  so 
acute,  the  real  nature  of  the  conjunctivitis  might 
not  have  been  suspected. 


BAPTIST  HOSPITAL,  JACKSON,  MISS. 

Case  Report. — Chronic  Sinusitis,  Radical  Oper- 
ation and  Cure. — Dr.  Robin  Harris,  Jackson,  Mis- 
sissippi. 

This  patient,  a man  48  years  of  age,  gave  a 
history  of  having  had  several  sinus  operations. 
From  the  information  that  I could  get  by  exami- 
nation, those  operations  consisted  of  intra-nasal 
antrum  openings,  or  irrigations,  or  both.  On  the 
right  side  of  the  nose  small  polypoid  projections 
could  be  made  out  under  the  middle  turbinate. 
Otherwise  the  nose  was  negative  to  visual  exami- 
nation. The  roentgenogram  showed  the  left  an- 
trum considerably  increased  in  density  and  the 
right  antrum  slightly  so.  On  Aug.  4,  a radical 
antrum  operation  was  done  on  the  left  side,  to- 
gether with  a complete  left  ethmoid  exenteration. 
No  sphenoid  could  be  located.  On  Aug.  9,  eth- 
moid exenteration  was  done  on  the  right  side. 
Sphenoid  and  antrum  on  right  were  both  opened. 
Patient  was  sent  home  with  instructions  to  re- 
turn if  he  had  any  return  of  his  usual  pain.  He 
returned  on  Oct.  8,  having  gained  more  than  20 
pounds,  but  during  the  previous  week  had  lost 
two  pounds,  so  thought  there  must  be  something 
wrong.  Having  the  patient  in  this  frame  of  mind, 
and  not  being  satisfied  with  an  intra-nasal  antru- 
motomy  on  the  right,  I sent  him  to  the  hospital 
for  a radical  antrum,  right.  This  was  done  Oct. 
9,  under  local  anesthesia.  The  mucous  membrane 
was  found  polypoid  and  perhaps  fifty  times  as 
thick  as  normal,  but  it  was  not  as  bad  as  the  left 
antrum.  The  left  sphenoid  was  also  located  and 
opened  at  this  time.  The  sphenoids  on  both  sides 
were  unusually  small,  and  the  antrums  rather  un- 
usually large.  This  man  had  had  several  years  of 
temporizing  treatment,  getting  worse  all  of  the 
time.  When  I first  saw  him  he  was  in  bad  90 
per  cent  of  the  time,  he  had  spent  all  of  his 
money,  had  mortgaged  his  farm,  and  had  gotten 
no  results.  I will  be  greatly  disappointed  if  he 
does  not  gain  50  pounds  in  the  next  three  or  four 
months,  and  is  not  happier  than  he  has  been  in 
years. 

Case  Report. — Tetanus  Developing  After  Anti- 
septic Treatment  of  the  Wound  and  Administra- 


tion of  a Prophylactic  Dose  of  Tetanus  Antitoxin. 
—Dr.  H.  R.  Shands. 

Patient,  a boy  11  years  of  age,  admitted  to  the 
Baptist  Hospital,  Oct.  11.  This  boy  had  been  in 
an  automobile  accident  on  Oct.  8.  He  was  car- 
ried immediately  to  Dr.  D.  T.  Langston  of  New 
Hebron  who  saw  him  within  one-half  hour  after 
the  injury. 

There  had  been  avulsion  of  a large  area  of  skin 
over  the  calf  of  the  right  leg  extending  up  above 
the  popliteal  space.  The  head  of  the  fibula  was 
broken  off  so  Dr.  Langston  removed  this.  Also 
the  lacerated  muscle  was  trimmed  away.  The 
torn  off  skin  hung  by  a large  pedicle  above  the 
popliteal  space. 

Dr.  Langston  administered  ether  and  thorough- 
ly swabbed  out  the  wound  with  iodine.  He  then 
sutured  the  skin  back  in  place,  leaving  a drain  in 
the  popliteal  space.  He  administered  1500  units 
of  tetanus  antitoxin,  the  date  of  which  would  not 
expire  before  January,  1931. 

Three  days  later  it  was  apparent  that  this  skin 
was  becoming  gangrenous  and  a dark  discolora- 
tion extended  up  the  thigh  from  the  site  of  the 
injury.  For  this  reason  the  child  was  brought  to 
the  Baptist  Hospital  on  the  night  of  the  third  day. 
It  was  seen  that  the  discoloration  was  due  to  a 
lymphangitis  and  not  to  a spread  of  the  gangrene 
on  the  thigh  from  the  injury  below,  although  the 
injured  skin  flap  was  gangrenous.  Next  morning 
all  of  this  gangrenous  skin  flap  was  cut  away  by 
Dr.  Shands  and  Dakin  treatment  instituted.  An- 
other dose  of  tetanus  antitoxin  was  given  for  Dr. 
Shands  at  that  time  did  not  know  that  Dr.  Langs- 
ton had  given  a dose  of  antitoxin  at  the  time  of 
the  injury. 

By  next  morning,  the  fifth  day  after  the  in- 
jury, unmistakable  evidences  of  tetanus  were  pres- 
ent. Notwithstanding  energetic  treatment  with 
tetanus  antitoxin  intravenously  given,  various  sed- 
atives, etc.,  the  child  died  two  days  later  of 
tetanus.  The  child’s  urine  contained  no  sugar. 
A culture  from  the  wound  showed  tetanus  bacillus 
and  bacillus  Welchii. 

This  is  the  first  case  that  has  come  under  his 
experience  in  which  tetanus  developed  after  a 
prophylactic  dose  of  tetanus  antitoxin. 

Case  Report. — Tuberculosis  of  Spleen  with  Cor- 
rect Preoperative  Diagnosis.— Dr.  H.  R.  Shands. 

Patient,  Mrs.  W.  H.  R.,  aged  36  years,  first  seen 
by  Dr.  Shands  in  his  office  in  1923  when  she  was 
complaining  of  aching  in  the  shoulders,  back  and 
arms  and  a general  feeling  of  malaise.  Tubercu- 
losis was  suspected  but  could  not  be  found  on 
physical  examination  or  roentgen-ray  examina- 
tion of  the  chest.  She  returned  to  the  office  at 
various  times  in  the  next  seven  years,  sometimes 
feeling  better,  sometimes  not  so  well,  but  always 


414 


Hospital  Staff  Transactions 


below  normal  physically.  All  this  time  she  was 
able  to  carry  on  her  house  work  and  gave  birth 
to  a child  in  March,  1930.  In  the  eighth  month 
of  her  pregnancy  she  again  returned  to  the  office 
with  an  ulcerative  area  on  the  ring  finger  of  the 
right  hand.  This  ulcer  occurred  in  an  old  capil- 
lary nevus.  The  ulcer  had  eaten  off  one-half  on 
the  finger  nail.  A section  was  taken  from  this 
which  was  reported  by  the  National  Pathological 
Laboratories  as  haemangio  - endothelioma.  Dr. 
Thompson  remarked  that  this  type  of  growth  sel- 
dom gave  rise  to  metastasis.  The  nevus  and  ulcer 
were  destroyed  with  cautery  with  prompt  and  per- 
fect healing.  In  June  30,  1930,  patient  returned 
with  a severe  case  of  mumps  and  fever.  At  this 
time  the  enlargement  of  the  spleen  was  found. 
Roentgenogram  of  the  chest  at  this  time  was  still 
negative  for  tuberculosis.  One  sister  had  died  of 
tuberculosis. 

She  was  admitted  to  the  Baptist  Hospital  Sept. 
9,  1930,  with  a history  of  having  had  a constant 
fever  for  two  months  as  high  as  102°  in  the  after- 
noons. Her  general  condition  looked  quite  good 
considering  that  she  had  had  fever  for  two  months. 
On  admission  her  hemoglobin  was  80  per  cent, 
leukocytes  4,400  with  47  per  cent  small  lympho- 
cytes. The  urine  was  negative.  The  blood  was 
negative  for  typhoid,  malaria  and  undulant  fever. 
On  taking  a roentgen-ray  of  the  gall  bladder  four 
or  five  large  calcareous  nodules  were  found  in  the 
left  hypochondriac  region  or  lower  chest.  It  was 
at  first  thought  this  might  be  a metastatic  in- 
volvement of  the  lung  from  the  ulcer  on  the  fin- 
ger, however,  a roentgenogram  of  the  chest  showed 
no  involvement  and  it  was  clearly  seen  that  these 
calcareous  nodules  were  in  the  spleen  which  was 
enlarged  and  extended  one  finger’s  breadth  below 
the  costal  border.  At  this  time  a complete  blood 
count  showed  76  per  cent  hemoglobin,  4,400,000 
red  cells,  3,700  leukocytes  and  56  lymphocytes, 
blood  platelets  175,000. 

Tuberculosis  of  the  spleen  notoriously  does  not 
cause  anemia,  also  tuberculosis  is  more  prone  to 
cause  calcareous  changes  than  any  other  disease. 
Roentgen-ray  apparently  showed  one  large  calcar- 
eous gland  on  the  right  side  of  the  spine.  After 
carefully  weighing  all  the  evidence  a positive 
diagnosis  of  tuberculosis  of  the  spleen  was  made 
and  splenectomy  advised.  This  was  performed 
under  spinal  anesthesia  on  Sept.  13.  On  explor- 
ing the  abdomen  no  pathology  was  found  except 
in  the  spleen  which  was  twice  its  normal  size  and 
contained  five  calcareous  nodules  as  large  as  a 
marble.  The  spleen  was  removed  and  the  abdo- 
men closed  without  drainage.  Dr.  Thompson  of 
the  National  Pathological  Laboratories  reported 
these  calcareous  nodules,  from  the  spleen,  to  be 
due  to  an  old  bovine  tuberculosis  infection. 


Since  the  operation  the  patient  has  improved 
steadily  though  is  being  kept  in  bed  and  given 
strict  treatment  for  tuberculosis.  Investigation  of 
the  literature  reveals  that  tuberculosis  of  the 
spleen  is  practically  always  fatal  unless  splenec- 
tomy is  performed.  In  this  case  the  involvement 
of  the  spleen  was  no  doubt  secondary  to  the  in- 
volvement of  a lymphatic  mesenteric  gland.  No 
evidence  of  tuberculosis  was  found  anywhere  else 
is  the  body. 

Case  Report. — Common  Duct  Gall  Stone  with 
Stricture  of  the  Common  Duct.  — Dr.  H.  R. 
Shands. 

Patient,  a man  62  years  of  age,  admitted  Sept. 
13,  1930,  with  very  intense  jaundice.  This  man 
gave  a history  of  severe  epigastric  cramps  for 
the  past  twelve  or  fifteen  years  requiring  mor- 
phine for  relief.  In  the  past  six  and  one-half 
years  he  had  lost  52  pounds  in  weight. 

Three  weeks  ago  he  began  to  have  pain  in  the 
region  of  the  liver  which  was  often  severe  enough 
to  require  morphine.  He  has  been  badly  nause- 
ated and  had  severe  headaches.  His  stools  were 
chalk  colored  and  his  urine  very  dark  with  bile. 
On  admission  he  was  extremely  weak,  utterly  mis- 
erable and  suffering  with  constant  nausea.  There 
was  four-plus  jaundice,  a very  slow  and  irregular 
pulse  and  some  shortness  of  breath.  The  case 
was  sent  in  with  a probable  diagnosis  of  cancer 
of  the  pancreas.  Roentgen-ray  pictures  taken  of 
the  gallbladder  region  showed  the  presence  of 
gall  stones. 

After  four  days  preparation  with  intravenous 
fluids,  calcium,  etc.,  he  was  operated  upon  under 
spinal  anesthesia,  with  a probable  diagnosis  of 
common  duct  gall  stones.  The  gall  bladder  was 
found  shrunken  and  small  and  the  common  duct 
very  large.  No  tumor  of  the  pancreas  was  found. 
The  common  duct  was  opened  and  the  stones  re- 
moved. It  was  then  found  that  there  was  an 
impassable  stricture  at  the  lower  end  of  the  com- 
mon duct,  and  an  anastomosis  was  made  between 
the  common  duct  and  duodenum  after  the  method 
of  Du  Bose.  A piece  of  a number  18  French  rub- 
ber catheter  was  used  to  assist  in  making  the 
anastomosis.  The  common  duct  was  also  drained 
to  the  outside  with  a T tube. 

The  patient  has  improved  steadily,  constantly 
and  rapidly  and  is  now  up  in  a rolling  chair  and 
will  be  able  to  leave  the  hospital  in  a few  days. 
The  jaundice  has  almost  disappeared  and  the 
stools  are  normal  in  color. 

The  anastomosis  between  the  common  duct  and 
duodenum  is  a very  much  more  satisfactory 
method  of  treatment  than  an  attempt  to  dilate 
the  stricture  of  the  common  duct.  The  method 
described  by  DuBose  greatly  simplifies  the  per- 


Hospital  Staff  Transactions 


415 


formance  of  the  anastomosis.  A similar  case  to 
this,  treated  four  or  five  years  ago,  has  remained 
in  good  health. 

After  several  weeks  the  tube  passes  out  through 
the  intestine,  thereby  leaving  a permanent,  patu- 
lous fistula  between  the  common  duct  and  duo- 
denum. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting,  November  10,  1930. 

Abstract — Suppurative  Dermoid  Cyst  of  the 
Ovary  of  Unusual  Size. — Dr.  G.  M.  Street. 

Patient. — White,  female,  aged  28  years,  ad- 
mitted to  hospital  Oct.  11,  1930,  complaining  of 
abdominal  pain  and  a large  mass  in  the  abdomen. 

Family  History.. — Not  interesting.  Father  and 
mother  living  and  well  and  the  only  other  child, 
a brother,  living  and  well.  No  tuberculosis  or 
cancer  in  the  family. 

Past  History. — Typhoid  at  the  age  of  six;  no 
illness  of  any  consequence  since,  other  than  ap- 
pendicitis and  operation  for  same  ten  weeks  ago 
and  confinement  ten  months  ago.  Only  one  preg- 
nancy. 

Patient  thinks  the  mass  first  appeared  large 
enough  to  notice  about  six  weeks  ago  and  about 
the  same  time  she  began  to  feel  badly  generally 
and  to  have  pains  and  soreness  in  the  lower  abdo- 
men and  backache.  Menstrual  periods  have  been 
regular,  last  one  ending  one  week  ago.  Has  had 
no  fever  that  she  has  noticed;  no  nausea  or  vomit- 
ing. Nursed  her  baby  up  to  July  when  she  had 
appendicitis  operation.  Has  had  no  swelling  of 
lower  extremities;  no  urinary  symptoms. 

The  surgeon  who  removed  the  appendix  made 
a right  rectus  incision  and  was  able  to  explore  the 
pelvis.  He  states  that  nothing  unusual  was  noted 
at  that  time. 

The  abdominal  mass  has  increased  in  size  so 
steadily  that  patient’s  home  physician  is  some- 
what undecided  as  to  whether  she  has  a rapdly 
growing  fibroid,  a pregnancy,  or  a large  ovarian 
cyst.  Patient  states  that  the  larger  the  mass 
becomes,  the  more  pain  she  suffers,  and  comes  to 
the  hospital  for  relief. 

Physical  Examination. — -Nothing  remarkable 
other  than  the  abdominal  and  pelvic  condition. 
Temperature  100°  F.,  pulse  88;  respiration  18; 
blood  pressure  124/76.  There  is  a mass  in  lower 
central  abdomen  consistent  in  size  with  a seven 
months’  pregnancy;  not  freely  movable;  hard  and 
moderately  tender  to  pressure.  Pelvic  examina- 
tion reveals  a moderately  large  and  slightly  soft- 


ened cervix,  clean,  with  slight  mucus  discharge. 
No  differentiation  between  the  abdominal  mass 
and  the  uterus  is  possible.  Neither  ovary  can  be 
identified.  The  mass  is  fixed;  it  cannot  be  ele- 
vated at  all  by  firm  lifting  through  the  vaginal 
fornices. 

Urinalysis  shows  few  pus  cells  and  few  red 
blood  cells  in  catheter  specimen,  otherwise  nega- 
tive. Wassermann  and  Kahn  tests,  negative. 
Hemoglobin  77  per  cent;  leukocytes,  18,200;  small 
lymphocytes,  22  per  cent;  large  lymphocytes,  2 
per  cent;  large  mononuclears,  5 per  cent;  neutro- 
phils, 69  per  cent,  with  13  immature  forms; 
eosinophils,  2 per  cent.  No  malaria  found. 

With  this  clinical  and  laboratory  picture  before 
us,  it  was  suspected  that  we  either  had  a l'apidly 
growing  uterine  tumor  of  some  kind  with  degen- 
eration and  necrosis  in  the  center,  or  an  infected 
ovarian  cyst  or  ovarian  tumor. 

Operation. — On  October  14,  under  spinal  anaes- 
thesia, midline  incision  from  umbilicus  to  sym- 
physis pubis,  later  enlarged  to  above  the  level  of 
the  umbilicus. 

Peritoneum  was  greatly  thickened  and  con- 
gested. In  order  to  enter  the  free  peritoneal 
cavity,  it  was  necessary  to  go  through  the  peri- 
toneum almost  on  a level  with  the  umbilicus; 
two  previous  attempts  to  get  into  the  peritoneum 
lower  failed.  When  in  the  peritoneal  cavity,  it 
was  noted  that  the  tumor  was  intimately  attached 
to  anterior  abdominal  wall  almost  as  high  as  the 
umbilicus. 

It  could  not  be  separated.  The  tumor  mass  was 
very  hard,  covered  with  large  vessels,  and  inti- 
mately adherent  to  the  omentum  and  every  loop 
of  intestine  adjoining  it,  and  it  was  impossible  to 
introduce  the  hand  into  the  pelvis  either  in  front 
or  behind  the  tumor.  The  hand  could  be  passed 
partially  into  the  pelvis  on  the  left  of  the  mass, 
less  so  on  the  right. 

The  peritoneum  was  carefully  dissected  from  the 
anterior  surface  of  the  mass,  the  incision  enlarged 
so  that  the  upper  surface  could  be  visualized. 
Attempts  to  separate  the  loops  of  intestine  from 
the  mass  were  attended  with  so  much  bleeding 
and  difficulty  that  operation  was  about  to  be 
abandoned.  A final  effort  was  made  to  deliver  the 
tumor,  adhesions  and  all,  from  the  abdominal 
cavity.  Considerable  pressure  was  naturally 
placed  against  the  mass  in  so  doing  and  suddenly 
the  mass  ruptured,  giving  the  anesthetist  sitting 
at  the  head  of  the  table  a thorough  drenching 
with  light  yellow  pus. 

In  the  cavity  was  found  pieces  of  bone,  fully 
developed  teeth,  large  amounts  of  hair,  and  finger 
nails. 
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It  being  impossible  to  separate  the  walls  of 
this  abscess  sac  from  the  intestines,  a line  of 
cleavage  was  established  in  the  outer  wall  and 
the  whole  lining  of  the  tumor  enucleated  by  care- 
ful blunt  dissection.  Free  drainage  of  the  re- 
maining collapsed  cavity  was  provided  and  wound 
was  closed  to  exit  of  drain. 

Patient  made  an  uneventful  recovery  and  was 
discharged  from  the  hospital  on  November  2,  on 
the  nineteenth  post  operative  day. 

Pathological  examination  showed  dermoid  cyst; 
acute  and  chronic  inflammatory;  abscess. 

One  naturally  would  ask  why  we  did  not  punc- 
ture and  empty  by  suction  in  the  first  place.  I 
am  frank  to  say  that  until  it  ruptured,  I did  not 
have  the  slightest  idea  that  it  was  filled  with  fluid. 
It  seemed  too  hard  and  did  not  fluctuate  in  the 
slightest.  This  is  accounted  for  by  the  thickness 
of  its  walls  and  the  great  tension  under  which  the 
pus  was.  In  fact,  up  to  the  time  that  the  mass 
ruptured,  we  had  just  about  made  up  our  minds 
that  we  were  dealing  with  an  inoperable  malig- 
nancy. 

Pelvic  examination  the  day  before  patient  was 
discharged  showed  uterus  and  pelvic  organs  re- 
markably free  and  movable. 


Abstract  — Anemia  Simulating  Pernicious 
Anemia. — Dr.  J.  A.  K.  Birchett,  Jr. 

Patient. — White,  male,  aged  26  years,  Syrian. 

Chief  Complaint. — For  the  last  two  months  has 
been  feeling  weak,  with  shortness  of  breath  on 
exertion;  indigestion  with  sense  of  fullness  and 
slight  nausea;  no  appetite. 

Family  History. — Mother  died  six  weeks  ago 
following  an  automobile  accident.  No  tuberculo- 
sis or  cancer  in  the  family. 

Past  History. — No  serious  illness  until  two  years 
ago  when  suffered  concussion  of  brain  in  an  auto- 
mobile accident;  was  unconscious  for  several 
days.  Does  not  have  headaches  or  vertigo  and  has 
no  evidence  of  any  bad  results  from  the  accident. 
About  seven  weeks  ago,  while  driving  his  family 
through  the  country  in  an  automobile,  car  was 
turned  over,  fatally  injuring  his  mother,  who  died 
from  her  injury.  Since  that  time  patient  has 
been  greatly  depressed  and  brooded  over  his 
mother’s  death.  Cannot  sleep  at  night;  has  no 
appetite;  and  has  indigestion.  Does  not  have 
fever;  no  cough;  no  diarrhea;  no  spitting  of  blood; 
no  blood  from  bowels;  no  venereal  disease;  no 
pain  or  aching. 

Physical  Examination. — Temperature  97°  F. ; 
pulse  110,  weak;  blood  pressure,  110/80;  respira- 
tion 18.  Undernourished;  fairly  well  developed. 


Tonsils  have  been  removed;  mucous  membrane  of 
buccal  cavity  and  gums  pale  and  anemic.  Heart 
rate  rapid;  pulse  soft;  hemic  murmur  at  apex. 
Skin  sallow. 

Fluroscopic  examination  of  thorax  and  intestinal 
tract  negative. 

Blood  showed  hemoglobin  37.5  per  cent;  ery- 
throcytes, 1,176,000;  color  index,  1.7;  leukocytes, 
9,500;  small  lymphocytes,  26  per  cent;  large 
lymphocytes,  2 per  cent;  large  mononuclears,  3 
per  cent;  neutrophils,  67  per  cent,  with  26  imma- 
ture forms;  eosinophilis,  2 per  cent.  Some  aniso- 
cytocis;  some  polychromatophilia;  some  stippling; 
numerous  microcytes;  few  macrocytes;  few  normo- 
blasts. No  malaria  found.  Wassermann,  Kahn, 
and  Kline  and  Young  tests  negative.  The  urine 
and  feces,  showed  nothing  remarkable.  Gastric 
contents  showed  total  acid  32,  Free  HC1,  20;  com- 
bined acid  3;  no  lactic  acid;  no  blood. 

Procedure. — Patient  was  admitted  to  hospital 
and  a blood  transfusion  of  500  cc.  was  given. 
There  was  immediate  improvement  in  all  symp- 
toms, the  hemoglobin  and  red  cell  count  improved. 
Blaud’s  pills  and  liver  extract  were  given.  The 
improvement  has  been  steady  and  at  the  last  ex- 
amination the  erythrocytes  were  nearly  4,000,000 
and  hemoglobin  70  per  cent. 

Conclusions. — From  the  history  and  examina- 
tion, we  do  not  find  any  evidence  of  any  organic 
disease  or  any  bleeding  organ  or  membrane.  The 
blood  picture  indicated  a possible  pernicious 
anemia  and  the  other  findings,  lemon  yellow  skin 
with  waxy  appearance,  digestive  upset,  and  his- 
tory of  a profound  nervous  shock  seemed  confirma- 
tory. However,  upon  one  finding,  and  that  hydro- 
chloric acid  within  normal  limits  in  the  stomach, 
we  are  able  to  disprove  any  possibility  of  perni- 
cious anemia. 


Abstract — Syphilis  with  Hemorrhagic  Menin- 
gitis.— Dr.  L.  J.  Clark. 

Patient.- — White,  male,  aged  46  years,  single, 
farmer;  admitted  to  hospital  October  7,  1930. 

Chief  Complaint. — Intense  headache;  semi-con- 
sciousness and  restlessness.  Onset  of  illness  ap- 
parently during  the  night  preceding  admission. 
Patient  lived  alone,  and  from  appearance  of  his 
room,  it  was  assumed  that  there  had  been  some 
struggling  during  the  night.  There  were  several 
minor  injuries  about  the  body.  On  admission 
patient  was  very  restless  and  groaning,  apparently 
in  great  agony,  and  there  were  no  co-ordinated 
movements  of  the  body.  Bystanders  stated  that 
patient  had  been  complaining  the  night  before 
onset  of  illness  with  a dull  headache,  but  seemed 
otherwise  allright. 
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Past  History- — Chancre  about  15  or  20  years 
ago;  no  later  signs  of  syphilis.  Patient  later 
stated  that  he  realized  that  he  had  been  feeling 
badly  for  the  past  year. 

Family  History. — Not  remarkable. 

Physical  Examination. — Temperature  102°  F. ; 
pulse  88,  regular;  blood  pressure,  120/80;  res- 
piration, 20,  regular.  Well  developed  and  nour- 
ished, apparently  very  ill  and  restless;  mind  not 
clear,  but  not  difficult  to  handle.  Very  slight 
stiffness  of  neck;  pupils  small;  tongue  heavily 
coated;  oral  hygiene  poor.  Abdomen  slightly  dis- 
tended. Reflexes  slightly  exaggerated;  possibly  a 
slight  Kernig  present.  Scar  on  penis  from  old 
chancre.  All  tactile  and  thermal  sensations  nor- 
mal; no  evidence  of  loss  of  use  of  any  part. 

Spinal  puncture  showed  fluid  under  pressure 
and  filled  with  bright  red  blood.  No  organisms 
were  found  in  the  fluid. 

Urine  showed  1 per  cent  of  albumin  by  volume; 
numerous  pus  cells;  few  fresh  red  blood  cells; 
numerous  bacilli.  Blood  showed  leukocytes, 
8,600;  small  lymphocytes,  16  per  cent;  large  lym- 
phocytes, 2 per  cent;  large  mononuclears,  2 per 
cent;  polymorphonuclear  neutrophils,  80  per 
cent,  with  10  immature  forms;  no  malaria  found. 
Wassermann,  Kahn,  and  Kline  and  Young  tests 
all  positive  ( + + + + )•  Wassermann,  Kline  and 
Young  and  Kahn  tests  on  spinal  fluid  also  posi- 
tive ( + + + + ). 

In  three  or  four  hours  following  lumbar  punc- 
ture, patient  regained  consciousness  and  was  ap- 
parently normal  mentally. 

Treatment. — Morphine  and  luminal  for  restless- 
ness; spinal  punctures  daily.  Thio-bismol,  1 
grain,  in  muscle,  day  following  admission. 

Results. — Patient  apparently  was  responding 
well  when  he  very  suddenly  died  on  the  fourth 
night  after  admission.  Autopsy  was  not  granted. 

Remarks. — On  the  basis  of  the  positive  tests  for 
syphilis  in  blood  and  spinal  fluid  and  the  clinical 
findings,  a diagnosis  of  meningo-vescular  syphilis 
was  made.  Impending  uremia  and  diabetic  coma, 
brain  tumor,  and  injury  were  also  considered,  but 
were  ruled  out  by  study. 


FRENCH  HOSPITAL  STAFF. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  on  Friday,  October  32,  1930, 
Dr.  M.  J.  Lyons  presinding.  Those  attending  the 
meeting  were:  Drs.  H.  F.  Ader,  H.  B.  Alsobrook, 

J.  N.  Ane,  G.  C.  Anderson,  J.  J.  Baron,  L.  L. 
Cazenavette,  S.  L.  Charbonnet,  Dunn,  E.  B.  Faget, 
P.  Graffagnino,  R.  L.  Gordon,  E.  N.  Haller,  W.  H. 


Harris,  C.  P.  Holderith,  M.  Lescale,  M.  J.  Lyons, 
S.  C.  Lyons,  D.  Merendino,  A.  Noha,  F.  R.  Sharp, 
J.  F.  Sicomo,  D.  N.  Silvermann,  D.  Stewart,  M.  L. 
Stadiem,  W.  R.  Strange  and  D.  L.  Watson. 

The  minutes  of  the  last  meeting  were  read  and 
approved  and  the  reports  of  deaths  and  discharges 
were  made.  There  were'  eight  deaths  for  the 
month  of  September.  The  following  four  were 
discussed  by  the  floor — chronic  appendicitis  and 
acute  nephritis,  cesarean  section,  osteomyelitis  of 
lower  jaw  with  fracture  of  jaw,  and  the  last  a 
case  of  ulcerative  endocarditis  with  bacteremia. 

Letters  of  application  to  the  Staff  from  Dr. 
W.  A.  Lurie  and  Dr.  Earl  Hyman  were  referred 
to  the  membership1  committee.  A motion  was 
made  that  a committee  of  three  be  appointed  by 
the  chair  to  see  if  it  were  advisable  to  have  a 
consultation  before  any  cesarean  section  is  done  at 
the  hospital.  Dr.  Lyons  appointed  Drs.  Alsabrook, 
Graffagnino  and  Harris  to  serve  on  the  above 
committee.  Dr.  Lyons  also  introduced  Dr.  Dudley 
Stewart  and  welcomed  him  as  a new  member  of 
the  French  Hospital  iStaff. 

Dr.  Watson  presented  a very  unusual  case.  He 
told  of  a girl  19  years  old  who  had  suffered  with 
abdominal  pains  since  childhood.  Roentgenograms 
showed  a foreign  body  in  the  pelvis,  so  an  opera- 
tion was  performed  and  a piece  of  thick  bottle 
glass,  3%  inches  long,  was  removed  from  the 
pelvis  where  it  had  lodged  for  eleven  years,  caus- 
ing no  adhesions  or  in  any  way  injuring  the 
adjacent  organs. 

The  scientific  program  for  the  evening  was  a 
talk  by  Dr.  P.  Graffagnino  on  “Further  Results 
with  Amytal  in  Obstetrics  and  Surgery.”  Dr. 
Graffagnino  stated  that  the  real  use  of  sodium 
amytal  is  in  the  capsule  form  as  a preliminary 
to  a general  anesthetic,  that  is  only  to  prepare 
for  the  anesthetic,  not  to  replace  it.  The  method 
of  use  is  one  to  three  grains  for  children  under 
ten  years,  from  ten  years  on  six  grains,  and  six 
to  nine  grains  for  adults.  In  the  case  of  an  adult 
3 grains  are  given  3 hours  before  the  time  of 
operation,  and  6 grains  2 hours  before  the  time 
of  operation.  Sodium  amytal  produces  the  follow- 
ing effects:  (1)  It  abolishes  the  sensation  of 

pain  without  abolishing  the  pain  reflexes,  (2)  It 
produces  complete  amnesia  thus  taking  away  the 
dread  of  the  operating  room,  (3)  The  patient  goes 
to  sleep  easier  and  quicker  without  respiratory 
depression  so  that  the  anesthetic  can  be  deepened 
or  lightened,  (4)  Nausea  and  vomiting  are  abol- 
ished, and  (5)  It  has  no  effect  on  blood  pressure, 
respiration  or  pulse  rate.  It  has  also  been  used 
successfully  in  obstetrics  in  the  second  stage  of 
labor  and  for  eclamptic  convulsions. 

There  being  no  further  business  the  meeting 
adjourned. 


E.  L.  ZANDER,  M.  D. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR. 

December  1. — Eye,  Ear,  Nose  and  Throat  Hos- 
pital Staff,  8 P.  M. 

December  2. — Joint  Meeting  of  the  Orleans 
Parish  Medical  Society  with  the  New  Orleans 
Gastro-Enterological  Society  at  the  Hutchin- 
son Memorial.  Dr.  Frank  Smithies  of  Chi- 
cago will  be  the  guest  speaker. 

December  6. — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 P.  M. 

December  9. — Baptist  Hospital  Staff,  8 P.  M. 

December  10. — Touro  Infirmary  Staff,  8 P.  M. 

December  12. — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 P.  M. 

December  12. — Sanford  E.  Chaille  Memorial  Ora- 
tion. Dr.  Irving  S.  Cutter,  Dean  of  North- 
western Medical  School,  will  deliver  this 
oration. 

December  12 — French  Hospital  Staff,  8 P.  M. 

December  13.- — Election  of  Officers,  Orleans  Par- 
ish Medical  Society. 

December  13.— ANNUAL  DINNER,  ORLEANS 
PARISH  MEDICAL  SOCIETY. 

December  15. — Hotel  Dieu  Staff,  8 P.  M. 

December  16. — I.  C.  R.  R.  Hospital  Staff,  12  noon. 

December  16. — Charity  Hospital  Medical  Section, 
8 P.  M. 

December  17. — Charity  Hospital  Surgical  Section, 
8 P.  M. 

December  18. — Eye,  Ear,  Nose  and  Throat  Club, 
8 P.  M. 

December  18. — New  Orleans  Hospital  Council, 
City  Mental  Diseases  Hospital,  8 P.  M. 

December  19. — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 P.  M. 

December  19. — Mercy  Hospital  Staff,  8 P.  M. 


During  the  month  of  November,  besides  the 
regular  meeting  of  the  Board  of  Directors,  the 
Society  held  one  scientific  meeting  and  one  joint 
Clinical  Meeting  with  the  Charity  Hospital  Staff. 

The  Clinical  Meeting  was  held  November  10  in 
the  Miles  Amphitheatre,  Charity  Hospital.  Inter- 
esting cases  were  presented  and  discussed  by  the 
members. 

At  the  scientific  meeting  held  November  24,  the 
following  papers  were  read  and  discussed: 

Angina  Pectoris:  Coronary  Thrombosis  and  Coror 
nary  Sclerosis, 

By Dr.  Allan  Eustis 

Discussed  by  Drs.  J.  H.  Musser,  Chaille  Jamison, 
R.  Lyons,  I.  I.  Lemann,  N.  H.  Polmer 
The  Treatment  of  Mastoiditis  of  Infants  with 
Fractional  Doses  of  Roentgen-rays, 

By Dr.  Amedee  Granger 


Discussed  by  Drs.  Maud  Loeber  and  G.  B.  Collier 
The  Incidence  and  Significance  of  Infestation 
with  Endamoeba  Histolytica  in  New  Orleans 
and  in  the  American  Tropics, 

By Dr.  Earnest  Carroll  Faust 

Discussed  by  Dr.  S.  Simon 

At  this  meeting  the  following  Delegates  and 
Alternates  to  the  Louisiana  State  Medical  Society 
were  elected: 

Delegates — Dr.  C.  Grenes  Cole,  Dr.  F.  L.  Fenno, 
Dr.  F.  J.  Chalaron,  Dr.  H.  W.  Kostmayer,  Dr. 
S.  M.  Blackshear,  Dr.  0.  W.  Bethea,  Dr.  R.  B. 
Harrison,  Dr.  P.  Graffagnino,  Dr.  H.  Theodore 
Simon,  Dr.  L.  J.  Menville,  Dr.  M.  J.  Lyons. 

Alternates — Dr.  P.  A.  Mcllhenny,  Dr.  E.  D. 
Martin,  Dr.  H.  V.  Sims,  Dr.  J.  E.  Dupuy,  Dr. 
Allan  Eustis,  Dr.  S.  G.  Wilson,  Dr.  Homer  Dupuy, 
Dr.  G.  B.  Collier,  Dr.  Frank  Chetta,  Dr.  H.  B. 
Alsobrook. 

These  Delegates  and  Alternates  were  elected 
for  a term  of  two  years. 

The  following  officers  for  the  ensuing  year  were 
nominated  at  this  meeting: 

President — Dr.  Emmett  Irwin. 

Endorsed  by:  Drs.  H.  E.  Bernadas,  Frank 

Chetta,  Homer  Dupuy,  F.  L.  Fenno,  Louis 
Levy,  L.  J.  Menville,  W.  H.  Seemann  and 
P.  T.  Talbot. 

First  Vice-President — Dr.  E.  L.  King. 

Endorsed  by:  Drs.  Frank  Chetta,  A.  V.  Fried- 

richs, A.  H.  Gladden,  Emmett  Irwin,  L.  J. 
Menville  and  H.  Theodore  iSimon. 

Second  Vice-President — Dr.  Louis  Levy. 

Endorsed  by:  Drs.  H.  E.  Bernadas,  Jules  Dupuy 
and  H.  Theodore  Simon. 

Third  Vice-President — Dr.  Waldemar  R.  Metz. 
Endorsed  by:  Drs.  F.  L.  Fenno,  John  A.  Lan- 

ford  and  H.  Theodore  Simon. 

Secretary — Dr.  H.  Theodore  Simon. 

Endorsed  by:  Drs.  H.  E.  Bernadas,  F.  L.  Fenno 

and  P.  T.  Talbot. 

Treasurer — Dr.  John  A.  Lanford. 

Endorsed  by:  Drs.  H.  E.  Bernadas,  F.  L.  Fenno 

and  P.  T.  Talbot. 

Librarian — Dr.  Daniel  N.  Silverman. 

Endorsed  by:  Drs.  H.  E.  Bernadas,  Frank 

Chetta  and  Homer  Dupuy. 

ADDITIONAL  MEMBERS  TO  THE  BOARD 
OF  DIRECTORS. 

Dr.  C.  Grenes  Cole.  Endorsed  by:  Drs.  Jules 

Dupuy,  F.  L.  Fenno  and  Emmett  Irwin. 

Dr.  W.  P.  Gardiner.  Endorsed  by:  Drs.  Frank 

Chetta,  Jules  Dupuy  and  W.  II.  Seemann. 

Dr.  J.  D.  Rives.  Endorsed  by:  Drs.  Homer 

Dupuy,  J.  A.  Lanford  and  H.  Theodore  Simon. 
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Election  of  officers  for  1931  will  take  place 
Saturday,  December  13,  in  the  new  quarters  of 
the  Society,  1430  Tulane  avenue.  Balloting  will 
take  place  between  the  hours  of  10:00  A.  M.  and 
12:00  Noon;  2:00  and  5:00  P.  M.  and  7:00  and 

8:30  P.  M. 

Following  the  balloting  hours  the  Annual  Din- 
ner of  the  Society  will  take  place. 

On  Tuesday,  December  2,  Dr.  Frank  Smithies 
of  Chicago  will  be  the  guest  at  a joint  meeting  of 
the  New  Orleans  Gastro-Enterological  Society 
and  the  Orleans  Parish  Medical  Society. 


The  Stanford  E.  Chaille  Memorial  Oration  »vill 
be  held  Friday,  December  12.  Dr.  Irving  S. 
Cutter,  Dean  of  Northwestern  Medical  School, 
will  deliver  this  oration. 


At  the  recent  meeting  of  the  Southern  Medical 
Association  New  Orleans  was  selected  as  the  meet- 
ing place  for  1931. 


Longer  Life  Week  will  be  held  the  second  week 
of  December,  beginning  the  8th  to  the  13th. 
Plans  have  been  made  by  the  committee  to  have 
the  members  of  the  Society  make  speeches  before 
the  schools,  universities,  luncheon  clubs  and  the 
radio.  Any  member  desirous  of  helping  the  com- 
mittee in  this  endeavor  will  please  call  RAymond 
6361. 


TREASURER’S  REPORT. 


Actual  Book  Balance  9/30/30 $1,820.13 

Receipts  1,734.41 

$3,554.54 

Expenditures 3,662.87 

Overdraft  $ 108.33 

Outstanding  checks 575.39 

Overdraft  108.33 

Bank  Balance $ 467.06 


LIBRARIAN’S  REPORT. 

During  October,  74  books  were  added  to  the 
Library.  Of  these  44  were  received  by  gift,  25 
from  the  New  Orleans  Medical  and  Surgical  Jour- 
nal, 1 by  purchase,  and  2 by  binding.  New  titles 
of  recent  date  are  listed  below. 

According  to  present  indications,  we  shall  be 
moving  into  the  new  quarters  about  December  1. 
The  shelving  in  the  stock  room  is  in  process  of 
construction,  and  some  of  the  furniture  is  begin- 


ning to  arrive.  A detailed  plan  of  arrangement  is 
being  drawn  up,  which  will  facilitate  the  actual 
move  materially. 

NEW  BOOKS — OCTOBER. 

Blanton — Medicine  in  Virginia  in  the  17th  cen- 
tury. 1930. 

Bainbridge — Report  of  the  Fifth  International 
Congress  of  Military  Medicine  and  Pharmacy. 

1929. 

American  Otological  Society — Index  of  Trans- 
actions, Vol.  1-18.  1930. 

American  Medical  Association — Annual  reprints 
of  Reports  of  Council  on  Pharmacy  and  Chemistry. 

1930. 

American  Medical  Association — New  and  Non- 
official  Remedies.  1930. 

American  Climatological  Association — Trans- 
actions. 1922-29. 

Physicians  Hospital  of  Plattsburgh — Yearbook. 
1930. 

Beer — Diseases  of  the  Urinary  Tract  in  Chil- 
dren. 1930. 

Gudger — The  Candiru.  1930. 

Fishbein — Doctors  and  Specialists.  1930. 
Oliver — Stalkers  of  Pestilence.  193fy 
Rogers — Tropical  Medicine.  1930. 

Reed — Tropical  Medicine  in  the  United  States. 
1930. 

Fitch — Carlsbad  of  America.  1929. 

Hess — Rickets,  Including  Osteomalai  and  Tet- 
any. 1929. 

Ravante — Rheumatisme  blanorrhagique.  1930. 
Rea — Affections  of  the  Eye  in  General  Practice. 
1930. 

Mencrieff — Nursing  and  Diseases  of  Sick  Chil- 
dren. 1930. 

Maximow — Textbook  of  Histology.  1930. 
Jordan — Textbook  of  Histology.  1930. 

Todd — Behavior  Patterns  of  the  Alimentary 
Tract.  1930. 

Jones — Injuries  to  Joints.  1930. 

Buchanan — Physiology  and  Biochemistry  of 
Bacteria,  v.  2-3.  1930. 

Henderson — Textbook  of  Psychiatry.  1930. 
Cabot — Physical  Diagnosis.  1930. 

McPheeters — Varicose  Veins.  1930. 

Bundy — Textbook  of  Anatomy  and  Physiology. 
1930. 

Hegner — Problems  and  Methods  of  Research  in 
Protozoology.  1930. 

Smith — Baby’s  First  Two  Years.  1930. 

Burr — Practical  Psychology  and  Psychiatry. 
1930. 

American  Physicians  and  Surgeons  Congress 
Transactions.  1929. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


NOTICE. 

According  to  the  By-Laws  of  the  Louisiana 
State  Medical  Society,  dues  for  the  fiscal  year  of 
1931  are  now  due.  Secretaries  of  the  various 
Parish  Medical  Societies  should  begin  at  once  to 
collect  the  annual  State  dues  of  $7.00  from  its 
members  for  1931,  and  remit  as  promptly  as 
possible  to  the  Secretary-Treasurer  at  1430  Tu- 
lane  Avenue,  New  Orleans.  Any  members  from 
unorganized  parishes  are  requested  to  send  in 
their  dues  direct  to  the  Secretary-Treasurer  of 
the  State  Society. 

In  this  regard  we  would  like  to  call  your  atten- 
tion to  the  fact  that  the  protection  under  the 
Medical  Defense  of  the  State  Society  is  only  cov- 
ered from  the  time  that  individual  dues  are  re- 
ceived by  the  Secretary-Treasurer  of  the  State 
Society.  It  is  therefore  urgent  that  these  dues 
be  remitted  as  promptly  as  possible  in  order  that 
one  may  have  full  protection  under  our  Medical 
Defense  Act. 


THE  WOMAN’S  AUXILIARY  TO  THE  SHREVE- 
PORT MEDICAL  SOCIETY. 

The  women  of  Caddo  Parish  in  their  Auxiliary 
show  an  interest  in  medicine  and  in  certain  corre- 
lated branches  of  medicine  which  is  most  com- 
mendable. The  information  that  is  supplied  in 
the  pamphlet  issued  by  the  Woman’s  Auxiliary 
is  the  reason  for  this  statement.  Meetings  of 
the  organization  are  held  on  the  second  Wednes- 
day of  each  month  from  October  to  May.  These 
meetings  are  apparently  social  as  well  as  educa- 
tional. At  the  meeting  to  be  held  on  November 
12  there  will  be  an  address  on  Communicable  Dis- 
eases and  on  Epidemics.  At  the  meeting  of  Decem- 
ber 10  Medical  Ethics  will  be  discussed’  and  at 
the  succeeding  meetings  such  important  subjects 
as  Cancer,  Milk,  and  One  of  the  Most  Common 
Defects  in  Children  will  be  presented  by  medical 
speakers.  The  meetings  are  held  in  the  Woman’s 
Department  Club,  and'  for  each  meeting  there  is 
a hostess  and  a series  of  co-hostesses.  The  Wom- 
an’s Auxiliary  of  Caddo  Parish  is  not  only  thor- 
oughly interested  in  the  regular  'meetings,  but 
has  a variety  of  outside  interest  which  stimulates 
activity  in  the  organization.  The  President  of 
the  organization  is  Mrs.  C.  R.  Gowen,  and  the 
other  officers  are:  Mrs.  J.  L.  Scales,  First  Vice- 
President;  Mrs.  M.  R.  Purnell,  Second  Vice-Presi- 
dent; Mrs.  W.  J.  Sandidge,  Recording  Secretary; 
Mrs.  J.  M.  Bodenheimer,  Corresponding  Secretary; 
Mrs.  R.  T.  Lucas,  Publicity  Secretary;  Mrs.  W. 
R.  Harwell,  Treasurer;  Mrs.  A.  A.  Herold  and 
Mrs.  R.  G.  Douglas,  Past  Presidents. 


MEETING  OF  THE  MEXICAN  MEDICAL 
ASSOCIATION. 

A cordial  invitation  to  attend  the  above  meeting 
has  been  received  in  this  office  from  the  Mexican 
Medical  Association,  extended  to  the  medical  pro- 
fession of  the  States  of  Louisiana  and  Mississippi. 
The  meeting  will  be  held  in  the  City  of  Guadala- 
jara, Jalisco  from  November  30  to  December  6. 
Information  concerning  the  various  sections, 
methods  of  registration,  program  and  so  on  are 
on  file  in  the  Journal  Office,  and  may  be  con- 
sulted by  any  physician  who  may  be  interested 
in  attending  the  meeting. 


FELLOWSHIPS  FOR  TRAINING  IN  EXTRA- 
MURAL PSYCHIATRY. 

These  fellowships  announced  by  the  National 
Committee  for  Mental  Hygiene,  are  designed  to 
provide  special  training  for  physicians  who  have 
had  previous  hospital  training  in  psychiatry  but 
who  wish  to  prepare  themselves  for  extramural 
work  in  the  fields  of  child  guidance,  delinquency, 
education,  dependency,  and  industry.  Fellowships 
are  open  to  physicians  who  are:  under  thirty-five 
years  of  age;  graduates  of  Class  A medical 
schools;  and  who  have  had  at  least  one  year  of 
training  in  a hospital  for  mental  disease  main- 
taining satisfactory  standards  of  clinical  work  and 
instruction.  A longer  period  of  hospital  training 
is  desirable. 

Applicants  able  to  meet  these  requirements 
will  not  be  required  to  take  competitive  written 
or  oral  examinations.  Selections  will  be  made  on 
the  basis  of  length  and  type  of  previous  training 
in  formal  psychiatry;  on  general  fitness  for  the 
work  contemplated;  and  (in  most  cases)  on  the 
results  of  a personal  interview. 

These  fellowships  cover  a period  of  training 
approximately  one  year  in  length.  During  this 
training  period  trainees  usually  are  assigned  for 
three  to  four  months’  period  at  such  places  as  the 
Boston  Psychopathic  Hospital;  Judge  Baker  Foun- 
dation, Boston;  Institute  for  Juvenile  Research, 
Chicago,  and  other  places  of  a similar  nature,  as 
well  as  to  various  child  guidance  clinics  located 
in  Cleveland,  Philadelphia  and  other  cities.  Assign- 
ments to  these  training  centers  are  not  definite, 
however,  and  assignment  to  any  given  place  will 
depend  upon  the  availability  of  instruction  at 
such  place,  as  well  as  the  special  needs  of  the 
individual  trainee.  Assignments  are  not  made 
for  more  than  three  months  in  advance,  and  ad- 
herence for  the  year’s  training  period  to  a fixed 
program  in  advance  is  impossible. 
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These  fellowships  carry  stipends  at  the  rate  of 
$2,000  to  $2,500  for  the  twelve  months'  period. 

Applications  need  not  be  filed  within  stated 
periods  but  will  be  received  at  any  time.  Appli- 
cations or  inquiries  for  further  information  shall 
be  sent  to  Dr.  Frankwood  E.  Williams,  Medical 
Director,  National  Committee  for  Mental  Hygiene, 
370  Seventh  Avenue,  New  York,  N.  Y. 


TULANE  ALUMNI  BANQUET. 

The  Tulane  Alumni  banquet  at  the  Southern 
Medical  Association  meeting  was  held  in  the  Ken- 
tucky Hotel  on  Wednesday  night,  November  12. 
There  were  about  seventy-five  old  graduates  pres- 
ent. 

Arrangements  for  the  banquet  had  been  made 
by  Dr.  Arthur  T.  McCormack,  President  of  the 
Kentucky  State  Board  of  Health.  Dr.  Isidore 
Cohn  presided  at  the  banquet. 

In  responding  to  a toast  Dr.  McCormack  called 
our  attention  to  a particularly  interesting  bit  of 
information — prior  to  1920  there  had  been  five 
graduates  of  Tulane  practicing  in  Kentucky,  and 
of  these,  four  had  been  President  of  the  Kentucky 
State  Medical  Society.  The  fifth,  he  said,  could 
have  been  President  if  he  had  attended  the  meet- 
ings. 

Among  those  five  were  Dr.  Lewis  S.  McMurty, 
Dr.  Dave  Barrow  and  Dr.  Griffith.  Dr.  Griffith 
was  present  at  the  banquet.  When  Dr.  Griffith 
was  called  upon  he  recalled  the  greatness  of  many 
of  the  faculty  of  his  time,  mentioning  particu- 
larly Miles,  Chaille,  Souchon,  Lewis,  Elliott  and 
Richardson. 

Those  present  received  the  news  about  the 
Matas  Aninversary  Volume  with  enthusiasm.  Dr. 
Rembert  of  Jackson,  Mississippi,  gave  a particu- 
larly intimate  reminiscence  of  his  association  with 
Dr.  Matas. 

Dr.  C.  C.  Bass,  Dean,  addressed  the  meeting  and 
outlined  his  hopes  and  aspirations  for  the  devel- 
opment of  the  Medical  Department. 

All  present  were  rather  enthusiastic  over  the 
idea  of  coming  to  New  Orleans  for  the  next 
meeting  of  the  Southern  Medical  Association. 

ISIDORE  COHN. 


NEWS  ITEMS. 

Professors  R.  C.  Lynch  and  F.  E.  LeJeune  of 
the  Graduate  School  of  Medicine  of  The  Tulane 
University  of  Louisiana,  attended  the  meeting  of 


the  American  Academy  of  Ophthalmology  and 
Otolaryngology  held  at  Chicago,  111,,  October  26- 
November  3,  1930,  where  Prof.  Lynch  had 

charge  of  one  of  the  lecture  courses  on  “Malig- 
nancies of  the  Larynx.” 


Dr.  Urban  Maes,  Professor  of  Clinical  Surgery 
with  the  Graduate  School  of  Medicine  of  The 
Tulane  University  of  Louisiana,  attended  the  meet- 
ing of  the  Surgical  Clinical  Society  held  at  New 
York  beginning  November  17,  1930. 


The  following  members  of  the  staff  of  the 
Graduate  School  of  Medicine,  The  Tulane  Univer- 
sity of  Louisiana,  attended  the  meeting  of  the 
Southern  Medical  Association  held  at  Louisville, 
Ky.,  the  week  of  November  10,  1930: 

Prof.  R.  C.  Lynch,  who  delivered  a lecture  on 
“Tumors  of  the  Larynx.” 

Prof.  Isidore  Cohn,  Vice-President  of  the  Asso- 
ciation. 

Prof.  Elizabeth  Bass.  Prof.  Walter  Levy. 

Prof.  Kotz  Allen.  Prof.  W.  J.  Otis. 

Prof.  D.  N.  Silverman. 


A SUMMARY  OF  THE  RECORDS  OF  SIXTY- 
FIVE  CASES  OF  RECOVERIES  FROM 
LEPROSY 

A report  recently  issued  by  the  Public  Health 
Service  gives  an  interesting  summary  of  the  value 
of  medical  treatment  for  leprosy  at  the  National 
Leprosarium  which  is  conducted  by  the  Public 
Health  Service  at  Carville,  La.  More  than  300 
lepers,  men,  women  and  children,  are  under  treat- 
ment there. 

During  the  past  ten  years,  65  lepers  have  been 
discharged  from  this  hospital  as  apparently  re- 
covered from  leprosy  and  no  longer  a menace  to 
the  public  health.  The  average  period  of  hospital 
care  varied  from  5 to  9 years.  The  shortest  period 
of  treatment  was  one  and  one-half  years  and  the 
longest  was  17  years.  Practically  all  of  these 
patients  received  chaulmoogra  oil  in  some  form. 

The  basic  treatment  of  leprosy  is  similar  to 
that  for  tuberculosis,  and  all  lepers  at  the  Na- 
tional Leprosarium,  no  matter  what  medicines  are 
given,  follow  a sanatorium  regimen  of  food,  fresh 
air  and  rest;  almost  identical  with  the  prevail- 
ing in  a tuberculous  hopistal. 


A NEW  JOURNAL. 

Doctor  T.  B.  Magath  of  the  Mayo  Clinic  has 
accepted  appointment  as  editoi'-in-chief  of  the 
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new  official  journal  of  the  American  Society  of 
Clinical  Pathologists  to  be  known  as  the  Ameri- 
can Journal  of  Clinical  Pathology,  of  which  the 
first  number  will  be  issued  in  January,  1931. 

The  new  journal  will  emphasize  new  methods 
in  laboratory  work,  the  material  being  primarily 
of  a practical  and  clinical  nature.  It  is  designed 
to  be  useful  and  serviceable  to  the  technician  as 
well  as  to  the  pathologist.  For  the  present  the 
journal  will  be  published  bimonthly. 


THE  HEALTH  OF  NEW  ORLEANS. 

During  the  week  ending  October  18,  there 
occurred  in  the  City  of  New  Orleans  157  deaths, 
the  death  rate  being  17.9.  Eighteen  of  these 
deaths  were  in  children  under  one  year  of  age. 
During  the  corresponding  week  of  1929  there 
were  138  deaths,  with  a death  rate  of  16.0.  The 
following  week,  October  25,  the  death  rate  fell 
considerably,  dropping  to  138  total  deaths,  with 
a death  rate  of  15.7.  Seventy-four  of  these  deaths 
were  in  the  white  and  64  in  the  colored  race,  and 
13  were  children  under  one  year  of  age.  The 
corresponding  week  of  1929  was  very  much  high- 
er. There  occurred  151  deaths  in  this  particular 
week,  with  a death  rate  of  17.5.  The  week  end- 
ing November  1 gave  a death  rate  higher  than  the 
preceding  week,  but  lower  than  the  death  rate 
for  the  first  44  weeks  of  the  year,  which  is  17.5. 
In  this  week  there  were  152  deaths,  87  of  those 
dying  being  members  of  the  white  race  and  65 
colored.  There  were  19  infantile  deaths  and  the 
total  rate  per  one  hundred  thousand  deaths  was 
17.3.  The  last  week  for  which  the  Bureau  of 
Census  has  issued  statistics  is  that  of  November  8. 
During  this  week  there  were  143  deaths,  88  white 
and  55  colored,  19  of  whom  were  infants.  The 
death  rate  for  this  particular  week  was  16.3.  The 
infant  mortality  rate  of  New  Orleans  is  high. 
Among  the  white  children  the  rate  is  considerably 
higher  than  it  is  in  most  cities  in  this  country, 
while  the  rate  among  colored  children  is  extreme- 
ly high,  as  it  is  among  all  southern  cities  who 
report  upon  the  death  rate  of  their  colored  popu- 
lation. 

The  following  physicians  attended  the  meeting 
of  the  Southern  Medical  Association  held  in  Ken- 
tucky last  month: 


Isidore  Cohn,  Christian  G.  Cole,  Oscar  Dowling, 
M.  J.  Lyons,  Walter  J.  Otis,  T.  B.  Sellers,  Kotz 
Allen,  C.  C.  Bass,  W.  R.  Buffington,  Homer  Dupuy, 
Val  H.  Fuchs,  E.  S.  Hatch,  Emmett  L.  Irwin, 
Chaille  Jamison,  F.  M.  Johns,  J.  A.  Lanford,  I.  I. 
Lemann,  A.  L.  Levin,  H.  E.  Menage,  L.  Von  Mey- 
senbug,  J.  H.  Musser,  J.  A.  O’Hara,  J.  N.  Rous- 
sel, D.  N.  Silverman,  M.  T.  Van  Studdiford,  N.  F. 
Thiberge,  H.  R.  Unsworth,  L.  W.  Alexander,  Ar- 
thur Caire,  Lily  L.  Dismuke,  C.  S.  Holbrook,  W. 
E.  Levy,  R.  C.  Lynch,  H.  Theodore  Simon  H.  W. 
E.  Walther,  all  of  New  Orleans;  W.  W.  Smith, 
J.  E.  Knighton,  W.  J.  Sandidge,  J.  C.  Willis,  Jr., 
J.  G.  Yearwood,  all  of  Shreveport;  B.  L.  Bailey, 
Epps;  R.  McG.  Carruth,  New  Roads;  S.  George 
Kreeger,  Lake  Charles. 


CONSOLIDATION  OF  THE  ABBOTT  LABORA- 
TORIES AND  THE  SWAN-MYERS  COMPANY. 

Announcement  has  been  made  by  the  Abbott 
Laboratories  that  they  have  combined  with  the 
Swann-Myers  Company  of  Indianapolis.  The  pur- 
pose of  this  combination  is  to  enlarge  the  research 
facilities  and  personnel  of  both  companies,  as  well 
as  to  expand  their  business  of  distributing  phar- 
maceutical productions. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATION. 

An  open  competitive  examination  for  the  posi- 
tion of  toxicologist  and  senior  toxicologist  will  be 
held  not  later  than  November  26,  1930.  This  is 
not  a competitive  examination  but  the  competi- 
tors will  be  rated  on  their  education,  experiences 
or  past  positions.  Information  concerning  this 
examination  is  on  file  in  the  Journal  Office. 


PREPAREDNESS  IN  DISASTER. 

Dr.  J.  A.  O’Hara,  President  of  the  Louisiana 
State  Board  of  Health,  has  sent  out  rather  exten- 
sively throughly  the  state  a mimeographed  copy 
of  suggestions  under  the  above  head.  He  calls 
attention  to  the  present  organization  of  the  State 
Board  of  Health,  and  in  what  way  it  would  help 
in  time  of  disaster  chiefly  in  public  health  meas- 
ures. This  is  an  excellent  little  brochure  which 
is  pertinent  and  valuable.  It  should  be  read  by 
all  members  of  the  medical  profession. 
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L.  S.  Lippincott,  Editor 

H.  L.  Rush,  Associate  Editor  D.  W.  Jones , Associate  Editor 


FROM  OUR  PRESIDENT. 

DEFENSE. 

The  attention  of  all  members  is  called  to  the 
fact  that,  to  secure  full  benefit  of  the  defense 
feature,  dues  must  be  paid  by  January  first.  The 
By-Laws  reads:  “The  fiscal  years  of  the  Associa- 

tion and  its  component  county  Societies  shall  be- 
gin January  first  of  each  year,  but  membership 
in  the  State  Association  shall  not  lapse  until  April 
the  first  of  the  following  year,  except  insofar  as 
it  pertains  to  Medical  Defense  protection,  in  which 
membership  shall  lapse  with  the  calendar  year. 

In  other  words,  we  have  15  months  membership 
but  only  12  months  defense,  and  since  the  calendar 
year  ends  at  midnight  December  31,  we  should 
pay  our  dues  on  or  before  that  date.  If  we  don’t, 
and  happen  to  be  called  out  at  two  o’clock  in  the 
morning  of  January  first  to  a case  in  which  some- 
thing happens  for  which  we  are  sued — don’t  blame 
the  Council  if  it  refuses  to  defend  the  case.  It 
can’t  help  itself — or  help  us.  So  let’s  all  pay 
our  dues  in  December. 

With  best  wishes  for  a Merry  Christmas  to  all 
good  members. 


THE  ORATOR. 

It  gives  us  the  utmost  pleasure  to  be  able  to 
announce  that  Dr.  James  B.  Bullitt,  professor  of 
Anatomy  of  the  University  of  North  Carolina  has 
accepted  the  invitation  to  deliver  the  Oration  at 
the  1931  meeting. 

Dr.  Bullitt,  during  his  professorship  at  Ole 
Miss.,  was  an  extremely  valuable  and  popular 
member  of  the  Association  and  served  for  several 
years  as  Councillor  of  the  second  district.  He  was 
president  of  Council  at  the  time  he  severed  his 
connection  with  the  Association. 

His  many  friends  will  look  forward  to  his  visit 
with  interest  and  expect  a great  deal  from  his 
address,  even  though  he,  in  his  modesty,  classes 
himself  as  “a  perfectly  rotten  orator.” 


COMMITTEE  ON  SUGGESTIONS. 

So  many  suggestions  “for  the  good  of  the  order” 
have  come  to  the  President’s  desk  that  it  has  been 
decided  to  “pass  the  buck”  and  create  a committee 
to  handle  them.  This  committee  will  consider  any 
suggestion  that  any  member  may  care  to  submit. 
It  will  be  accorded  the  privilege  of  not  furthering 
any  suggestions  of  which  it  does  not  approve, 
but  anything  of  which  it  disapproves  may,  of 


course,  be  brought  up  in  the  regular  course  of 
business,  just  as  if  it  had  not  been  submitted  to 
the  committee.  In  other  words,  the  function  of 
the  committee  will  be  to  facilitate  business,  not 
to  muzzle  anybody. 

The  members  of  the  committee  are  Drs.  W.  H. 
Frizell,  J.  S.  Ullman,  and  S.  W.  Johnston. 

E.  F.  HOWARD,  M.  D. 


AN  INVITATION  TO  YOU. 

Every  member  of  the  Louisiana  State  Medical 
Society  and  of  the  Mississippi  State  Medical  Asso- 
ciation is  cordially  invited  and  urged  to  attend 
the  Joint  Meeting  of  the  Fifth  District  Medical 
Society  of  Louisiana  and  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Association  of  Missis- 
sippi, at  the  Y.  M.  C.  A.,  Vicksburg,  Tuesday, 
December  9,  6 p.  m. 

A banquet  will  be  served  promptly  at  6 p.  m. 

The  Scientific  Program  includes: 

The  Occurrence  of  Luetic  Nephritis  in  Infancy 
and  Childhood. — Dr.  W.  W.  Butterworth  New 
Orleans,  La. 

The  Anatomy  and  Surgical  Treatment  of  Un- 
descended Testicle. — Dr.  Virgil  S.  Counseller,  Ro- 
chester, Minn. 

Cardiac  Pain;  Characteristics  and  Significance. 
— Dr.  James  G.  Carr,  Chicago. 

As  special  guests  of  the  Societies  at  this  meet- 
ing, will  be  Dr.  Hermann  B.  Gessner,  New  Or- 
leans, President  of  the  Louisiana  State  Medical 
Society;  Dr.  E.  F.  Howard,  Vicksburg,  President 
of  the  Mississippi  State  Medical  Association;  and 
Dr.  Felix  J.  Underwood,  Jackson,  President  of  the 
Southern  Medical  Association. 

Other  distinguished  guests  who  have  already 
accepted  invitations  to  be  present  include  Dr. 
John  C.  Culley,  Oxford,  President-Elect  of  the 
Mississippi  State  Medical  Association;  Dr.  C.  P. 
Gray,  Councilor,  5th  District,  Louisiana  State 
Medical  Society;  Dr.  D.  J.  Williams,  Gulfport, 
President,  and  Dr.  D.  W.  Jones,  Jackson,  Secre- 
tary of  the  Council,  Mississippi  State  Medical  As- 
sociation; Dr.  T.  M.  Dye,  Clarksdale,  Secretary, 
Mississippi  State  Medical  Association;  Dr.  Lucien 
S.  Gaudet,  Natchez,  Chairman  of  Section  on  Eye, 
Ear,  Nose  and  Throat,  Mississippi  State  Medical 
Association;  and  Dr.  E.  LeRoy  Wilkins,  Clarks- 
dale, Member  of  Committee  on  Scientific  Work, 
Mississippi  State  Medical  Association. 
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The  Societies  are  expecting  an  attendance  of 
well  over  one  hundred  at  this  meeting.  The  Vicks- 
burg bridge  is  open  and  doing  business;  good 
roads  and  railroad  service  North,  South,  East  and 
West;  the  river  also  is  still  navigable.  You  are 
requested  to  mail  a card  to-day  to  the  Secretary, 
Dr.  Leon  S.  Lippincott,  Box  303,  Vicksburg,  say- 
ing that  you  are  coming.  A place  will  then  be 
waiting. 

Committee  on  Reception  and  Greeting:  Drs. 

E.  H.  Jones,  W.  H.  Parsons,  F.  Michael  Smith,  and 
G.  M.  Street.  The  committee  says  come  early  and 
see  something  of  historic  Vicksburg  and  its  medi- 
cal facilities  and  activities. 

E.  F.  HOWARD,  M.  D. 


DR.  S.  H.  HAIRSTON. 

After  many  months  of  long  and  patient  suffer- 
ing Dr.  Samuel  Henry  Hairston  died  at  7 :20  Mon- 
day night,  October  20,  1930. 

’ Dr.  Hairston  was  born  at  Crawford,  Lowndes 
County,  Mississippi,  January  25,  1880.  He  attend- 
ed the  country  schools  after  which  he  entered  A. 
and  M.  College  where  he  received  the  degree  of 
B.  S.  Following  completion  of  the  course  at  A. 
and  M.  College,  he  entered  Louisville  Medical 
College,  Louisville,  Ky.,  where  he  finished  in  1904. 

During  1902  he  was  interne  at  Mississippi  State 
Charity  Hospital,  Vicksburg.  His  first  location 
was  at  Chicora,  Mississippi,  where  he  remained  a 
shoi't  time  and  about  25  years  ago  he  moved  to 
Meridian  where  he  has  lived  since. 

Dr.  Hairston  was  for  eight  years  superinten- 
dent of  the  Matty  Hersee  Hospital  and  following 
this  he  had  been  surgeon-in-charge  at  the  Meri- 
dian Sanitarium.  He  has  been  very  active  in  all 
civic  and  fraternal  affairs  being  especially  inter- 
ested in  the  Boy  Scout  movement.  He  was  a 32nd 
degree  Mason,  Shriner,  Rotarian  and  an  elder  of 
the  First  Presbyterian  church.  He  was  also  con- 
sulting surgeon  of  the  Southern  Railway  System 
and  the  Mobile  and  Ohio  Railroad  Company. 

Dr.  Hairston  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  the  American  Medical  Asso- 
ciation and  a member  of  the  Southern  Medical 
Association,  Mississippi  State  Medical  Associa- 
tion, East-Mississippi  Four-County  Medical  So- 
ciety and  of  the  Southern  Railway  Surgeons  Asso- 
ciation, in  all  of  which  he  took  a very  active  part. 
He  was  at  one  time  pi’esident  of  East-Mississippi 
Four-County  Society. 

Dr.  Hairston  was  very  much  interested  in  Y. 
M.  C.  A.  work  and  gave  freely  time  and  talent  to 
this  cause. 

I.  W.  COOPER,  M.  D. 


COUNTY  SECRETARIES  TAKE  NOTICE. 

You  have  probably  noticed  how  infrequently 
the  Medical  News  Department  of  the  Journal  of 
the  American  Medical  Association  carries  any- 
thing about  Mississippi  and  its  doctors.  In  answer 
to  an  inquiry  as  to  the  reason  for  this,  the  fol- 
lowing letter  has  been  received: 

“We  are  very  anxious  to  get  medical  news  from 
Mississippi  for  use  in  our  department  of  THE 
JOURNAL,  and  the  reason  such  news  has  not 
appeared  more  frequently  in  the  past  is  because 
we  have  not  had  the  sources  of  such  items. 

“Would  it  not  be  a good  plan  to  insert  in  your 
journal  a notice  that  county  secretaries  are  re- 
quested to  act  as  reporters  for  the  Medical  News 
department  of  THE  JOURNAL.  This  would  in- 
clude mailing  programs  of  all  meetings  to  us  and 
also  the  notification  of  the  deaths  and  marriage  of 
physicians,  as  well  as  keeping  us  informed  of  all 
medical  activities  of  the  state.” 

“Very  truly  yours, 

News  Editor 

JOURNAL  OF  THE  AMERICAN  MEDICAL 

ASSOCIATION.” 

Will  you  not  make  a note  and  keep  it  on  your 
desk  to  carry  out  the  suggestions  above. 

Let’s  let  the  other  part  of  the  country  know 
that  there  are  doctors  in  Mississippi! 


Dr.  I.  W.  Cooper,  Councilor  from  Mississippi, 
Southern  Medical  Association,  was  very  active  in 
urging  the  doctors  of  Mississippi  to  attend  the 
Annual  Meeting  this  year.  Especially  his  letter 
of  October  27  to  the  members  of  the  Mississippi 
State  Medical  Association  should  have  had  a fine 
effect  on  every  man  who  could  possibly  get  away 
for  this  meeting. 


ANDERSON  INFIRMARY. 

A regular  meeting  of  the  staff  of  the  Anderson 
Infirmary,  Meridian,  was  held  on  October  31.  In 
addition  to  the  usual  business  of  the  staff  and 
analysis  of  the  work  of  the  hospital,  the  follow- 
ing special  case  reports  were  presented: 

Report  of  Abortion  with  Unusual  Symptoms. — 
Dr.  H.  S.  Gully. 

Case  of  Prolonged  Undiagnosed  Fever  of  Four 
Months’  Duration. — Dr.  W.  Jeff  Anderson. 

Dr.  H.  F.  Tatum  is  President  of  the  Staff. 


NORTH-EAST  MISSISSIPPI  THIRTEEN  COUN- 
TIES MEDICAL  SOCIETY. 

Dr.  W.  H.  Anderson  has  the  following  to  say 
editorially  in  the  October  issue  of  “The  Missis- 
sippi Doctor:” 
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“Five  of  our  fellow  comrades  have  fallen  and 
passed  on  within  the  last  few  months.  Drs.  J. 
F.  Aycock,  J.  Augustus  Evans,  William  Howard 
Miller,  J.  S.  Voyles,  and  Chas.  Daniel  Shipp.  We 
miss  them  and  regret  their  going.  We  reverence 
their  memory.  We  offer  our  sympathy  to  their 
families,  relatives  and  friends.  You  will  read  in 
the  next  issue  resolutions  and  a brief  sketch  of 
the  life  and  work  of  each,  prepared  by  the  Com- 
mittee on  Necrology,  of  which  Dr.  W.  A.  Johns, 
of  Corinth,  is  chairman.  This  seems  like  a large 
toll  for  our  society  and  it  is  for  this  short  time. 
But  taking  the  state  as  a whole,  it  is  not.  Up  to 
date  this  year,  the  membership  has  totaled  about 
fifty.  A large  number,  nearly  fifty  per  cent,  have 
died  of  heart  trouble.  This  is  a strong  warning.  We 
need  to  practice  what  we  advise:  regular  examina- 
tions once  or  twice  a year,  and  in  some  way  we 
need  to  be  relieved  of  some  of  the  stress  and 
strain  which  comes  to  us  in  more  than  a double 
portion.” 

“Dr.  J.  W.  Price,  Booneville,  and  Mrs.  Velma 
Holley  Gilbert  were  married  on  October  14.  Mrs. 
Gilbert  is  a member  of  the  well  known  and  splen- 
did Holley  families  of  Prentiss  County.  Dr.  Price 
is  a son  of  the  late  distinguished  and  beloved  Dr. 
D.  T.  Price  of  Booneville.  Dr.  Wesley  practiced 
with  his  father  in  Booneville  for  a while  and  then 
did  eye,  ear,  nose  and  throat  work  in  Memphis 
for  a number  of  years,  where  he  was  recognized 
as  one  of  the  leaders  in  this  special  branch  of  the 
profession.  He  has  not  been  engaged  in  active 
practice  for  the  last  few  years.  We  offer  our 
congratulations  to  this  splendid  couple.” 


NATCHEZ  CHARITY  HOSPITAL. 

“The  Natchez  Charity  Hospital  staff  meetings 
are  held  each  third  Tuesday,  at  8 o’clock  P.  M. 
At  the  last  meeting  two  very  interesting  and  in- 
structive case  reports  on  acute  osteo-myelitis  were 
presented  by  Drs.  Roberts  and  Butler.  These  cases 
were  freely  discussed,  resulting  in  a great  deal  of 
valuable  information  in  the  handling  of  this  dis- 
ease. It  was  pointed  out  that  early  diagnosis  and 
treatment  meant  everything  to  the  patient;  but,  as 
every  physician  knows,  this  is  not  always  easy,  as 
in  one  of  these  cases,  about  a week’s  time  had 
elapsed  from  the  onset  of  the  disease  until  the 
patient  was  sent  to  the  hospital.  Drainage  was 
instituted,  which  relieved  the  patient  of  much 
suffering  and  toxemia,  but  much  damage  to  the 
bone  had  resulted. 

“Dr.  J.  A.  Rayburn,  Superintendent,  attended 
the  American  Hospital  Association  Meeting  at 
New  Orleans,  October  20-24.” 


CENTRAL  MEDICAL  SOCIETY. 

Dr.  W.  L.  Hughes,  Secretary,  reports  that  a 
meeting  of  the  Central  Medical  Society  was  held 
in  the  Convention  Hall  of  the  new  Robert  E.  Lee 
Hotel  on  October  28,  and  was  attended  by  seventy 
members  of  the  Society.  The  Society  is  indebted 
to  the  new  hotel  for  an  assembly  room  that  is 
complete  in  every  detail.  The  thirty-minute  clinic 
preceding  the  Scientific  program  has  developed 
into  one  of  the  most  interesting  features  of  the 
meetings,  and  the  quality  and  interest  of  these 
cases  grow  with  each  meeting. 

The  program  for  the  clinic  was  as  follows: 

1.  A Discussion  of  the  Latest  Method  of  Treat- 
ing Chronic  Leg  Ulcers,  With  Presentation  of  Two 
Cases. — Dr.  H.  R.  Shands. 

2.  Presentation  of  a Case  of  Arterio-Venous 
Aneurysm  of  the  Common  Carotid  Following  a 
Bullet  Wound. — Dr.  John  H.  McLean. 

3.  Presentation  of  a Case  of  Granuloma  Ingui- 
nale as  Proven  by  Demonstration  of  the  Donovan 
Bodies  Under  the  Microscope  and  a Response  to 
Specific  Treatment.— Dr.  John  H.  McLean. 

The  Scientific  Program  included  the  following: 

1.  Pernicious  Anemia. — Dr.  G.  W.  F.  Rem- 
bert.  This  was  a very  thorough  discussion  of  this 
disease  and  included  a review  of  the  latest  litera- 
ture. 

2.  Eye  Symptoms  that  can.be  Utilized  by  the 
Internist. — Dr.  W.  S.  Sims.  Dr.  Sims  discussed 
and  illustrated  by  colored  drawings  in  a very  in- 
teresting manner  some  of  the  most  common  and 
important  eye  manifestations  in  general  diseases. 

3.  Doctors  and  Things,  Including  Local  and 
Vocal  Anestehsia. — Dr.  John  Darrington.  Dr. 
Darrington  gave  a very  interesting  and  humerous 
comparison  of  present  day  medicine  and  medicine 
as  practiced  thirty  years  ago. 

Dr.  W.  B.  Dobson,  Frank  Hagaman,  and  J.  F. 
Armstrong  attended  the  meeting  of  The  American 
College  of  Surgeons  in  Philadelphia  from  October 
13  to  17. 

Drs.  L.  B.  Neal  and  Frank  Hagaman  attended 
the  International  Post-Graduate  Medical  Assem- 
bly in  Minneapolis  from  October  20  to  27,  visit- 
ing the  Mayo  Clinic  enroute. 

Dr.  George  E.  Adkins  attended  the  meeting  of 
the  American  Academy  of  Ophthalmology  and 
Oto-Laryngology  in  Chicago  from  October  27 
to  31. 
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CHARLES  THOMPSON  CHAMBERLAIN. 

The  death  of  Dr.  C.  T.  Chamberlain,  about 
12:30  o’clock  on  the  morning  of  November  6, 
came  as  a profound  shock  to  the  members  of  his 
family  and  friends,  and  caused  a pall  of  sorrow  to 
spread  over  the  entire  city. 

While  Dr.  Chamberlain  had  been  ill  for  some 
time,  it  was  not  thought  that  he  was  at  the 
point  of  death. 

Having  lived  his  entire  life  in  Natchez — and 
having  given  untiringly  of  his  services  and  skill 
to  the  citizenship  of  the  community,  Dr.  Cham- 
berlain numbered  his  friends  by  the  legion.  Pos- 
sessing all  of  the  traits  of  a true  Christian  gentle- 
man; generous  of  the  convictions  of  others;  pos- 
sessing a lovable  personality;  charitable  to  the 
greatest  extent,  and  upright  and  honest  in  his 
dealings  with  his  fellow  men — he  was  greatly 
loved  and  highly  esteemed  by  all  with  whom  he 
came  in  contact. 

He  was  born  July  18,  1880,  in  Natchez,  and  his 
parents  were  the  late  Charles  T.  Chamberlain  and 
Mary  Fleming  Chamberlain. 

He  received  his  early  education  in  the  schools 
of  Natchez  and  later  attended  Tulane  University 
in  New  Orleans,  from  which  he  was  graduated  as 
Doctor  of  Medicine  in  1902.  He  served  two  years 
in  the  Natchez  Charity  Hospital  and  one  year  as 
assistant  house  surgeon  of  that  institution  before 
entering  private  practice.  Later  he  established 
the  Chamberlain  Sanitarium  and  built  up  an  ex- 
tensive practice,  in  which  he  devoted  most  of  his 
attention  to  surgery. 

Shortly  after  the  United  States  declared  war 
on  Germany  he  closed  his  institution  and  aban- 
doned his  practice  to  join  the  Tulane  Base  Hos- 
pital unit.  After  a short  while  with  it  he  was 
sent  with  his  surgical  team  to  Paris  and  worked 
in  the  American  Red  Cross  Hospital  No.  2 until 
the  end  of  September,  1918,  when  he  was  pro- 
moted to  the  rank  of  -major  and  assigned  to  the 
command  of  a Mobile  hospital  unit.  Hostilities 
ceased  before  he  could  assemble  his  command. 
Not  long  after  the  Armistice  he  suffered  a severe 
attack  of  influenza,  which  left  him  with  multiple 
neuritis.  This  incapacitated  him  for  nearly  a 
year  after  his  return  to  the  States  in  1919. 

Dr.  Chamberlain  was  a Fellow  of  the  American 
College  of  Surgeons  and  of  the  American  Medical 
Association.  He  was  a shriner,  a Knight  Templar 
and  an  Elk,  as  well  as  a member  of  Kappa  Alpha 
fraternity. 

Dr.  Chamberlain  is  survived  by  his  widow,  Mrs. 
Ettise  Jones  Chamberlain  and  two  children, 
Charles  T.  Chamberlain,  a student  in  medicine  at 
Tulane,  and  Miss  Mary  Calhoun  Chamberlain,  and 


one  brother,  Dr.  John  F.  Chamberlain,  and  two 
sisters,  Mrs.  Mary  Chamberlain  Jones  and  Miss 
Annie  Buck  Chamberlain,  all  of  Natchez. 

Simple,  but  beautiful  and  impressive  services, 
conducted  by  Rev.  Joseph  Keuhnle,  rector  of 
Trinity  Church,  marked  the  last  for  this  splendid 
citizen.  The  funeral  was  held  at  4 o’clock,  No- 
vember 6.  J.  S.  ULLMAN. 


JACKSON  INFIRMARY. 

A regular  monthly  meeting  of  the  Staff  of  the 
Jackson  Infirmary  was  held  on  October  8,  with 
Dr.  G.  E.  Adkins,  President,  presiding. 

Dr.  Gordin  demonstrated  the  various  uses  of 
the  radio-cautery  and  indicated  its  special  ad- 
vantages in  various  kinds  of  surgical  work. 

There  were  no  institutional  deaths  for  the 
month. 

A scientific  paper,  “Varicose  Veins  of  the  Eso- 
phagus,” with  report  of  a case,  was  presented  by 
Dr.  Gordin,  followed  by  a general  discussion. 

Those  present  at  the  meeting  were:  Doctors 

Crisler,  Basinger,  Wilde,  Hughes,  Hand,  Long, 
Howard,  Smithson,  Gordin,  Bullock,  Hall,  Moseley, 
Walker,  Rembert,  Maxwell,  Mayfield,  Renfeldt, 
Sam  McLean,  Adkins  and  Womack. 

Dr.  N.  C.  Womack  is  Secretary  of  the  Staff. 


BAPTIST  HOSPITAL. 

The  regular  monthly  meeting  of  the  Staff  of  the 
Baptist  Hospital,  Jackson,  was  held  on  October 
13.  In  the  absence  of  the  President,  Dr.  Frank 
Hagaman,  Dr.  Robin  Harris  presided. 

Drs.  G.  C.  Russell,  J.  K.  Bullock  and  W.  F. 
Hand  were  elected  to  membership  on  the  Staff. 

Interesting  cases  were  reported  by  Drs.  Harris, 
Shands,  Wilson,  Anderson,  Hooper  and  McLean. 

Of  particular  interest  were  two  cases  of  coro- 
nary thrombosis,  with  pathological  specimens, 
presented  by  Dr.  Wilson. 

Dr.  Sam  McLean  reported  an  interesting  case 
of  chronic  priapism  and  various  treatments  used 
in  such  cases. 


COMMUNICABLE  DISEASES. 

The  bureau  of  Communicable  Diseases  of  the 
Mississippi  State  Board  of  Health  reports  for 
the  month  of  September:  typhoid  fever,  127; 
small  pox,  6;  diphtheria,  87.  ALL  COULD  HAVE 
BEEN  PREVENTED  BY  PROPER  IMMUNIZA- 
TION! 


WOMEN’S  AUXILIARY. 

Mrs.  L.  L.  Polk,  President  of  the  Women’s 
Auxiliary  of  the  Mississippi  State  Medical  Asso- 
ciation, has  been  ill  in  bed  from  influenza  and  its 
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complications  for  some  three  weeks.  She  was 
unable  to  attend  the  meeting  of  the  Auxiliary  held 
in  connection  with  the  meeting  of  the  Southern 
Medical  Association.  Her  many  friends  will  be 
much  pleased  to  learn  that  she  is  now  somewhat 
improved  and  will  wish  for  her  an  early  and  com- 
plete recovery. 


Dr.  Edward  C.  O’Cain,  Winona,  writes,  “I  am 
leaving  for  the  Southern  Medical  Meeting  tomor- 
row, and  if  I don’t  spend  all  of  my  money  in 
Louisville,  I expect  to  visit  several  of  the  other 
medical  clinics  before  returning.” 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary,  reports  that  the 
Pike  County  Medical  Society  met  in  the  Palm 
Room,  McColgan  Hotel,  McComb,  on  November 
6,  with  18  members  present.  Following  a very 
delightful  dinner,  a business  session  was  held. 

The  President  appointed  a committee,  consist- 
ing of  Drs.  M.  D.  Ratcliff  and  E.  M.  Givens,  to 
draft  resolutions  of  respect  for  Dr.  E.  B.  French, 
who  died  October  10. 

The  Secretary  was  asked  to  write  to  Dr.  W.  S. 
Lampton,  Magnolia,  in  behalf  of  the  Society,  ex- 
pressing sympathy  of  the  members  of  the  Society 
in  the  death  of  Mrs.  Lampton,  who  died  Octo- 
ber 30. 

The  President  made  an  appeal  to  the  members 
of  the  Society  for  a full  attendance  at  the  Decem- 
ber meeting,  that  being  the  last  meeting  for  the 
year  and  the  time  for  the  election  of  officers  to 
serve  during  1931. 

The  Scientific  Program  included  a paper  by 
Dr.  L.  J.  Rutledge  on  “Artificial  Feeding  of  Nor- 
mal Infants.”  This  paper  was  very  interesting 
and  brought  out  some  very  fine  points  on  the 
subject.  The  paper  was  discussed  by  Drs.  R.  H. 
Brumfield,  T.  E.  Hewitt,  D.  T.  Brock,  W.  M. 
Biggs,  M.  D.  Ratcliff  and  L.  D.  Dickerson.  Dr. 
Rutledge  closed. 

The  Society  discussed  the  idea  of  inviting  the 
ladies  to  the  December  meeting. 

The  next  meeting  of  the  Pike  County  Medical 
Society  will  be  held  in  the  Palm  Room,  McColgan 
Hotel,  on  December  4 at  7 P.  M. 

Mrs.  W.  S.  Lampton,  wife  of  Dr.  W.  S.  Lamp- 
ton,  Magnolia,  Health  Officer  of  Pike  County,  died 
on  October  30,  following  several  months  of  illness. 
Mrs.  Lampton  leaves  her  husband  and  two  chil- 
dren— a son  and  a daughter. 


MISSISSIPPI  STATE  BOARD  OF  HEALTH. 
The  following  attended  the  meeting  of  the 
American  Public  Health  Association  at  Fort 
Worth,  October  27-30:  Dr.  T.  W.  Kemmerer, 
Director  of  Laboratories,  State  Board  of  Health, 


Jackson,  and  Mrs.  Kemmerer;  Dr.  W.  E.  Noblin, 
Director  of  the  Hinds  County  Health  Department, 
Jackson;  Dr.  Felix  J.  Underwood,  State  Health 
Officer,  Jackson;  Dr.  H.  A.  Kroeze,  State  Sanitary 
Engineer,  Jackson;  Dr.  J.  W.  Dugger,  State  Fac- 
tory Inspector,  Jackson.  A pleasant  and  profitable 
trip  was  reported  by  all. 

Dr.  and  Mrs.  Kemmerer  also  attended  the  ad- 
journed meeting  of  the  American  Public  Health 
Association  which  was  held  in  Mexico  City  from 
November  1 to  8. 

Dr.  W.  B.  Jackson,  Director  Medical  and  Sani- 
tary Service,  Nigeria,  West  Africa,  and  Dr.  A.  J. 
Warren  of  the  Rockefeller  Foundation,  New  York, 
were  visitors  to  the  State  Health  Department 
during  October.  The  purpose  of  their  visit  was  to 
observe  methods  of  health  work  in  this  state. 

Dr.  L.  W.  Hackett,  Rome,  Italy,  was  a visitor  to 
the  Mississippi  State  Board  of  Health  on  Novem- 
ber 4,  5 and  6.  Dr.  Hackett  spent  most  of  his 
time  in  the  field  studying  malaria  control  meas- 
ures used  in  this  state.  Dr.  Hackett  has  been 
stationed  at  Rome  for  six  years  and  has  charge 
of  malaria  control  activities  there. 

The  following  attended  the  meeting  of  the 
Southern  Medical  Association  at  Louisville,  No- 
vember 11-14:  Dr.  Mark  F.  Boyd,  Jackson;  Dr. 
I.  W.  Cooper,  Meridian;  Dr.  W.  W.  Crawford, 
Hattiesburg;  Dr.  George  E.  Riley,  Jackson;  Mr. 
Nelson  H.  Rector,  Cleveland;  Dr.  Felix  J.  Under- 
wood, Jackson. 

Dr.  Underwood  went  to  Washington,  D.  C., 
from  Louisville  to  attend  the  meeting  of  the 
White  House  Conference  for  the  promotion  of 
child  hygiene  and  welfare.  President  Hoover 
called  this  conference  and  1500  workers  in  health 
and  welfare  work  will  gather  in  Washington, 
November  19-22. 


The  following  letter  in  regard  to  barber  shop 
sanitation  has  been  sent  to  each  health  officer  and 
to  the  three  barber  examiners  of  Mississippi. 

“Several  times  recently  inspectors  have  found  a 
mug  in  a barber  shop  where  the  barber  insisted 
upon  having  a mug  in  the  shop  to  shave  himself. 
We  have  advised  each  barber  that  it  will  be  neces- 
sary for  him  to  keep  the  mug  in  his  room  at  home 
and  use  it  there. 

“We  also  found  in  several  instances  hair  brushes 
that  the  barbers  claimed  belonged  to  customers 
and  were  used  on  only  the  customers  they  be- 
longed to,  and  that  they  (the  barbers)  had  been 
asked  to  take  care  of  the  hair  brushes  between  the 
customer’s  visits  to  the  shops.  We  have  told  these 
barbers  that  they  would  have  to  ask  the  customer 
to  bring  his  brush  with  him,  brush  his  own  hair, 
and  take  the  brush  with  him  upon  leaving  the 
shop.  In  other  words  the  hair  brush  could  not  be 


428 


Mississippi  State  Medical  Association 


left  in  the  shop,  and  if  a customer  brought  his 
brush  with  him,  the  barber  would  not  be  permitted 
to  use  it;  the  customer,  of  course,  could  use  it 
himself. 

“Unless  we  stand  pat  on  these  points,  there  will 
be  much  confusion  and  we  will  never  get  hair 
brushes  and  shaving  mugs  out  of  barber  shops  in 
Mississippi.  Let’s  all  stand  together  on  these  mat- 
ters and  all  tell  the  barber  the  same  thing.  Shav- 
ing mugs  are  not  permitted  in  barber  shops  in 
this  state,  and  when  they  are  found  in  shops,  no 
excuses  will  be  accepted  and  an  affidavit  will  be 
made  out  against  the  proprietor  of  the  shop;  who, 
after  all,  is  responsible  for  his  shop. 

“We  cannot  temporize  with  hair  brushes  and 
shaving  mugs  in  any  manner  whatsoever.  No 
private  brushes  or  mugs  for  the  use  of  the  cus- 
tomers or  for  the  barber  himself  will  be  allowed. 
We  must  have  no  loopholes  for  evading  the  letter 
and  the  spirit  of  the  law.  The  sooner  we  get  this 
over  to  the  barbers  the  better  for  them  because 
some  day  before  long  some  of  our  barber  friends 
in  Mississippi  will  be  ‘telling  it  to  the  judge’  and 
paying  fines  and  costs  when  it  is  absolutely  unne- 
cessary if  they  will  only  follow  the  regulations.” 

The  letter  is  signed  by  Dr.  Felix  J.  Underwood. 


THE  CLARKSDALE  AND  SIX-COUNTIES 
MEDICAL  SOCIETY. 

Dr.  L.  B.  Austin,  President,  and  Dr.  D.  V.  Gallo- 
way, Secretary,  report  that  the  57th  Semi-Annual 
Session  of  the  Clarksdale  and  Six-Counties  Medi- 
cal Society  was  held  at  the  Elks  Club,  Clarksdale, 
on  November  5. 

At  the  afternoon  session,  the  following  papers 
were  presented: 

1.  Indcations  for  Low  Cervical  Cesarean  Sec- 
tion.—Dr.  Phil  C.  Schrier,  Memphis. 

2.  Infections  of  the  Cervix  Utei'i. — Dr.  M. 
Wilson  Seawright,  Memphis. 

At  the  evening  session,  after  a special  business 
session  for  members  only,  a banquet  was  served  at 
8 P.  M.  Dr.  L.  B.  Austin,  Rosedale,  presented  the 
President’s  Address;  Dr.  J.  A.  Slack,  Friar’s  Point, 
presented  a paper;  Dr.  Chas.  W.  Patterson,  Rose- 
dale,  Vice-President  of  the  Mississippi  State  Medi- 
cal Association,  presented  an  address  on  “Our 
Obligation  fo  Organized  Medicine,”  and  Dr.  D.  V. 
Galloway,  Clarksdale,  presented  a moving  picture 
film,  “Treatment  of  Normal  Breech  Presentation.” 


OUR  OBLIGATION  TO  ORGANIZED 
MEDICINE. 

The  address  of  Dr.  Chas.  W.  Patterson,  Rose- 
dale,  Vice-President  of  the  Mississippi  State 
Medical  Association,  made  before  the  Clarksdale 
and  Six-Counties  Medical  Society  at  its  last  meet- 
ing contained  much  food  for  thought  and  can  well 


be  taken  to  heart  by  every  society  in  the  state. 
Read  it  through: 

“Looking  back  upon  yesterday,  we  can  see 
great  armies  arrayed  for  battle,  entrenched  within 
thriving  cities  ringing  with  the  laughter  of  good 
health,  all  to  be  wiped  out  over  night  by  some 
pestilence  or  plague,  that,  with  the  present  knowl- 
edge of  cause  and  prevention,  could  have  been 
checked  in  its  incipiency.  Does  that  not  mean 
something  to  you,  to  me  and  to  the  world  at  large? 
If  not,  let  us  travel  a little  deeper  into  the  jungle 
of  time  and  view  each  physician  as  he  is  working 
individually  and  independently,  concealing  his 
ignorance  behind  the  hide  of  some  ferocious  look- 
ing animal  and  waving  a wand  of  mystery,  that 
he  might  be  classed  as  great  among  his  fellow 
man  and  thereby  reap  a mighty  harvest  of  finan- 
cial gain. 

“As  Father  Time  continued  to  reap  those  days 
of  rank  quackery,  there  appeared  through  the  fog 
of  human  suffering  a bright  ray  of  hope  when 
Hippocrates  in  his  wisdom,  launched  the  ship  of 
medicine  upon  the  sea  of  organization  with  its 
searchlight  of  combined  knowledge,  blazing  the 
way  for  posterity.  Those  marines  of  medical  re- 
search, protected  from  the  wTaves  of  discord  by 
the  oath  of  allegiance  to  the  cause  of  humanity, 
set  the  sails  of  ethics  for  speed  to  all  fortified  ports 
of  disease  concealed  behind  the  breastworks  of 
unknown  causes.  Passing  through  storms  of 
criticism,  surrounded  by  dark  clouds  of  public 
prejudice  and  superstition,  they  finally  reached 
the  frowning  cannon  of  epidemics  and  leaped 
upon  the  shore  of  bacteria  firing  the  guns  of  test 
tubes  loaded  with  shells  of  exprimentation,  to 
blast  a way  to  victory  by  the  explosives  of  new 
discoveries. 

“Every  victory  they  won  made  a profession  for 
us,  and  every  call  we  make,  every  known  cause  of 
disease  and  every  modern  method  of  treatment 
portrays  more  vividly  an  enlarged  view  of  that 
moral  obligation  we  owe  those  men  who  fell  as 
martyrs  upon  the  battle  field  of  medical  progress. 

‘Looking  upon  today,  we  see  the  ship  of  Organ- 
ized Medicine  riding  the  anchor  of  contentment, 
while  many  are  deserting  their  post  of  duty  and 
leaving  the  old  hull  to  the  mercy  of  those  slimy 
worms  oozing  around  as  certain  medical  cults. 
When  the  last  roll  was  called  this  Society  had  only 
65  per  cent  present.  After  a check  was  made 
upon  each  section,  there  appeared  in  Coahoma  78 
per  cent,  Tallahatchie  62  per  cent,  Tunica  58  per 
cent,  Quitman  31  per  cent,  and  Bolivar  63  per 
cent.  With  these  facts  before  us,  are  we  to  sit 
idly  upon  the  deck  while  some  of  our  unfortunate 
brothers  are  floating  in  a barge  of  non-informa- 
tion and  can  be  seen  floundering  in  the  breakers 
of  their  own  selfishness?  Let  each  man  cast  out 
a life  line  of  true  facts  and  haul  them  in  by  the 
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beacons  of  knowledge  radiating  from  those  great 
men  who  sailed  this  sea  before  us.  Let  us  pay 
our  obligation  by  continuing  the  good  fight  that 
he  who  takes  the  helm  of  the  future  may  look 
upon  a banner  of  our  past  great  achievements.” 

DR.  E.  B.  FRENCH. 

Dr.  L.  D.  Dickerson,  McComb,  has  clipped  the 
following  editorial  from  the  “McComb  Enter- 
prise,” and  makes  the  comment  “well  said.” 

“This  community  suffered  the  loss  of  a whole- 
some citizen  when  the  life  of  Dr.  E.  B.  French, 
with  the  suddenness  of  a crack  of  thunder,  became 
only  a memory. 

“There  are  few  individuals  who  go  through  life 
wearing  an  almost  constant  smile.  The  grind  of 
business,  professional  or  other  occupational  activi- 
ties, usually  demand  a toll  from  one’s  disposition. 
The  annoying  details  of  life  as  a rule  break  down 
the  efforts  that  are  made  to  be  consistently  pleas- 
ant, jovial,  optimistic  and  kind. 

“But  this  did  not  apply  to  Dr.  French.  He  was 
like  a happy  warrior,  always  keeping  his  sunny 
side  out;  always  making  those  about  him  happier 
because  of  this  contact.  He  possessed  force  of 
character,  vigor  of  thought,  dignity  of  soul,  and 
a disposition  that  breathed  a charm  that  was  strik- 
ingly individual.  His  attitude  toward  those  with 
whom  he  came  in  contact  was  exceedingly  gener- 
ous; there  was  nothing  intolerant  in  his  makeup. 
He  was  free  from  petty  narrowness  and  bigotry, 
and  devoted  little  attention  to  non-essentials. 
His  plane  of  thinking  concerning  his  fellow  creat- 
ures was  unusually  broad  and  wholesome.  He 
had  his  convictions  and  regarded  them  sacredly. 
He  was  different  from  the  common  run  of  men 
in  that  he  did  not  regard  his  viewpoint  as  the 
only  viewpoint. 

“Dr.  French  was  recognized  in  a professional 
way.  But  Dr.  French,  the  man,  was  even  more 
outstanding  than  Dr.  French,  the  physician.  Per- 
haps it  was  because  there  was  something  in  his 
make-up  that  characterized  him  as  being  typical 
American;  good  sportsmanship,  clean  living,  gen- 
erosity, cheerfulness,  public  interest,  courtesy, 
chivalry,  kindness,  refinement.  It  was  these 
wholesome  traits  that  caused  so  many  friends  to 
love  him.  It  is  easy  to  understand  why  this  com- 
munity was  shocked  at  the  news  of  his  sudden 
death,  and  stunned  even  now  at  the  thought  that 
he  is  gone. 

“It  is  hard  to  conceive  of  some  people  being 
dead.  And  Dr.  French  was  one  of  these  people.” 


Dr.  D.  W.  Jones,  Jackson,  reports  that  the  Cen- 
tral Medical  Society  is  already  making  plans  for 
the  meeting  of  the  Mississippi  State  Medical  As- 


sociation in  Jackson  next  spring.  A general  com- 
mittee on  Ways  and  Means  has  been  appointed. 


ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society  was 
held  on  November  11,  at  the  Y.  M.  C.  A.,  Vicks- 
burg. 

The  program  included: 

Address:  The  Doctor.— Dr.  J.  P.  Wall,  Jackson. 

Psychiatry  for  the  General  Practioner. — Dr.  R. 
H.  Foster,  Anguilla. 

Cholecystitis. — Dr.  G.  M.  Street,  Vicksburg. 

Some  Emergencies  of  the  Newborn. — Dr.  G.  C. 
Jarratt,  Vicksburg. 

The  Society  voted  to  amend  its  By-Laws  so  that 
regular  meetings  will  hereafter  be  held  at  7 P.  M. 
instead  of  7:30  P.  M.,  on  the  second  Tuesday  of 
each  month. 

The  Society  voted  to  Aid  Allein  Post  of  the 
American  Legion  in  securing  hospitalization  for 
veterans  in  need. 

Dr.  J.  Pearse  O’Leary,  Vicksburg,  was  elected 
to  life  membership  in  the  Society. 

Plans  were  completed  for  the  joint  meeting 
with  the  Fifth  District  Medical  Society  of  Louisi- 
ana at  Vicksburg  on  December  9.  A reception 
committee  consisting  of  Dr.  E.  H.  Jones,  Dr.  F. 
M.  Smith,  Dr.  W.  H.  Parsons,  and  Dr.  G.  M. 
Street,  was  appointed.  The  meeting  will  begin 
with  a banquet  at  6 P.  M.  at  the  Y.  M.  C.  A.  All 
members  of  the  Mississippi  State  Medical  Associa- 
tion and  of  the  Louisiana  State  Medical  Society 
are  cordially  invited  to  attend. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  Staff  of 
the  Vicksburg  Sanitarium  was  held  on  November 
10.  After  a business  meeting  and  an  analysis  of 
the  work  of  the  hospital  for  the  past  month,  the 
following  special  case  reports  were  presented: 

1.  Suppurative  Dermoid  Cyst  of  the  Ovary  of 
Unusual  Size. — Dr.  G.  M.  Street. 

2.  Anemia  Simulating  Pernicious  Anemia. — 
Dr.  J.  A.  K.  Birchett,  Jr. 

3.  Syphilis  with  Hemorrhagic  Meningitis. — 
Dr.  L.  J.  Clark. 

Dr.  J.  A.  K.  Birchett,  Jr.,  made  a report  of  the 
recent  Interstate  Post-Graduate  Assembly  at  Min- 
neapolis, and  Dr.  G.  C.  Jarratt  reported  on  the 
meeting  of  the  Central  States  Pediatric  Society 
at  Memphis. 

Dr.  S.  W.  Johnston  presented  motion  pictures 
on  “Traumatic  Surgery  of  the  Extremities.” 

The  following  selected  Radiographic  Studies 
were  demonstrated:  Maxillary  sinusitis;  Enlarged 
Thymus;  Duodenal  Ulcer;  Cholelithiasis  (three 
cases);  Nephrolithiasis;  Ureteral  Calculus. 

The  meeting  closed  with  a lunch. 
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WOMEN’S  AUXILIARY. 

Our  President,  Mrs.  L.  L.  Polk,  Purvis,  has 
been  ill  for  the  past  few  weeks  following  an  attack 
of  influenza.  We  hope  she  will  soon  be  entirely 
recovered. 

Mrs.  Polk  has  requested  Mrs.  M.  H.  Bell,  Vicks- 
burg, to  take  charge  of  getting  out  the  Health 
Bulletins  which  are  now  in  the  hands  of  Dr. 
Underwood  of  the  State  Board  of  Health,  who 
heartily  approves  and  has  greatly  assisted  in  the 
preparation  of  them.  These  bulletins  should  be 
very  interesting  and  a great  help  to  all  organiza- 
tions interested  in  health  work.  Several  branches 
of  the  P.  T.  A.  have  been  promised  a number  of 
copies,  which  will  be  sent  to  them  as  soon  as 
printed. 

As  the  first  six  lessons  were  mailed  out  in 
pamphlet  form  during  the  first  part  of  the  year, 
Mrs.  Bell  suggests  that  the  Auxiliaries  study  them 
while  waiting  for  the  completed  bulletin. 

A.  R.  B. 


Drs.  A.  Street  and  F.  Michael  Smith,  Vicksburg, 
attended  the  meeting  of  the  Southern  Medical 
Association  at  Louisville. 


NORTH  MISSISSIPPI  SIX-COUNTY  MEDICAL 
SOCIETY. 

The  North  Mississippi  Six-County  Medical 
Society  met  at  New  Albany,  on  November  19,  at 
the  Methodist  Church. 

The  program  as  announced  by  Dr.  A.  H.  Little, 
Secretary,  was  as  follows: 

Invocation. — Rev.  Dorsey. 

The  Future  Role  of  the  Family  Physician  in 
Organized  Medicine. — Dr.  W.  H.  Anderson,  Boone- 
ville. 

Amoebic  Dysentery. — Dr.  H.  J.  Gondolf,  Uni- 
versity. 

Discussion  opened  by  Drs.  L.  A.  Barnett  and 
S.  E.  Cooper. 

Some  Ophthalmoscopical  Problems  of  the  Gen- 
eral Practitioner. — Dr.  J.  B.  Stanford,  Memphis. 

Discussion  opened  by  Drs.  J.  I.  Mayfield  and 
W.  C.  Lester. 

Injection  Treatment  of  Varicose  Veins. — Dr.  G. 
A.  Brown,  Water  Valley. 

Discussion  opened  by  Drs.  C.  M.  Speck  and  G. 
H.  Wood. 

A Consideration  of  Deaths  from  Heart  Disease. 
— Dr.  Whiteman  Rowland,  Memphis. 

Discussion  opened  by  Drs.  Ira  B.  Seale  and  W. 
W.  Phillips. 

Officers  for  the  year  1931  were  elected  ht  this 
meeting. 


Dr.  P.  W.  Rowland,  Oxford,  President,  pre- 
sided. 


PRESIDENT  OF  THE  SOUTHERN  MEDICAL 
ASSOCIATION. 

It  is  a pleasure  to  record  a well-deserved  honor 
that  has  come  to  Mississippi  in  the  election  of 
Dr.  Felix  J.  Underwood  of  Jackson  to  the  presi- 
dency of  the  Southern  Medical  Association. 

Dr.  Underwood  made  his  debut  in  medical 
society  circles  as  secretary  of  the  East  Mississippi 
Four  County  Society,  consisting  of  the  counties  of 
Chickasaw,  Itawamba,  Lee  and  Monroe,  which 
was  organized  in  1909,  largely  through  his  efforts, 
and  which  has  grown  into  what  is  now  known  as 
the  Northeast  Mississippi  Thirteen  Counties  Medi- 
cal Society.  The  following  year  he  was  elected 
Councilor  for  the  Fourth  District,  which  office  he 
held  until  chosen  President  of  the  State  Associa- 
tion in  1919. 

He  has  been  identified  with  public  health  work 
in  Mississippi  for  many  years.  For  ten  years  he 
was  health  officer  of  Monroe  County.  He  has 
been  connected  with  the  Mississippi  State  Board 
of  Health  for  12  years,  holding  the  post  of  execu- 
tive officer  for  the  last  six  and  a half  years,  hav- 
ing succeeded  Dr.  W.  S.  Leathers  in  that  position. 

Since  assuming  the  duties  of  executive  officer, 
Dr.  Underwood  has  been  the  spokesman  of  the 
State  Medical  Association  in  all  matters  pertaining 
to  legislation,  and  the  value  of  his  services  to 
organized  medicine  in  this  capacity  can  hardly  be 
estimated. 

Dr.  Underwood — Best  wishes  for  continued  suc- 
cess and  honor. 


Quite  naturally,  all  early  information  regarding 
Dr.  Underwood’s  election  was  sent  to  the  editor’s 
office. 

Judging  from  the  following  telegrams,  the  Mis- 
sissippi delegation  to  the  Southern  Medical  must 
have  made  a full  night  of  it! 

Louisville,  Ky.,  5:16  P.  M.,  Nov.  13,  1930. 
Dr.  E.  F.  Howard, 

President  Mississippi  State  Medical  Association, 
Vicksburg,  Miss.  Underwood  elected  President 
Southern  Medical  Association.  A great  honor  for 
Mississippi.  W.  W.  CRAWFORD. 


Louisville,  Ky.,  1930,  Nov.  14,  A.  M.,  7:04. 
Dr.  E.  F.  Howard, 

Vicksburg,  Miss. 

Underwood  elected  President  of  Association 
TODAY. 


CRAWFORD. 
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NOTE  DATES!  WHICH  WAS  IT?  AND 
WHY  AND  WHEREFORE? 


ANNUAL  HEALTH  OFFICER’S  CONFERENCE. 

Dr.  C.  C.  Applewhite,  Director,  Bureau  of 
County  Health  Work,  Mississippi  State  Board  of 
Health,  has  announced  the  preliminary  draft  of 
the  program  of  the  18th  Annual  Health  Officer  s 
Conference  to  be  held  in  Jackson  on  December 
11  and  12,  as  follows: 

THURSDAY. 

December  11,  9 A.  M. 

1.  Meeting  called  to  order. — Dr.  Felix  J. 
Underwood. 

2.  Invocation. — Dr.  R.  E.  Hough. 

3.  Roll  call. 

4.  The  Promotion  of  Screening  as  a Routine 
activity  of  a County  Health  Department. — Dr.  A. 
K.  Barrier,  Rolling  Fork. 

Discussion  by  Drs.  D.  V.  Galloway,  Clarksdale, 
and  R.  D.  Dedwylder,  Cleveland. 

5.  Status  of  Regulations  Pertaining  to  Barber 
Shop  Sanitation. — Dr.  Felix  J.  Underwood. 

LUNCH. 

Afternoon  Session,  2 P.  M. 

1.  Round  Table  Discussion  on  Duties  and  Ac- 
tivities of  Part  Time  County  Health  Officer. 

Discussion  opened  by  Dr.  R.  E.  Giles,  Menden- 
hall. 

Continued  by  Drs.  G.  C.  Terrell,  Prentiss,  and 
C.  M.  Murry,  Ripley. 

2.  Essential  Record  System  for  Inspection 
Service. — Mr.  John  B.  Grant,  Vicksburg. 

Discussion  by  Stanley  Ratcliff,  Yazoo  City,  and 
Q.  E.  Gatlin,  Rolling  Fork. 

EVENING  SESSION. 

Seven-thirty  P.  M. — General  Meeting. 

Dr.  Felix  J.  Underwood  presiding. 

1.  Address — Dr.  W.  F.  King,  State  Health 
Officer,  Indiana. 

2.  The  Future  of  Public  Health  Work  in  the 
United  States.— Dr.  W.  F.  French,  Director, 
Division  of  Public  Health,  Commonwealth  Fund, 
New  York  City. 

FRIDAY. 

December  12,  9 A.  M. 

1.  The  Role  of  the  Health  Officer  in  the  Con- 
trol of  Meningococcic  Meningitis. — Dr.  F.  Michael 
Smith,  Vicksburg. 

Discussion  by  Drs.  John  W.  Shackleford,  Green- 
ville, and  A.  C.  Covington,  Marks. 


2.  Address. — Medical  Director  L.  L.  Lumsden, 
U.  S.  Public  Health  Service,  Washington,  D.  C. 

3.  1931  Early  Diagnosis  Campaign  for  Tuber- 
culosis.— Harry  F.  Leeds,  Jackson. 

LUNCH. 

Afternoon  Session,  2 P.  M. 

1.  A Practical  Maternity  and  Infant  Hygiene 
Program  for  a County  Health  Department. — Dr. 
J.  H.  Janney,  Indianola. 

Discussion  by  Dr.  J.  T.  Googe,  Meridian,  and 
Miss  Mary  D.  Osborne,  Jackson. 

2.  A Simplified  Accounting  System  for  Full 
Time  County  Health  Departments. — C.  B.  Howard. 

The  Conference  which  is  for  Sanitary  Inspect- 
ors as  well  as  Health  Officers  will  be  held  in  the 
Convention  Hall  of  the  Robert  E.  Lee  Hotel. 


CENTRAL  MEDICAL  SOCIETY. 

As  reported  by  Dr.  W.  L.  Hughes,  Secretary, 
the  regular  meeting  of  the  Central  Medical  Society 
was  held  on  Tuesday  night,  November  18,  at  7 :30 
P.  M.,  in  the  convention  hall  of  the  Robert  E.  Lee 
Hotel.  The  November  program  featured  the 
younger  members  of  the  Society.  Plans  for  the 
annual  meeting  in  December  were  discussed.  The 
program : 

7:30  to  8:00  P.  M. — Clinic. 

8:00  P.  M. — Scientific  Program: 

1.  Serum  Treatment  of  Carbuncles. — Dr.  Joe 
Roberts. 

2.  Some  Causes  of  Uterine  Bleeding. — Dr.  W. 
F.  Hand. 

3.  Acute  Suppurative  Parotitis  in  the  New- 
born, with  Case  Report. — Dr.  J.  K.  Bullock. 

4.  The  Non-Surgical  Treatment  of  Hemorr- 
hoids.— Dr.  L.  B.  Mosley. 

Business  Session. 

Adjournment. 


IMPORTANT  NOTICE. 

To  the  Mississippi  Doctors: 

You  are  her  by  advised  that  no  person  is  author- 
ized to  accept  moneys  or  checks  in  payment  of 
insurance  wherein  the  State  Mississippi  State 
Medical  Association  is  concerned  except  the  Secre- 
tary of  said  Association.  Please  mail  all  checks 
direct  to  him  at  Clarksdale,  Miss. 

(Signed)  T.  M.  DYE, 

Secretary. 

Clarksdale,  Miss., 

November  19,  1930. 
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History  of  the  Orleans  Parish  Medical  Society, 
1878-1929:  By  A.  E.  Fossier,  A.  B.,  A.  M., 

M.  D.  Privately  printed.  1930.  pp.  238. 

The  cultural,  scientific,  social,  and  ethical  in- 
fluences of  the  New  Orleans  Parish  Medical 
Society  relative  to  organized  medicine  and  to  the 
public  welfare,  have  placed  it  on  Olympian  heights 
as  one  of  the  great  medical  bodies  of  our  South- 
land. The  annals  of  such  an  organization  proved 
an  inviting  theme.  A few  dreamed,  planned,  but 
A.  E.  Fossier,  the  dynamic,  the  vibrant,  completed 
the  task  of  writing  the  story  of  this  Society.  The 
author  is  endowed  with  the  narrative  gift  and 
gives  life  and  movement  to  what  might,  even 
with  most  attractive  material,  have  proven  just 
a mere  collecting,  indexing,  arranging,  and  digest- 
ing of  historic  data.  It  is  way  above,  and  more 
than  this  for,  in  clear,  animated,  and  at  times 
eloquent,  language,  the  march  of  events  moves  on 
interestingly  headed  by  such  chapters  as:  The 

Decline  and  Rejuvenation;  Domiciles;  Library; 
Public  Interest  Meetings;  Legislative  Activities; 
Hospital  Abuse;  Honoring  Distinguished  Mem- 
bers; The  Martin  Case;  The  Woman  Question 
(toujours  la  femme).  Numerous  and  precious 
documents  furnish  the  material  from  which  is 
woven  the  story  of  a medical  society  ushered  in 
by  a stormy  birth,  a fretful  childhood,  an  adoles- 
cence filled  with  high  ideals  and  practical 
activities,  and  at  its  fiftieth  year  exerting  a 
powerful  influence  for  good  in  Organized  Medicine. 
The  rather  difficult  task  has  been  accomplished  in 
rescuing  from  oblivion  valuable  records  which 
register  the  achievements  of  our  predecessors,  who 
by  high  courage  through  anarchy,  criminations 
and  recriminations,  undercurrents  of  rebellion, 
have  made  possible  our  present  status  profes- 
sionally, with  its  finality  of  law  and  order. 

After  all,  it  is  only  a few,  the  men  of  thought, 
the  men  of  action,  pathfinders,  leaders,  who  make  . 
history,  not  excepting  medical  history.  The  bio- 
graphical, therefore,  figures  largely  in  history. 
Fossier  has  with  conspicuous  ability  so  collated 
and  vitalized  his  material  that  the  result  teems 
with  this  personal  element,  and  by  means  of  ver- 
batim quotations,  we  are  made  to  see  and  feel  our 
more  energetic  fellow-members  in  action  when 
fighting  for  Medical  Justice,  or  the  enforcement 
of  Medical  Legislation.  Nothing  which  concerned 
the  public  weal  escaped  the  vigilant  eye  of  our 
“watch-dogs.”  All  this  proves  highly  interesting 
reading.  For  instance,  we  read  in  “Public  Meet- 
ings,” exemplification  of  how  this  Society  kept 
pace  with  medical  progress,  and  fearless  of  criti- 
cism from  City  or  State  government,  jumped  into 
the  breech,  and  accepted  leadership  in  the  fight 
against  such  dreaded  foes  as  Yellow  Fever,  the 
Plague,  Diphtheria. 


If  one  would  realize  the  herculean  task  imposed 
upon  the  Committee  of  1926  which  finally  secured 
the  Dart  bill  on  “Hospital  Abuse,”  read  our  Medi- 
cal Historian’s  account  of  this  “stiff  fight.”  And 
the  story  runneth  thus  from  the  serious  business 
of  this  Society  to  such  refreshingly  human  inci- 
dents as  that  one  relative  to  a President’s  recom- 
mendation in  1899:  “I  believe  it  would  be  wise  to 

spend  one  of  our  monthly  meetings  in  a more 
social  way,  taking  liquid  and  cibal  comforts.” 
Oh!  Volstead,  et  tu  Brute! 

And  our  portrait  galley  is  a revelation.  Some 
with  the  front  of  Jove,  others  with  Hyperion’s 
curls,  some  with  tonsured  heads,  all  the  member- 
ship, from  the  birth  to  the  fifteenth  anniversary 
of  our  Society,  are  physically  reproduced  by  the 
photographic  art.  And  this  has  a pictorial  and 
historic  value.  Such  a unique  and  notable  con- 
tribution to  medical  history  while  emanating  from, 
and  sponsored  by,  our  local  body,  should  make  a 
universal  appeal  to  every  physician  in  Louisiana, 
who  must  recognize  that  we  have  in  this  splendid 
achievement  made  our  first  printed  effort  towards 
the  perpetuation  of  the  history  of  Medicine  in  the 
Southland.  Our  sister  States,  linked  to  us  ' so 
closely  in  social  ties,  in  kindred  health  problems, 
in  traditional  and  scientific  culture,  by  these  very 
affinities,  must  nurture  a desire  to  know  what  we 
of  the  Pelican  State  have  done  in  the  cause  of 
human  salvage.  Without  flattery,  by  his  work  we 
must  judge  him,  Doctor  Fossier  is  our  “Medical 
Historian”  of  the  South. 

Homer  Dupuy,  M.  D. 


Problems  and  Methods  of  Research  in  Protozo- 
ology. Edited  by  Robert  Hegner  and  Justin 
Andrews.  New  York.  The  Macmillan  Company. 
1930.  Pp.  532. 

This  book  has  been  prepared  by  twenty-seven 
of  the  most  prominent  American  protozoologists. 
Its  scope  includes  both  parasitic  and  free-living 
protozoa,  although  much  more  emphasis  is  placed 
on  the  parasitic  forms.  Altogether  it  includes 
forty-two  chapters,  and,  in  addition,  has  a most 
complete  bibliography  and  exhaustive  author  and 
subject  indexes. 

At  a whole  the  book  is  primarily  intended  as 
a presentation  of  the  important  investigations  in 
protozoology,  but  as  such  includes  methods  and 
technic,  diagnostic  procedures  and  other  criteria 
which  will  assist  the  student  of  protozoology  on 
both  the  academic  and  practical  sides  of  the  sub- 
ject. There  are  certain  chapters  which  will  appeal 
primarily  to  zoologists;  others  which  will  be  of 
equal  interest  to  the  zoologist  and  the  physician, 
while  still  others  are  of  primary  value  to  the 
practitioner.  The  chapters  which  have  appealed 
to  the  reviewer  are  as  follows:  Chapter  XXIII, 


Book  Reviews 


433 


The  Diagnosis  of  Dysenteries,  by  Frank  G.  Haugh- 
wout,  of  Manila;  Chapter  XXXV,  Thick  Films  in 
the  Diagnosis  of  Malaria,  by  M.  A.  Barber  and 
W.  H.  W.  Komp,  United  States  Public  Health 
Service;  Chapter  XXXVI,  The  Infection  and  Dis- 
section of  Mosquitoes,  by  M.  A.  Barber,  Chapter 
XL,  Serological  Methods  in  the  Study  of  Pro- 
tozoa, by  William  H.  Taliaferro,  University  of  Chi- 
cago; Chapter  XLI,  Statistical  Methods  in  the 
Study  of  Protozoa,  by  L.  J.  Reed,  The  Johns  Hop- 
kins University;  and  Chapter  XLII,  Standard 
Methods  and  Reagents,  by  Justin  Andrews,  The 
Johns  Hopkins  University. 

Considering  the  numerous  aspects  of  the  subject 
which  are  considered  in  this  book  and  the  large 
number  of  contributors  to  the  volume,  it  is  a mat- 
ter of  considerable  praise  that  the  material  is 
so  consistently  presented.  In  only  one  instance 
(Chapter  XIX,  The  Species  of  Human  Amebae, 
by  Charles  A.  Kofoid,  University  of  California) 
is  there  any  departure  from  this  consistent  pro- 
gram. 

The  book  is  well  printed  and  the  illustrations 
are  beautifully  drawn  and  clearly  reproduced.  In 
certain  chapters  it  would  be  of  distinct  advant- 
age to  have  illustrations  where  at  present  they 
are  not  included.  The  reviewer  feels  that  the 
authors  and  the  editors  deserve  the  highest  com- 
mendation for  this  valuable  volume  which  will 
appeal  to  so  many  groups  interested  in  the  subject 
of  protozoology. 

Ernest  Carroll  Faust,  Ph.  D. 


Diseases  of  the  Urinary  Tract  in  Children,  by 

Edwin  Beer,  M.  D.  and  Abraham  Hyman,  M.  D. 

New  York.  Paul  B.  Hoeber,  Inc.  1930.  Pp.  318. 

The  authors  have  given  us  a book  that  is  of 
inestimable  value  to  anyone  dealing  with  the 
diseases  of  infancy  and  childhod  as  well  as  the 
urologist  and  urological  surgeon. 

They  express  the  value  of  a urological  examin- 
ation where  there  is  the  least  question  of  doubt 
in  making  a diagnosis,  covering  the  diagnostic 
methods  and  describing  the  technique  of  examina- 
tion mentioning  the  use  of  uroselectan  for  intra- 
venous pyelography,  which  is  a comparatively  new 
procedure. 

Monroe  Wolf,  M.  D. 


Stalkers  of  Pestilence,  by  Wade  W.  Oliver,  M.  D. 

New  York,  Paul  B.  Hoeber,  Inc.  2930.  Pp.  251. 

In  this  small  volume  the  author  gives  in  a most 
interesting  manner,  a historical  review  of  the 
varying  concepts  that  man  has  entertained  and 
discarded  and  replaced  by  others,  concerning  the 
nature  of  infectious  diseases.  He  traces  the  evo- 
lution of  the  ideas  of  the  how  and  why  of  disease 


from  the  early  dawn  of  history  to  the  beginnings 
of  the  present  century.  The  book  ends  in  a blaze 
of  brilliance  with  the  amazing  and  tremendous 
advances  and  discoveries  of  bacteriology.  It  is 
a worth-while  book.  The  foreword  is  by  Dr.  Theo- 
blad  Smith. 

I.  L.  Robbins,  M.  D. 


The  Candiru,  by  E.  W.  Gudger,  Ph.  D.  New  York. 

Paul  B.  Hoeber,  Inc.  1930.  Pp.  120. 

The  supreme  fish  tale  of  the  season, — a truly 
piscatory  feast  to  fill  with  glee  the  heart  of  all 
anglers  and  to  make  the  great  Walton  turn  green 
with  envy  in  his  grave.  The  weight  of  scientific 
investigation  necessitates  the  belief  in  the  veracity 
of  the  tale.  Read  it  and  then — don’t  tell  us  an- 
other. I.  L.  Robbins,  M.  D. 


Basis  of  Epilepsy,  by  Edward  A.  Tracy,  M.  D. 

(Harvard).  Boston,  Badger,  1930.  Illus.  Pp. 
92. 

This  book  is  interesting  for  two  reasons.  First, 
he  presents  a theory  of  epilepsy  as  a disturbance 
in  the  vasamotor  function,  and,  secondly,  he  gives 
a procedure  followed  in  his  clinic  for  the  handling 
of  early  and  incipient  cases.  .It  is  well  worth 
reading,  particularly  by  specialists  and  those  of 
us  who  have  to  do  with  epileptics. 

E.  McC.  Connely,  M.  D. 


Molds,  Yeasts  and  Actinomycetes:  By  Arthur  T. 

Henrici,  M.  D.  New  York,  John  Wiley  & Sons, 
Inc.  1930.  Pp.  296. 

An  inspection  of  Professor  Henrici’s  “Molds, 
Yeasts  and  Actinomycetes”  indicate  that  the  vol- 
ume fills  a long  felt  want.  It  serves  as  a labora- 
tory manual  for  those  fungus  infections  which 
are  particularly  of  medical  importance,  and,  while 
the  introductory  chapter  utilizes  a considerable 
amount  of  comparative  material,  this  serves  to 
provide  a foundation  for  the  strictly  medical  appli- 
cations treated  later  in  the  volume.  The  second 
chapter  provides  the  essential  methods  of  technic 
for  culturing  pathogenic  fungi.  Beginning  with 
the  third  chapter,  the  separate  divisions  of  the 
fungi  are  taken  up  ad  seriatim,  and  those  forms 
incriminated  in  human  infections  are  particularly 
emphasized.  Chapter  6,  which  presents  a discus- 
sion of  the  dermatomycoses,  and  Chapter  7,  which 
considers  the  blastomycoses  and  the  Monilias,  are 
of  particular  importance  to  the  clinician,  as  are 
also  Chapters  10  and  11,  dealing  with  the  actino- 
myces. 

The  book  is  very  clearly  printed  and  beautifully 
illustrated.  There  is  an  adequate  bibliography  at 
the  end  of  each  chapter  and  numerous  keys  for 
tracing  down  genera  and  species,  as  well  as  tables 
giving  the  diagnostic  characters  of  the  several  im- 
portant fungi.  Both  an  author  index  and  a sub- 
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ject  index  are  provided  at  the  end  of  the  volume. 

Professor  Henrici’s  contribution  is  one  which 
will  be  of  distinct  diagnostic  service  to  every  stu- 
dent of  tropical  medicine  and  dormatology,  and 
the  very  moderate  price  ($.50)  is  one  which  will 
allow  of  its  purchase  by  all  who  are  interested. 

Ernest  Carroll  Faust,  Ph.  D. 


Guide  to  Study  of  Histology  and  Microscopic  Anat- 
omy: By  Avery  E.  Lambert,  Ph.  D.,  Philadel- 
phia, P.  Blalriston’s  Son  & Co.  1930.  ix  + 262 
pp.,  152  figs. 

A combined  laboratory  manual  and  condensed 
text-book  of  histology. 

Harold  Cummins,  Ph.  D. 


Histology  for  Medical  Students:  By  H.  Hartridge, 
M.  A.,  M.  D.,  Sc.  D.,  M.  R.  C.  P.,  F.  R.  S.  and 
F.  Haynes,  M.  A.,  London,  Oxford  University 
Press.  1930.  x + 369  pp.,  512  figs. 

An  illustrated  syllabus  of  histology.  The 
authors  state  that:  “In  writing  this  book  we  have 
attempted  to  describe  the  tissues  of  the  body  in 
such  a way  that  the  student  will  be  given  an  ade- 
quate knowledge  of  the  subject  without  being  bur- 
dened with  details  which  only  specialists  would 
require.”  The  illustrations  are  generally  impres- 
sionistic, often  so  much  so  as  to  be  meaningless, 
and  many  of  them  are  actually  inaccurate  in  their 
representation  of  structure. 

Harold  Cummins,  Ph.  D. 


An  Introduction  to  Malariology : By  Mark  F. 

Boyd,  M.  D.,  Cambridge,  Mass.  Harvard  Uni- 
versity Press.  1930.  Pp.  437. 

This  book  is  dedicated  “To  all  whose  efforts 
are  directed  to  relieving  mankind  of  the  worst  of 
its  scourges, — Malaria.”  It  is,  all  in  all,  an 
admirable  presentation  of  the  subject,  and  indicates 
that  within  the  past  fifteen  years  the  development 
in  malaria  has  been  along  lines  altogether  differ- 
ent from  the  previous  work  on  this  disease.  If 
one  is  to  believe  Dr.  Boyd,  and  there  is  no  reason 
to  doubt  the  logical  points  which  he  presents,  a 
malariologist  nowadays  requires  an  equipment  con- 
siderably more  than  that  of  the  ordinary  health 
officer.  He  must  not  only  be  well  versed  in  a know- 
ledge of  malaria  with  respect  to  the  individual, 
including  the  physical  signs  and  symptoms  of  the 
disease  and  the  modern  laboratory  methods  of 
diagnosing  the  infection,  but  he  must  also  be 
trained  in  the  fundamentals  of  biology  with  respect 
to  mosquitoes,  their  habitations  and  modes  of  life. 
This  latter  is  no  mean  educational  equipment.  It 
requires  a recognition  and  ability  to  differentiate 
various  species  of  Anopheline  mosquitoes  from 
other  groups  of  mosquitoes  as  well  as  from  them- 
selves, in  the  egg,  larval,  pupal  and  adult  stages. 


It  requires  a knowledge  of  their  breeding  places, 
and  the  effect  of  local  and  more  general  environ- 
mental changes  on  their  breeding,  since  these 
factors  are  directly  related  to  their  ability  to  carry 
the  malarial  parasites.  As  Dr.  Boyd  says,  speak- 
ing of  malarial  mosquitoes,  “The  occurrence  of  a 
catastrophe,  such  as  a fire  or  flood,  may  be  dis- 
astrous not  only  to  many  individuals,  but  to  species 
as  well  . . . Human  operations  are  particularly 
prone  to  disturb  this  balance  as  it  affects  Anophe- 
lines,  which  is  not  infrequently  reflected  in  an  in- 
creased malaria  incidence.  The  clearing  of  land 
for  agriculture,  the  impounding  of  water,  may 
suddenly  and  violently  disturb  a long  established 
balance.  Species  previously  present  in  small  or 
scant  numbers  find  the  new  conditions  especially 
favorable  and  for  a period  multiply  faster  than 
their  competitors  or  predators.  With  the  course 
of  time,  the  latter  effect  an  equal  adaptation  and  a 
condition  of  equilibrium  to  the  new  condition  is 
established.”  It  can  be  seen,  therefore,  how  inti- 
mately the  knowledge  which  has  been  developed  on 
this  subject  within  the  last  fifteen  years  relates 
to  the  control  and  extermination  of  malaria  in 
endemic  or  epidemic  form. 

The  book  is  divided  into  six  main  chapters  of 
which  the  first  constitutes  the  introduction.  Chap- 
ter II,  entitled  “The  Natural  History  of  Malaria,” 
contains  all  of  the  important  up-to-date  informa- 
tion on  the  epidemiology  of  this  disease.  Chap- 
ter III,  “Malaria  Surveys,”  presents  the  most  sat- 
isfactory technic  for  determining  the  presence  of 
malaria  in  the  individual  and  in  a community. 
Emphasis  is  placed  on  both  the  splenic  index 
and  the  parasite  rate.  It  is  noted  with  consider- 
able satisfaction  that  Dr.  Boyd  has  utilized  both 
the  thin-and  thick-blood  film  for  his  survey  work. 
Accompanying  this  chapter  are  beautiful  colored 
plates  exemplifying  the  appearance  of  the  three 
species  of  malaria  parasite  in  thin-and  thick-film 
preparations. 

“The  Natural  History  of  Anophelines”  is  pre- 
sented in  Chapter  IV.  Here  the  physician  and 
public  man  will  find  material  which  will  be  newest 
to  them.  Instead  of  cut  and  dried  descriptions  of 
so  many  species  of  Anopheline  mosquitoes,  the 
matter  is  taken  up  in  a most  entertaining  fashion, 
but  containing  withal  a tremendous  amount  of 
relevant  data  on  the  geographical  distribution  of 
the  several  species  of  Anophelines,  the  number  of 
cycles  which  occur  in  important  species  at  cer- 
tain locations  throughout  a yearly  period,  the  rela- 
tive numbr  of  eggs  laid  under  different  conditions, 
the  feeding  habits  of  the  larvae,  the  relation  of 
salts  in  solution  to  the  species  of  Anophelines 
found,  the  food  habits  of  the  adult  Anophelines, 
their  mating  habits,  longevity,  biting  habits,  dis- 
persal and  migration,  their  enemies,  and  the  aver- 
age number  of  broods  per  year.  There  follows 
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(Chapter  V)  a presentation  of  the  necessary  equip- 
ment and  technic  for  undertaking  an  Anopheline 
survey,  together  with  the  methods  for  dissection 
and  examination  of  the  mosquito  to  determine  its 
natural  malarial  infection-rate,  methods  of  ex- 
perimental infection,  serological  technic  to  deter- 
mine the  identification  of  the  source  of  the  blood 
meal,  and  methods  for  analysis  of  the  data 
obtained.  Finally,  there  is  presented  in  Chapter 
VI  a brief  resume  of  the  relation  of  malarial  and 
Anopheline  surveys  to  control  work. 

The  book  is  lucidly  written,  admirably  illus- 
trated and  clearly  printed  and  at  the  end  of  each 
chapter  contains  a very  comprehensive  biblio- 
graphy relating  to  the  material  presented  in  that 
section.  Typographical  and  technical  errors  are 
extremely  few.  Altogether,  this  volume  is  one  of 
the  finest  presentations  of  a subject  directly  re- 
lated to  human  disease  that  the  reviewer  has  had 
an  opportunity  to  peruse  in  recent  years. 

Ernest  Carroll  Faust,  Ph.  D. 


Hand-Book  of  Anatomy:  By  James  K.  Young, 

M.  D.,  F.  A.  C.  E.;  revised  by  George  W.  Miller, 
M.  D.,  F.  A.  C.  S.  Philadelphia,  F.  A Davis 
Company.  1930.  xi+460  pp.,  154  figs. 

That  there  is  a continued  demand  for  a com- 
pend  of  anatomy  is  evidenced  by  the  appearance  of 
this  seventh  edition  of  Young’s  Hand-Book,” 
which  first  published  in  1889  and  last  revised  in 
1923.  By  the  standards  of  compends  the  volume 
is  creditable.  In  common  with  all  such  works, 
however,  it  can  only  encourage  a mere  memorizing 
of  “verbal  anatomy”  at  the  sacrifice  of  real  know- 
ledge of  the  subject. 

Harold  Cummins,  Ph.  D. 


Manual  of  Midwifery : By  Henry  Jellett,  B.  A., 

M.  D.  (Dub.  Univ.).,  F.  R.  C.  P.  I.,  L.  M.  and 
David  G.  Medill,  B.  A.,  M.  B.,  B.  Ch.,  B.  A.  0. 

(Dub.  Univ.),  L.  M.  4th  ed.  New  York,  William 

Wood  & Co.  1929.  Pp.  1281. 

This  most  excellent  work  by  the  former  master 
and  the  former  assistant  master  of  the  Rotunda 
Hospital,  Dublin,  is  essentially  an  exposition  of 
the  methods  so  successfully  practiced  in  that 
famous  institution.  Other  methods  of  treatment 
of  various  conditions,  are  described,  however,  and 
all  points  dealing  with  the  science  and  art  of 
obstetrics  are  covered.  Hence  it  is  a complete, 
well-rounded,  and  extremely  well  written  book. 
Recent  obstetrical  literature  is  freely  quoted,  but 
not  to  the  point  of  boredom,  and  it  is  gratifying 
to  note  that  American  writers  are  well  represented 
in  these  quotations.  The  illustrations  are  excel- 
lent, the  printing  most  satisfactory.  On  the  whole, 
it  is  an  excellent  and  up  to  date  presentation  of 


the  subject,  emphasizing,  of  course,  the  methods 
and  opinions  of  the  Dublin  and  English  schools. 

E.  L.  King,  M.  D. 


The  Harvey  Lectures:  Delivered  under  the 

auspices  of  the  Harvey  Society  of  New  York, 
1928-1929.  Series  XXIV.  Baltimore,  The  Wil- 
liams & Wilkins  Company.  1930.  Pp.  216. 

The  1928-1929  series  of  the  Harvey  Lectures 
maintains  the  usual  high  standard  that  we  have 
been  accustomed  to  observe  in  practically  all  of 
the  previous  volumes.  In  this  particular  series  of 
lectures  it  would  be  unfair  to  mention  anyone 
of  the  articles  as  surpassing  the  others  but  it  must 
be  confussed  that  the  contributions  of  Dr.  Mac- 
Nider  and  Dr.  Opie  are  particularly  thought 
inspiring  and  simulating  to  one  who  comes  in  con- 
tact largely  with  clinical  medicine. 

The  format  of  the  book  and  the  excellent  typog- 
raphy are  such  as  one  would  anticipate  to  come 
from  the  publishers.  J.  H.  MUSSER,  M.  D. 


Obstetrics : By  J.  Whitridge  Williams.  6th  enl.  and 

rev.  ed.  N.  Y.,  D.  Appleton  & Co.  1930.  17  pi. 

730  illus.  pp.  1157. 

The  sixth  edition  of  this  well  known  work  is 
just  off  the  press,  having  been  extensively  revised 
by  its  wise  and  able  author.  The  format  (what- 
ever that  is)  has  been  changed,  so  that  the  book 
is  a trifle  larger  than  its  predecessors,  and  the 
number  of  pages  has  been  slightly  increased.  In 
particular,  it  is  to  be  noted  that  the  chapters  on 
the  toxemias  of  pregnancy  (including,  of  course, 
eclampsia)  have  been  thoroughly  overhauled,  new 
anesthetic  methods  and  agents  are  described,  and 
the  low  cervical  Cesarean  section  is  recommended 
in  potentially  infected  cases,  thus  still  further 
narrowing  the  already  restricted  indications  for 
pubiotomy. 

It  is  unnecessary  for  the  reviewer,  or  any  one 
else,  to  recommend  this  book,  which  is  so  well 
known  throughout  the  world,  and  is  such  an  ex- 
cellent presentation  of  the  ripe  experience  and 
mature  judgment  of  one  of  the  foremost  obstetrici- 
ans of  our  day.  It  continues  to  hold  its  place  as 
one  of  the  best  works  on  obstetrics  in  this,  or  in 
any  other  language.  E.  L.  King,  M.  D. 


A Practical  Medical  Dictionary:  By  Thomas  Lath- 
rop  Stedman,  A.  M.,  M.  D.  11th  rev.  ed.  New 
York,  William  Wood  & Co.,  1930.  Pp.  1222. 

The  new  edition  of  Dr.  Stedman’s  dictionary 
is  thoroughly  revised.  The  greatly  increased  num- 
ber of  new  titles  indicates  the  accelerated  growth 
of  medicine  during  the  past  two  years.  A great 
many  new  plates  have  been  included,  increasing 
the  usefulness  of  the  work.  Etymological  spelling 
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is  used  throughout,  in  an  effort  toward  “the  puri- 
fication of  medical  orthography.” 

Mary  Louise  Marshall. 


The  Rockefeller  Foundation,  Annual  Report,  1929: 

New  York,  The  Rockefeller  Foundation.  Pp. 

402. 

The  annual  report  of  the  Rockefeller  Foundation 
lists  the  activities  of  this  magnificent  philan- 
thropic endowment  for  the  year  1929.  To  any  one 
who  might  be  skeptical  concerning  the  proper  use 
of  large  sums  of  money,  a brief  survey  of  this 
volume  will  remove  any  doubt  as  to  how  money 
may  be  spent  wisely  and  for  the  best  interests  of 
humanity.  J.  H.  Musser,  M.  D. 


The  Medical  Record  Visiting  List  or  Physician’s 
Diary  for  1931:  New  York,  Williams  and  Wil- 

kins Company. 

A convenient  vest  pocket  visiting  list  contain- 
ing in  addition  to  the  weekly  page  record,  a mine 
of  useful  information. 

J.  H.  Musser,  M.  D. 


A Text-Book  of  Medicine  by  American  Authors: 
Edited  by  Russell  L.  Cecil,  A.  B.,  M.  D.,  Sc.  D. 

2nd  ed.  Philadelphia  and  London,  W.  B.  Saund- 
ers Company.  1930.  Pp.  1592. 

The  second  edition  of  Cecil,  which  is  revised 
and  entirely  reset,  maintains  the  same  high  stand- 
ard of  the  first  edition  which  appeared  four  years 
ago.  The  same  general  arrangement  as  in  the 
first  edition  has  been  followed  in  the  second.  Prac- 
tically all  of  the  authors  who  appeared  in  the  first 
edition  are  in  the  second  edition.  Death  has 
taken  away  five  of  the  original  contributors  who 
chanced  to  be  the  most  distinguished  of  the  initial 
authors,  Drs.  Nichols,  Noguchi,  Phillips,  Young 
and  Zingher.  Their  places  have  been  taken  by 
others.  Two  new  authors  have  added  some  addi- 
tional matter  to  the  book,  and  several  contributors 
have  written  additional  chapters  to  their  original 
articles. 

The  reviewer  of  this  book  is  as  enthusiastic  about 
the  second  edition  as  he  was  about  the  first.  Prac- 
tically every  article  has  been  written  by  a man 
who  has  special  knowledge  and  has  studied  thor- 
oughly the  disease  about  which  he  writes.  This 
makes  each  chapter  authoritative.  The  great 
growth  of  medicine  in  the  past  few  years  has 
made  it  impossible  for  any  one  man  adequately 
to  cover  the  entire  field  of  medicine.  Tbis  has 
been  obviated  in  the  book  edited  by  Cecil  by  having 
a large  number  of  contributors. 

J.  H.  Musser,  M.  D. 


Minor  Surgery  and  Bandaging : By  G wynne  Wil- 

liams, M.  S.,  F.  R.  C.  S.  Philadelphia,  F.  A. 
Davis  Company.  1930.  Pp.  445. 

This  book  presented  in  its  twentieth  edition  to 
the  house  surgeon  or  interne,  junior  practitioners, 
etc.,  is  limited  in  its  scope,  acting  as  a surgical 
compend.  From  the  standpoint  of  a beginner 
many  valuable  points  may  be  acquired.  For  a 1930 
revision  the  book  is  not  thoroughly  up  to  date.  As 
a member  of  the  medical  school  reviewing  an 
English  book  our  views  may  differ,  i.  e.,  as  objec- 
tion to  pre-  and  post-operative  purgations,  and 
the  use  of  chloroform  and  ACE  mixture  in  anes- 
thesia as  set  forth  in  this  book.  The  subject  .of 
fractures  is  well  handled  though  one  would  neces- 
sarily have  to  be  in  a well  equipped  hospital  to 
have  special  splints  at  his  command.  Subjects  of 
bandaging,  applications  of  casts  and  the  use  of 
trusses  for  herniae  are  well  handled. 

Emile  Bloch,  M.  D. 
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THE  OLD  TIME  COUNTRY  DOCTOR 
AND  TODAY’S  SPECIALISM.* 

GEORGE  A.  McBRIDE,  M.  D., 
Jackson,  Miss. 

The  span  of  a generation  seemingly 
reaches  back  into  antiquity,  and  we  are 
not  so  much  dwellers  in  a changed  world 
as  in  an  almost  new  world.  Development 
has  consisted  of  transformation,  and  evolu- 
tion has  been  virtual  revolution.  Progress 
has  proceeded  by  leaps  and  bounds ! 
Radical  has  been  the  transition  as  per- 
taining to  surgery  and  medicine.  The 
old  time  doctor  was  surgeon,  healer, 
executive — always  ready  for  anything  and 
everything.  Early  spring  and  the  frost 
going  out  of  the  roads,  nightfall  and  gusty, 
chilly  drizzle  rain.  Plop  !-plop  ! — a horse 
comes  galloping  through  the  mud.  He 
pulls  up  before  the  doctor’s  office.  In 
bursts  the  rider,  and  hastily  announces 
that  ten  miles  back  in  the  lumber  woods 
a man,  just  at  the  shutting-down  hour, 
had  gotten  a hand  badly  mangled  by  a 
machine.  Doctor  and  horse  are  soon  off — 
two  legs  snugly  tucked  in  a closely-cur- 
tained buggy,  four  legs  bravely  buffeting 
wind  and  rain,  and  sturdily  o’er-mastering 
the  heavy  going. 

From  our  reverie  of  the  past  we  re- 
awaken into  a world  electrified  and  gaso- 
lined.  In  this  modern  era  automobiles 
and  automobiles  are  everywhere.  Roads 
are  better  and  hospitals  have  become  mis- 
sionaries and  pioneers.  The  hospital  and 

*Read  before  the  Central  Medical  Society,  Jack- 
son,  May  20,  1930. 


the  auto-car  have  sung  the  requiem,  have 
tolled  the  knell  of  back-country  surgery, 
which  beyond  dispute  is  all  for  the  best. 

We  live  and  learn.  Empirical  knowl- 
edge is  trustworthy  knowledge.  On  earth 
we  have  many  schoolmasters,  but  Grand- 
sire  Experience,  faithful  though  stern,  is 
lord  over  them  all.  Of  his  manifold 
lessons  one  of  the  most  accentuated  and 
most  frequently  repeated  is  caution  in 
judgment — repression  of  every  impulse  to- 
ward jumping  at  conclusions. 

The  man  or  woman  beset  by  the  com- 
plications of  1929  is  likely  to  cherish  the 
dream  of  a time  somewhat  hazily  known 
as  the  good  old  days,  when  living  was 
simpler,  less  hurried,  and  far  more  endur- 
able. Some  things  have  improved  and 

some  gotten  worse,  according  to  the  view- 
point. Try  to  imagine  a few  of  the 

things  that  you  use  today  that  are  the 

same  in  all  respects  as  they  were  in  your 
grandfather’s  day,  and  decide  how  many 
of  them  you  would  be  content  to  live 
with.  Some  things  are  the  same — chairs, 
knives,  forks,  plates — yes,  yes,  go  on  . . . 
but  not  matches,  not  razors,  not  under- 
wear (thank  heaven!  not  underwear),  not 
lamps,  not  toothbrushes.  Maybe  hair- 

brushes, maybe  shaving  brushes — but  a 
rag,  a broom  and  a turkey  wing  are  no 
more  like  a vacuum  cleaner  than  the 
family  album  is  like  a movie  show.  We 
don’t  write  with  the  same  kind  of  pens. 
Typewriting  is  new.  Our  food  is  different. 
We  can  get  up  on  wintry  mornings  to  a 
house  whose  temperature  has  been  regu- 
lated by  a clock  on  the  wall.  Dinners  are 
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cooked  on  a stove  that  turns  itself  off 
when  the  roast  is  brown.  The  dishes 
are  washed  with  a form  of  soap  at  which 
your  grandmother  would  have  rebelled,  in 
a machine  she  could  not  understand,  driven 
by  a kind  of  power  the  existence  of  which 
she  would  have  flatly  denied.  The  sheer 
amount  of  drudgery  that  has  been  lifted 
out  of  living  in  the  last  fifty  years  justi- 
fies the  phrase  “Thank  heavens!”  that  we 
might  have  used  after  our  title  and  added 
“Gone  are  the  good  old  days.” 

Our  strength  lies  in  focusing  our  ener- 
gies and  keenest  intelligence  upon  a single 
point,  and  it  may  be  possible  to  illuminate 
it  as  does  the  concentration  of  the  sun 
rays  upon  any  given  point.  Our  weak- 
ness lies  in  thus  concentrating  and  limit- 
ing our  efforts,  whereby  we  may  possibly 
come  to  forget  that  we  are  physicians  first 
and  specialists  after.  The  history  of  ther- 
apeutics is  a history  of  blasted  hopes. 
Where  one  new  therapeutic  agent  has  ac- 
complished even  a respectacle  fraction  of 
what  was  in  the  beginning  claimed  for  it, 
a hundred,  perhaps,  have  miserably  failed. 
It  is  human  nature  to  aspire  eagerly  to 
be  the  first,  or  among  the  first,  to  exploit 
the  new. 

In  the  rush  for  precedence  conservatism 
is  cast  to  the  winds  and,  instead  of  waiting 
for  a wider  experience  before  giving  ex- 
pression as  to  the  advantages  and  limita- 
tions of  the  new  agent  or  method,  we  too 
often  rush  into  print  with  the  grossest 
exaggerations,  with  statements  of  thera- 
peutic result  that  will  not  for  a moment 
stand  the  test  of  a closer  analysis.  Hon- 
esty of  purpose  and  absolute  integrity  in 
clinical  reports  constitute  the  one  great 
shield  and  buckler  of  defence  against  the 
false  and  shallow  optimism  of  the  char- 
latan. Yet  it  is  not  enough  that  we  be 
simply  honest.  Charlatans,  it  is  true,  are 
not  generally  honest,  yet  charlatanism  is 
not  inconsistent  wTith  personal  integrity. 
Experience  may  be  vast,  integrity  beyond 
question,  but  the  basis  of  charlatanism  is 
profound  scientific  ignorance.  The  char- 
latan never  enunciates  an  idea,  neither 


does  he  understand  the  principles  under- 
lying the  cures  that  are  wrought.  He 
works  blindly,  and  honestly  believes  that 
his  simple,  old-fashioned  induction  coil  is 
equal  to  all  sorts  of  impossible  things,  and 
well  illustrates  in  his  life  and  character 
the  old  truth  that  “the  human  mind  fol- 
lows the  line  of  least  resistance,”  believes 
what  is  easy  and  for  personal  interests  to 
believe,  and,  except  after  the  most  care- 
ful training,  cannot  be  trusted  either  to 
observe  or  to  report  its  observations  with 
accuracy.  Combine,  however,  honesty  of 
purpose  with  education  and  trained  powers 
of  observation  and  we  have  a lever  which 
is  capable  of  lifting  any  department  of 
medicine  to  a plane  of  unquestioned  honor 
and  dignity. 

There  are  those  among  us  so  short 
sighted  as  to  think  that  instead  of  greet- 
ing the  old  style  country  doctor  as  a still 
useful  member  of  the  body  politic,  he 
should  be  given  a valedictory.  For  some 
there  are  who  mistakenly  cherish  the 
notion  that  the  good  old  country  practi- 
tioner is  on  his  way  out  and  that  he  shall 
soon  disappear.  Great  is  my  desire  to 
have  it  known  that  I am  convinced  that 
the  general  practitioner,  the  old  family 
doctor  who  knows  his  people,  their  hered- 
ity, their  proclivities,  their  possibilities, 
and  who  can  gauge  their  psychological  as 
well  as  their  pathological  content,  is  the 
one  who  should  decide  the  question  of  spe- 
cialization. Great  office  buildings  filled 
too  often  with  self-nominated  specialists, 
technicians,  laboratory  men,  all  unmindful 
of  the  human  appeal  of  the  ailing — entirely 
alien  to  sympathy,  to  ideals  to  altruism. 

Osier,  who  virtually  laid  down  his  life 
as  a result  of  fatigues  undergone  in  the 
interest  of  general  practice,  was  a spe- 
cialist, yes,  but  he  had  spent  a novitiate  in 
general  practice  under  his  model  practi- 
tioner, James  Bovell.  Osier  was  a teacher 
who  rose  to  the  very  pinnacle  of  such 
proficiency  as  was  well  known  in  his  day 
but  I feel  quite  sure  that  the  great  Osier 
would  gladly  subscribe  to  the  dictum  of 
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Dr.  Frank  Billings,  himself  a good  spe- 
cialist, who  says  quite  simply  and  directly 
that  “in  the  majority  of  cases  the  pains- 
taking general  practitioner  has  been  able 
to  make  accurate  diagnosis  and  to  treat 
scientifically,  and  that  too,  without  too  ex- 
pensive equipment.” 

All  great  advances  bear  within  them  the 
seeds  of  new  problems.  New  methods  of 
transportation  expedite  carrying  of  rural 
patients  to  urban  centers.  This  is  as  it 
should  be.  Yet  this  fact  has  a demoral- 
izing effect  on  the  general  practitioner  who 
chooses  the  rural  districts  for  location. 
Also,  in  these  days  of  good  roads,  tele- 
phones, automobiles  and  airplanes,  the 
larger  centers  can  dispense  urban  service 
to  rural  communities. 

I am  old  fashioned  enough  to  believe 
that  no  man  can  properly  and  successfully 
specialize  until  he  has  spent  at  least  five 
years  in  general  practice.  This  experi- 
ence gives  any  doctor  a broader  view  and 
reduces  the  number  of  self-styled  spe- 
cialists to  a minimum.  I like  to  feel  that 
a specialist  is  a limb  of  the  great  tree; 
body  and  roots  of  which  are  deeply 
grounded  in  all  branches  of  human  ail- 
ments. 

The  profession  of  medicine  goes  back  to 
pre-Biblical  days,  and  into  remote  lands 
and  historical  people.  For  instance,  the 
Greeks  had  Esculapius,  the  father  of  medi- 
cine, who  established  some  of  the  laws  of 
health  and  treatment  of  disease.  The 
evangelist  Luke  was  a physician,  receiv- 
ing his  education  in  Tarsus  where  there 
were  masters  of  the  profession,  and  near 
which  stood  the  temple  of  Aesculapius,  the 
first  hospital  ever  established.  Luke  was 
thoroughly  acquainted  with  the  diseases 
he  describes  which  he  does  in  medical  lan- 
guage of  the  times.  We  find  Luke  men- 
tioning four  cases,  one,  the  son  of  the 
widow  of  Nain,  the  man  with  the  dropsy, 
the  ten  lepers,  and  the  woman  bent  with 
a spirit  infirmity.  There  are  other  cases 
recorded  by  him  of  the  other  apostles.  In- 
deed, the  Good  Samaritan’s  wounded  pa- 


tient is  treated,  according  to  Luke,  by 
pouring  oil  and  wine  into  his  wounds.  In- 
deed, Luke  received  a classical  education, 
and  he  shows  the  mentality  and  charac- 
teristics of  the  cultivated  Greek.  We  find 
him  a learned  and  cultured  doctor' of  his 
day,  who  typifies  the  right  relation  of  the 
medical  man  to  society.  We  find  in  him 
a supremely  great  man,  and  we  of  this  day 
owe  him  a great  debt. 

Progress  in  medicine,  since  Luke’s  time, 
in  which  standards  of  preliminary  as  well 
as  purely  medical  education  have  advanced 
so  wonderfully,  had  its  origin  from  with- 
in the  medical  profession.  Neither  law- 
yers or  civil  engineers  or  ministers  ad- 
vanced this  idea,  though  possibly  an  oc- 
casional member  of  each  or  all  these 
learned  bodies  may  have  thought  higher 
education  unnecessary  for  physicians.  It 
is  doubtful  if  any  personal  or  local  influ- 
ence can  turn  the  tide  of  the  wide-sweep- 
ing movement  for  the  finest  standards  of 
proficiency  and  skill,  which  will  finally 
wipe  out  of  existence  the  schools  of  the 
fake  and  the  graft  type  which  justly  come 
under  criticism. 

While  we  are  boasting  over  our  clever- 
ness and  refinements  over  the  ancients, 
how  about  the  opinion  of  our  patients.  In 
former  days  the  doctor  was  the  most  re- 
spected man  in  town.  He  was  consulted 
for  everything  from  A to  Z.  No  one  ever 
dreamed  of  doubting  him.  He  was  the  hub 
of  the  joy,  of  the  sorrow,  of  the  business, 
of  the  pleasure,  of  the  riches,  and  of  the 
poverty  of  the  community.  What  is  he 
now?  Has  he  mounted  so  high  on  his 
pedestal  that  he  is  above  the  notice  of  the 
people,  or  has  he  fallen  off  and  gone  so 
low  that  they  ignore  him?  Why  have  the 
cults,  quacks  and  charlatans  gained  such 
a foothold?  Why  are  you  asked,  “Doctor 
of  what?”  when  you  make  yourself  known? 

Why  do  patients  consult  you,  then  go  to 
the  chiropractor,  Christian  Scientist,  or 
to  their  grandmother? 
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Empedocles  said : . . so  too  in  the 

body  the  good  and  healthy  elements  are  to 
be  indulged,  and  the  bad  elements  and 
the  elements  of  disease  are  not  to  be  in- 
dulged but  discouraged.”  And  this  is  what 
the  physician  has  to  do,  and  in  this  the 
art  of  medicine  consists:  for  medicine  may 
be  regarded  generally  as  the  knowledge  of 
the  loves  and  desires  of  the  body  and  how 
to  satisfy  them  or  not;  and  the  best  physi- 
cian is  he  who  is  able  to  separate  fair 
love  from  foul,  or  to  convert  one  into  the 
other;  and  he  who  knows  how  to  eradi- 
cate and  how  to  implant  love,  whichever 
is  required,  and  can  reconcile  the  most 
hostile  elements  in  the  constitution  and 
make  them  loving  friends  is  a skillful  prac- 
titioner.” Out  of  mysticism,  superstition 
and  religious  ritual  the  Greek  went  directly 
to  nature  and  was  the  first  to  grasp  the 
conception  of  medicine  as  an  art  based  on 
accurate  observation,  and  an  integral  part 
of  the  science  of  man.  What  could  be  more 
striking  than  the  phrase  in  “The  Law,” 
“There  are,  in  effect,  two  things,  to  know 
and  to  believe  one  who  knows;  to  know  is 
science,  to  believe  one  knows  is  ignorance. 
We  are  too  prone  today  to  listen  to  some 
smooth-talking,  word-stuffed  salesman  and 
as  a result,  buy  some  new  fangled  contrap- 
tion which  he  assures  you  will  not  only 
greatly  impress  your  patient,  and  thereby 
enable  you  to  ask  a larger  fee;  but  it  will 
penetrate  his  remotest  corner,  diagnose 
the  disease  and  cure  the  condition.  Is  this 
honest  Medicine? 

The  unwillingness  of  young  graduates 
to  settle  in  country  districts  has  been  cred- 
ited with  partly  accounting  for  the  success 
of  unlicensed  medicine,  and  at  least  one 
great  American  physician  has  proposed  a 
shortened  medical  curriculum  for  pros- 
pective country  doctors.  We  must  give 
this  decreasing  number  of  physicians  in 
rural  communities  and  the  proposed  rem- 
edies much  thought.  This  is  largely  an 
economic  problem.  Better  roads  and  auto- 
mobiles have  completely  altered  conditions 
of  rural  medical  practice  in  recent  years. 
The  small  town  that  kept  two  doctors  busy 


in  the  old  days  can  not  longer  support  one, 
yet  it  is  no  worse  served ; for  a doctor 
twenty  miles  away  is  as  available  today 
as  the  doctor  two  miles  away  ten  years 
ago.  The  doctor  must  live  and  educate 
his  children,  and  he  cannot  make  a living 
in  the  small  town,  when  all  the  best  pay- 
ing patients  take  their  important  cases 
to  the  larger  towns  twenty  or  thirty  miles 
away.  It  is  the  country  doctor,  necessarily 
dependent  on  himself  in  all  emergencies, 
who  needs  the  most  thorough  training. 
Better  roads,  perhaps  Henry  Ford’s  air- 
planes will  solve  the  problem  of  country 
practice.  And  soon,  I trust,  there  will  be 
small  rural  hospitals,  with  out-patients  de- 
partments for  rural  communities.  In  the 
meantime  the  problem  is  a serious  one, 
and  not  to  be  solved  by  cheap  medical 
education.  Not  that  I think  medical  edu- 
cation is  all  it  ought  to  be;  the  truth  is, 
the  educational  necessities  of  modern  prac- 
tice have  become  too  big.  Medicine,  long 
empirical,  is  coming  into  the  scientific  in- 
heritance of  the  last  twenty  years  of 
hitherto  undreamed  of  increase  of  accurate 
knowledge,  and  to  be  abreast  of  scientific 
advance  we  must  practice  scientifically  ex- 
act methods.  This  is  almost  impossible 
without  laboratory  and  hospital  facilities. 
Nay,  more,  our  curricula  are  so  over- 
crowded that  the  student  has  no  time  for 
intelligent  thinking  in  college,  and  is  too 
tired  for  effective  home  study  at  night. 
Teachers  are  more  troubled  than  students 
over  the  difficulty,  and  I have  no  remedy 
to  offer. 

It  has  been  said  that  you  are  a real 
country  doctor  if  you  can  change  tires  at 
four  below  at  four  a.  m. ; if  you  can  set 
a fractured  femur  with  a piece  of  string 
and  a flat  iron  and  get  as  good  results  as 
the  mechanical  engineering  staff  of  a city 
hospital  at  ten  percent  of  their  fee;  if  you 
can  drive  through  ten  miles  of  mud  to 
ease  the  little  child  of  a deadbeat;  if  you 
can  do  a podalic  version  on  the  kitchen 
table  of  a farm  house  with  husband  hold- 
ing legs  and  grandma  giving  chloroform; 
if  you  can  diagnose  tonsillitis  from  diph- 
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theria  with  a laboratory  forty-eight  hours 
away;  if  you  can  pull  the  three-pronged 
fishhook  molar  of  the  two  hundred  fifty 
pound  hired  man ; if  you  can  maintain 
your  equilibrium  when  the  lordly  specialist 
sneeringly  refers  to  the  general  practi- 
tioner. 

Some  reversion  to  the  old  preceptor 
method  is  indicated  in  order  to  keep  the 
medical  students’  perspective  always  true 
to  the  lode-star  of  ethical  medicine.  In  the 
premedical  work,  if  anything  should  be 
eliminated,  I would  say  eliminate  the  re- 
quirement regarding  a smattering  of  mod- 
ern languages ; it  never  gets  anywhere. 
Solidity,  not  veneer  is  wanted.  In  our 
medical  schools  today,  it  is  unfortunate 
that  our  students  do  not  come  in  contact 
with  practicing  physicians  until  their 
Junior  year.  Teachers  must  be  sought 
whose  vision  is  as  broad  as  their  training 
must  be  deep.  Here  again,  unfortunately, 
the  teachers  are  too  often  full-time  spe- 
cialists. Some  of  the  greatest  teachers 
in  the  history  of  medicine  in  this  country, 
such  as  Billings,  Senn,  Murphy,  Quin,  Fen- 
ger,  Davis,  all  specialists  in  their  later 
lives,  trained  to  the  task  in  great  fields  of 
medical  practice,  were  the  type  that  today 
are  too  infrequent.  These  men  taught 
scientific  medicine,  altruism  and  devotion 
to  humanity,  and  they  kept  alive  in  the 
student  mind,  an  awareness  of  current 
conditions  and  of  what  should  be  expected 
of  every  doctor  as  the  priest  of  the  sacred 
human  body.  The  practical  things  in  medi- 
cine should  not  be  suppressed  at  the  ex- 
pense of  scientific  medicine.  Too  many 
men  trained  according  to  the  present  ten- 
dency, bloom  forth  as  specialists  and  lack 
the  training  necessary  to  endure  and  sac- 
rifice. 

Our  refuge,  our  help,  must  come  through 
the  rearing  of  the  medical  men  on  the  old 
ethical  lines,  close  contact  throughout  the 
student  years  with  the  men  of  general 
practice,  and  if  possible,  by  extending  the 
arm  of  fellowship  from  the  State  Society 
in  a protecting  and  encouraging  way  to  the 


student.  We  must  have  cooperation;  mu- 
tual sympathy  and  respect.  We  must  pre- 
sent a united  front  against  all  that  is 
unethical,  shifty,  questionable,  or  merely 
expedient.  We  must  recover  the  control 
of  medical  education  and  medical  practice 
by  medical  men. 

We  close  with  the  words  of  the  eminent 
writer  and  teacher,  Hobart  A.  Hare  of 
Philadelphia : 

The  endeavor  of  the  true  physician  is 
“To  cure  sometimes,  to  relieve  often;  to 
comfort  always”. 

SURGERY  OF  THE  OVARY.* 
MAURICE  J.  GELPI,  M.  D., 

New  Orleans. 

In  considering  a subject  in  the  light  of 
experience,  one’s  attention  is  often  ar- 
rested by  certain  impressions  which  stand 
out  in  comparatively  bold  relief.  Stimu- 
lated by  such  observations,  I shall  speak 
here,  though  briefly,  on  certain  diagnostic 
and  symptomatic  phases  of  ovarian  sur- 
gery as  well  as  on  certain  pathological 
and  technical  considerations. 

The  topics  of  diagnosis  and  symptoma- 
tology are  so  closely  interwoven  that  they 
lend  themselves  readily  to  simultaneous  dis- 
cussion. Everyone  is  familiar  with  the  im- 
portance of  differentiating  ovarian  pain 
from  that  produced  by  such  classical  dis- 
turbances as  ureteral  stone,  infection  along 
the  genito-urinary  tract  and  tubal  preg- 
nancy. The  means  at  our  command  capa- 
ble of  assisting  us  in  determining  the 
existence  of  these  conditions  as  well  as 
the  measures  available  for  combating  them 
are  also  familiar  to  everyone.  There  is  a 
certain  pathology,  however,  which  for  a 
number  of  years  I had  completely  over- 
looked as  being  capable  of  simulating 
ovarian  pain.  I am  referring  here  to 
disease  of  the  descending  colon,  sigmoid 
and  recto-sigmoid.  In  the  last  few  years 
I have  been  very  much  impressed  by  the 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29,  May  1,  1930. 
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number  of  women  who  complained  of  low, 
left-sided  pain  very  closely  resembling 
that  produced  by  tubo-ovarian  diseases, 
who  were  really  suffering  from  colitis  or 
sigmoiditis.  Occasionally  such  patients 
were  encountered  who  had  already  been 
operated  upon  for  supposed  pelvic  disease 
and  who  were  never  relieved  until  the  path- 
ology in  the  colon  was  discovered  and 
treated.  Such  a patient  was  recently  seen 
who  had  not  only  been  operated  upon  with- 
out relief,  but  was  about  to  undergo  a second 
exploratory  pelvic  operation,  when  the 
colonic  disturbance  was  discovered  and  re- 
lief brought  about  by  properly  directed 
attention.  My  own  experience  makes  me 
feel  that  no  doubt  in  the  past,  many  an  un- 
offending ovary  has  thus  been  needlessly 
sacrificed.  The  laboratory  and  particularly 
the  roentgen-ray  is  of  decided  assistance 
from  a diagnostic  standpoint,  keeping  in 
mind  the  value  of  the  barium  enema  for  the 
roentgenologic  study  of  the  colon. 

As  regards  pathology  and  surgical  tech- 
nic, certain  points  come  to  mind  which 
might  stimulate  discussion.  It  might  be 
recalled  here  that  the  handling  of  malig- 
nant ovarian  neoplasms  calls  for  the  same 
radicalism  that  malignancy  elsewhere  re- 
quires, irrespective  of  age.  But  while  in 
ovarian  malignancy  total  extirpation  not 
only  of  the  primary  growth,  but  of  the 
adjoining  internal  genitalia  would  appear 
to  be,  when  feasable,  the  wisest  procedure, 
we  see  in  contrast  to  this,  the  necessity  of 
ovarian  conservation  in  all  conditions  ex- 
cept malignant  and  non-malignant  neo- 
plasms and  ovarian  tuberculosis.  This 
refers  particularly  of  course  to  women  far 
from  menopause.  I learned  some  years 
ago,  from  Dr.  Hurdon  at  Johns  Hopkins, 
when  medical  scientists  of  the  gentler  sex 
were  not  so  numerous  as  they  are  today, 
some  very  interesting  facts  of  practical 
value.  In  early  tubal  tuberculosis,  the 
ovary  is  often  not  involved,  and  when  it  is, 
the  pathology  is  usually  plainly  discern- 
ible on  the  surface.  When  an  element  of 
doubt  arises,  an  incision  will  permit  of 
opening  the  ovary  like  a book  affording  a 


further  means  of  inspection  when  there 
are  no  discernable  lesions  superficially. 
The  practical  application  of  this  is  that 
by  this  means,  in  the  case  of  young  women, 
often  complete  ovarian  conservatism  can 
be  and  should  be  practiced.  In  the  case  of 
early  tubal  tuberculosis,  this  is  particu- 
larly desirable,  not  only  to  avoid  a prema- 
ture and  precipitate  menopause,  but  also 
because  after  removal  of  the  primary  tubal 
focus,  the  accompanying  endometrial 
tuberculosis  apparently  improves  with 
each  succeeding  menstrual  period  and 
finally  disappears  completely.  I shall  say 
while  on  the  subject  of  ovarian  conserva- 
tion just  a few  words  in  this  regard,  in 
pelvic  infections  affecting  young  women. 

I am  convinced,  from  observation  of  the 
young,  neurological,  oophorectomised 
wrecks,  only  too  often  encountered,  that  in 
advanced  pelvic  inflammatory  disease,  in 
young  women,  it  is  best  whenever  possible, 
to  leave  in  a piece  of  doubtful  ovary,  even 
though  it  might  subsequently  give  trouble. 
This  is  much  better  practice  than  to  ruth- 
lessly remove  every  vestige  of  ovarian 
tissue.  This  is  particularly  true  in  the 
case  of  Neisserian  infections  where  the  late 
pathology,  so  far  as  the  internal  genitals 
are  concerned,  is  always  principally  in  the 
tubes.  This  suggests  the  subject  of 
ovarian  transplantations. 

In  my  hands  ovarian  transplantation  to 
distant  parts  of  the  body  has  been  most 
disappointing.  Furthermore  I could  never 
understand  the  logic  of  removing  an  ovary 
or  piece  of  ovary  from  its  normal  habitat 
to  transplant  it  in  foreign  surroundings. 
If  the  ovary,  either  in  whole  or  in  part,  is 
sufficiently  good  to  transplant,  then  it 
would  seem  more  reasonable  not  to  trans- 
plant it  at  all,  but  rather  to  leave  it 
where  it  is  and  where  it  belongs.  It  would 
seem  more  likely  to  function  in  its  normal 
surroundings.  Furthermore,  better  cir- 
culation is  more  likely  obtainable  in  its 
natural  environment.  Of  course,  I am  re- 
ferring practicularly  here  to  autogenous 
grafts.  The  last  topic  I shall  discuss  is 
purely  technical. 
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The  more  I study  pelvic  pathology,  the 
more  difficult  I find  it  in  the  exceptional 
case,  to  differentiate  every  time  in  the 
gross  between  the  simple  cyst-adenoma 
and  the  potentially  malignant  papillary 
cyst-adenoma.  For  this  reason  I have 
come  to  the  conclusion  that  it  is  far  safer 
not  to  tap  ovarian  cysts.  The  danger  of 
grafting  an  unsuspected  papillary  cyst  is 
by  this  means  positively  avoided.  It  is 
safer  therefore,  even  in  the  case  of  very 
large  tumors,  to  make  a sufficiently  gen- 
erous incision  to  deliver  the  cyst  without 
releasing  the  contents.  I feel  quite  cer- 
tain that  many  will  be  ready  to  challenge 
this  attitude  and  yet  from  the  standpoint 
of  safety  in  technic,  my  observations  I 
believe  will  stand  the  closest  scrutiny. 

The  points  which  I have  tried  to  empha- 
size without  presuming  too  much  on  your 
patience  are  these: 

1.  That  before  contemplating  surgical 
attack  on  the  ovary,  we  should  make  use 
of  every  reasonable  means  at  our  com- 
mand, to  first  determine  that  the  ovary 
should  really  be  our  objective.  In  this 
connection  attention  was  called  to  the 
simulation  of  ovarian  pain  which  may  be 
produced  by  disease  of  the  colon,  sigmoid 
and  recto-sigmoid. 

2.  That  while  ovarian  malignancy  calls 
for  radicalism  irrespective  of  age,  con- 
servatism should  be  the  keynote  in  all 
other  conditions  not  neoplastic  and  not 
ovarian  tuberculosis.  The  latter  applies 
particularly  to  the  treatment  of  young 
women. 

3.  That  in  early  tubal  tuberculosis,  in 
addition  to  avoiding  an  early,  precipitate 
menopause,  ovarian  conservation  is  a use- 
ful factor  in  eliminating  endometrial 
tuberculosis  after  removal  of  the  focus  in 
the  tubes. 

4.  That  it  is  worth  while  to  preserve 
some  ovarian  function  in  young  women 
suffering  from  pelvic  inflammatory  dis- 
ease, even  though  the  ovary  or  piece  of 


ovary  preserved  might  possibly  give 
trouble  at  some  future  time. 

5.  That  leaving  in  an  ovary  or  part  of 
an  ovary  would  seem  to  be  more  logical 
than  transplantation  to  distant  parts  of 
the  body. 

6.  Finally,  that  it  would  seem  to  be 
safer  and  therefore  better  technic  not  to 
tap  ovarian  cysts,  but  rather  to  remove 
them  through  an  adequate  incision. 

DISCUSSIONS. 

Dr.  Levy  (New  Orleans) : I am  sorry  Dr.  Craw- 
ford is  not  here.  With  his  great  fund  of  experi- 
ence, he  would  have  given  you  a much  more  inter- 
esting discussion,  I am  sure,  but  it  is  not  difficult 
to  discuss  the  surgery  of  the  ovary  after  hearing 
such  an  elucidating  paper  as  you  have  just  heard. 

“Surgery  of  the  pelvis,”  Dr.  Will  Mayo  said 
some  years  ago,  “is  the  great  delusion  of  surgical 
mortality.”  A great  many  surgeons  have  been 
tackling — and  getting  away  with — surgery  of  the 
pelvic  organs  without  the  high  mortality,  because 
the  pelvis  can  stand  so  much.  The  pelvis  has  a 
great  amount  of  resistance  and  your  mortality  is 
lower.  When  you  get  in  the  upper  abdomen,  you 
have  to  be  a little  bit  better  technician  than  in  the 
lower  abdomen,  and  your  mortality  is  lower  in  the 
pelvis  though  the  morbidity  might  be  higher. 

The  Removal  of  the  Ovary.  We  have  stressed 
and  stressed  about  leaving  ovaries,  and  rightly  so. 
Dr.  Gelpi  insists  upon  it,  and  it  is  the  right  thing 
to  do  in  spite  of  what  the  gland  hounds  tell  us. 
We  all  know  of  the  harrowing  experiences  we  have 
when  we  take  out  ovaries. 

Resection  of  Ovaries.  An  ovary  is  either  good 
enough  to  stay  in  or  bad  enough  to  come  out,  pro- 
vided you  can  have  a fairly  good  ovary  on  one 
side. 

Do  Not  Tap  Cysts.  Just  for  the  reason  that 
Dr.  Gelpi  emphasized.  You  might  get  a carci- 
noma, malignant  ovary,  and  just  spread  seeds  on 
a fertile  field,  and  have  a-  general  carcinomatosis 
before  you  know  it.  A great  many  of  these  malig- 
nant ovaries  can  be  taken  out,  if  you  will  just 
take  them  out  toto  without  spilling  the  contents, 
but  if  you  spill  the  contents,  then  you  have 
spread  seeds  on  a fertile  field  and  you  may  expect 
a general  carcinomatosis  to  rapidly  follow. 

A great  many  pelvic  infections  will  clear  up  if 
let  alone.  Rest,  and  plenty  of  it,  and  a great  deal 
of  surgery  of  the  ovary  can  be  avoided  if  you  will 
just  stay  out  of  the  abdomen  of  that  type.  It 
was  a very  common  thing  a few  years  ago  to  go 
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into  the  pelvis  and  clean  it  up.  Several  years  ago, 
we  left  only  one  ovary  and  that  was  enough,  but 
now  we  can  leave  a lot  of  pelvic  organs  and  still 
have  good  results.  It  is  better,  however,  in 
ovarian  graft,  if  the  disease  is  near  the  pedicle 
of  the  ovary  and  you  have  to  graft  an  ovary,  it  is 
better  to  take  particles  of  both  ovaries  and  trans- 
plant them  than  to  have  no  ovary  at  all.  Some 
men  have  gone  so  far  as  to  claim  that  they  have 
even  seen  menstruation  after  a grafted  ovary.  We 
know  though  that  it  is  so  important  to  conserve 
the  ovary  that  we  are  willing  to  graft  it  whenever 
feasible  rather  than  to  remove  the  entire  organ. 

Again  I want  to  thank  Dr.  Gelpi  for  his  paper 
and  to  apologize  for  this  impromptu  criticism. 

Dr.  H.  W.  Kostmayer  (New  Orleans)  : I want 
to  talk  on  just  one  phase  of  this  very  big  subject 
that  has  been  so  nicely  covered  and  that  appar- 
ently hasn’t  been  given  consideration,  and  that  is 
the  feasibility  of  too  many  operations  on  one 
patient. 

In  lecturing  to  medical  students  and  to  nurses 
during  a great  many  years,  I have  always  told 
them  that  if  each  one  of  them  could  have  a 
laparotomy  performed  on  themselves,  they  would 
have  a great  deal  more  consideration  for  the 
patient  whose  abdomen  has  been  opened.  I think 
this  might  be  true  of  surgeons  in  middle  life. 
Having  been  through  the  surgical  mill  so  many 
times  myself,  I have  a great  fondness  for  making 
a patient  avoid  a second  operation  if  I possibly 
can.  I think  that  ultraconservatism  can  be  prac- 
ticed and  during  many  years  of  gynecological 
work,  I have  had  some  very  keen  regrets  for  hav- 
ing left  in  diseased  ovarian  tissue.  So,  I think 
one  ought  to  be  pretty  certain  in  leaving  in  an 
ovary,  or  piece  of  ovary,  that  it  is  going  to  func- 
tion and  not  going  to  have  to  be  removed  in  a 
second  operation. 

I think  the  reason  for  transplanting  ovarian 
tissue  from  its  natural  habitat,  where  there  is  a 
question  in  the  mind  of  the  surgeon,  is  to  make  it 
more  accessible  for  future  removal.  And  an 
added  reason  is  to  take  it  out  of  a diseased  atmos- 
phere and  to  put  it  into  a healthy  one. 

I rose  merely  to  urge  that  while  we  want  to  be 
exceedingly  conservative  with  female  sex  organs, 
we  do  not  want  to  be  ultraconservative  and  neces- 
sitate a second  operation.  Here  we  see  the  results 
of  good  judgment  which  can  only  come  after 
many  years  of  experience  in  this  line. 

Dr.  T.  B.  Sellers  (New  Orleans)  : No  doubt 
there  are  too  many  ovaries  being  sacrificed  in 
the  hands  of  the  average  surgeon.  I am  sure  that 
Dr.  Gelpi  does  not  mean  to  imply  that  there  is  any 
harm  in  puncturing  an  ordinary  follicular  cyst 


of  the  ovary.  I agree  with  him  that  there  is 
danger  in  puncturing  the  true  ovarian  cyst  on 
account  of  the  possibility  of  spreading  malig- 
nancy. 

I want  to  make  a plea  for  conservative  ovarian 
surgery.  In  several  cases,  I have  resected  a por- 
tion of  one  ovary  and  later  opened  the  abdomen 
for  some  other  condition  and  found  that  the 
resected  ovary  was  the  only  ovarian  tissue  that  I 
could  conserve.  However,  we  must  not  lose  sight 
of  the  fact  that  our  standard  of  conservatism  is 
much  lower  in  women  of  the  working  class  than 
in  those  who  are  able  to  lead  a more  sedentary 
life  following  operative  procedures.  This  point 
has  been  forcefully  impressed  upon  the  men  who 
have  handled  large  Charity  Hospital  services. 

Dr.  T.  J.  Fleming  (New  Orleans)  : I certainly 
enjoyed  Dr.  Gelpi’s  paper. 

One  question:  What  is  his  opinion  on  plastic 
surgery  of  the  ovary?  And  in  regard  to  trans- 
planting ovaries,  I have  tried  transplanting 
ovaries  a few  times  and  have  had  to  go  back  and 
take  them  out.  I believe  if  an  ovary  is  worth 
anything  at  all,  after  transplanting,  it  would  be 
worth  a lot  more  left  where  the  normal  blood 
supply  is  and  in  its  normal  position. 

Dr.  Gelpi  (closing) : I find  it  very  difficult  in 
discussing  certain  surgical  topics  to  succeed  in 
not  being  too  dogmatic  and  yet  carry  a point. 
Very  often  one  is  inclined  to  say,  “This  is  100 
per  cent  so,”  when,  as  a matter  of  fact,  deep 
down  in  your  heart,  you  know  it  is  only  99  per 
cent  so.  But  you  are  more  likely  to  carry  a point 
if  you  say  100  per  cent. 

In  regard  to  Dr.  Levy’s  discussion  on  resection, 
and  that  will  also  answer  the  last  speaker’s  ques- 
tion, I believe — I am  frank  to  confess — that  the 
more  I go  into  this  work,  the  fewer  resections  of 
ovaries  I feel  it  necessary  to  do.  There,  again, 
we  can’t  be  too  dogmatic  and  we  can’t  say  you 
must  never  resect  an  ovary,  but  I feel  that  the 
majority  of  gynecologists  feel  like  I do — that 
there  are  fewer  ovaries  resected  today  than  there 
were  in  the  past.  The  reason  is  that  everybody 
knows  the  ordinary  cyst  does,  not  need  any  treat- 
ment. 

In  regard  to  Dr.  Kostmayer,  I think  he  struck 
the  key-note  of  the  whole  situation  when  he  men- 
tioned the  word  “judgment.”  If  you  are  handling 
pelvic  pathology,  in  certain  types  of  women,  you 
are  going  to  be  influenced  to  a great  extent  by 
the  economic  situation,  which  Dr.  Sellers  also 
brought  up.  You  are  not  going  to  treat  a marked, 
advanced  pelvic  case  in  a colored  servant  in  the 
same  way  you  would  treat  a very  fine  lady  with 
the  same  condition,  who  can  afford  the  long  rest 
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in  bed,  preoperative  care,  etc.,  that  these  people 
can  afford.  There,  as  I say,  the  whole  question 
resolves  itself  into  the  question  of  judgment. 

As  regards  Dr.  Sellers,  I think  I have  already 
mentioned  the  economic  situation  that  really  re- 
solves itself  into  the  question  I have  just  discussed. 

I want  to  thank  you  gentlemen  for  discussing 
my  paper. 


UPPER  LEFT  ABDOMINAL  TUMOR 
MASS  IN  CHILDREN  AND  SOME 
POINTS  IN  DIFFERENTIAL 
DIAGNOSIS.* 

S.  L.  BRISTER,  JR.,  M.  D., 
Greenwood,  Miss. 

In  this  paper  I will  discuss  tumor  mass  in 
the  left  upper  quadrant  in  children,  paying 
particular  attention  to  enlargements  of  the 
spleen  and  kidney,  the  blood  pictures  pro- 
duced by  each,  and  some  differential  diag- 
nostic points.  Of  the  organs  found  in  this 
quadrant  the  spleen  and  the  kidney  are  the 
most  important  ones,  and  of  these  two  the 
spleen  holds  the  spotlight.  Of  the  diseases 
to  be  considered,  some  are  more  interesting 
than  others,  due  to  the  fact  that  some  are 
very  rare.  Many  of  us  may  never  see  some 
of  these  conditions,  but  tomorrow  as  we  go 
back  to  our  work,  some  of  us  will  be  con- 
fronted with  these  conditions,  because  they 
are  going  to  be  and  it  falls  the  lot  of  some 
of  us  here,  to  make  the  diagnosis. 


Of  the  diseases  to  be  discussed  that  pro- 
duce enlargement  of  the  spleen  are  certain 
blood  dyscrasias  as: 


1. 

The  leukemias,  both  the  lymphatic 
and  the  myelogenous. 

2. 

Banti’s  Disease. 

3. 

Hodgkin’s  Disease. 

4. 

Gaucher’s  Disease. 

5. 

Familial  jaundice. 

6. 

Von  Jaksch’s  anemia. 

Certain  malignant  tumors  of  the  spleen 
and  the  kidney  as: 

*Read 

before  the  Section  on  Medicine  at  the 

Sixty-third  Annual  Session  of  the  Mississippi  State 
Medical  Association,  Vicksburg,  May  14,  1930. 


1.  Lympho-sarcoma  of  the  spleen  or 
kidney. 

2.  Hypernephroma  of  the  kidney. 

3.  Congenital  polycystic  kidney. 

4.  Hydronephrosis  of  the  kidney. 

Certain  acute  and  chronic  infections 
causing  enlargement  of  the  spleen,  the  most 
important  of  which  are: 

1.  Typhoid  Fever. 

2.  Malaria. 

3.  Syphilis. 

4.  Tuberculosis. 

On  physical  examination  a mass  is  felt 
in  the  upper  left  quadrant;  is  it  kidney  or 
spleen?  Sometimes  it  is  rather  difficult  to 
distinguish  between  the  two.  The  outstand- 
ing differential  points  are  as  follows : In  the 
splenic  enlargement,  you  feel  a flat  oval  mass 
lying  in  close  relation  to  the  diaphragm,  at 
the  level  of  the  ninth  and  tenth  rib,  and 
above  the  kidney.  There  is  a definite  notch 
in  the  spleen  that  can  be  felt.  In  percussion 
the  note  is  dull  indicating  that  the  spleen  is 
close  to  the  anterior  abdominal  wall.  In 
the  splenic  enlargements,  the  blood  picture 
is  very  essential  in  deteriming  whether 
you  are  dealing  with  spleen  or  kidney  mass. 
The  blood  count  will  show  characteristic 
changes  and  in  the  kidney  conditions,  the 
picture  is  not  characteristic. 

In  the  cases  of  kidney  mass,  the  import- 
ant differential  points  are  that  the  left  kid- 
ney lies  to  the  side  of  the  spine,  on  the  mus- 
cular bed  formed  by  the  lumbar  muscles  at 
the  level  of  the  eleventh  and  twelfth  ribs. 
This  shows  that  the  kidney  lies  closer  to  the 
posterior  abdominal  wall,  is  below  the  level 
of  the  spleen,  posterior  to  the  colon,  stom- 
ach, and  intestines,  which  will  give  you  a 
tympanitic  percussion  note  over  the  kidney 
area  from  the  anterior  surface.  The  kidney 
moves  slightly  with  respiration.  There  is 
no  evidence  of  the  notch.  The  blood  picture 
reveals  only  a secondary  anemia,  but  the 
urine  examination  shows  that  there  is  defin- 
ite trouble  in  the  kidney.  Of  the  differen- 
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tial  points  discussed  above,  too  much  strees 
as  to  the  importance  of  a blood  and  urine 
examination  cannot  be  made. 

Now,  considering  the  diseases  themselves, 
let  us  first  consider  the  leukemias.  There 
are  two  types,  the  lymphatic  and  the  mye- 
logenous. The  lymphatic  is  characterized 
by  slight  splenic  enlargement,  slight  glandu- 
lar enlargement,  marked  leukocytosis,  slight 
anemia,  the  differential  count  showing  a 
marked  increase  in  the  lymphocytes  usually 
the  small  ones,  which  may  be  in  proportion 
as  high  as  90  per  cent. 

In  the  myelogenous  type  the  splenic 
enlargement  is  much  greater,  the  glandular 
enlargement  is  greater,  the  anemia  is  of  the 
pernicious  type,  there  is  marked  leukocy- 
tosis, the  predominating  cell  being  the 
myelocyte.  The  liver  in  both  types  is  en- 
larged, but  to  greater  proportions  in  the 
myelogenous  type. 

Banti’s  disease  is  characterized  by  splenic 
enlargement  associated  with  hepatic  cir- 
rhosis. This  condition  does  not  show  the 
marked  glandular  involvement  of  Hodgkins’ 
disease,  or  the  peculiar  blood  changes  of  the 
leukemias,  but  presents  a picture  of  marked 
and  progressive  anemia,  persistent  leuko- 
penia, increased  amount  of  urobilin  in  the 
urine,  and  a marked  degree  of  jaundice. 

Hodgkin’s  disease  presents  a picture  of 
marked  general  glandular  involvement 
usually  beginning  in  the  cervical  region, 
and  splenic  enlargement.  The  blood  exam- 
ination shows  a secondary  anemia  and 
definite  and  marked  increase  in  eosinophils. 
There  are  skin  manifestations  such  as 
pruritis,  and  general  itching  of  the  skin. 
Biopsy  of  one  of  the  glands  will  help  clear 
up  the  diagnosis  as  it  gives  a definite 
picture. 


Gaucher’s  disease  is  a familial,  but  not 
hereditary,  disease  and  also  produces  an  en- 
largement of  the  spleen.  It  is  characterized 
by  a peculiar  brownish  pigmentation  of  the 
skin,  especially  of  the  face,  slight  anemia, 
the  lymph  glands  may  be  only  slightly 
enlarged,  leukopenia  not  so  marked,  differ- 
ential count  within  the  normal  limits. 
Sometimes  there  is  a yellowish  wedge- 
shaped  thickening  of  the  conjunctival  on 
either  side  of  the  cornea. 

Hemolytic  jaundice  is  a congenital  and 
hereditary  disease  characterized  by  a mild 
or  marked  degree  of  jaundice,  moderate 
anemia,  lymph  glands  not  enlarged,  spleen 
markedly  enlarged,  liver  normal  or  only 
slightly  enlarged,  reticulated  red  blood 
cells  predominating  the  field  in  proportion 
of  25  to  50  per  cent,  a definite  increase  in 
the  fragility  of  the  red  cells,  and  an  in- 
crease in  the  urobilin  content  of  the  urine. 

Von  Jaksch’s  anemia,  or  pseudo-leukemic 
anemia  causes  a definite  enlargement  of  the 
spleen  and  is  a disease  of  the  first  two  years 
of  life.  It  is  associated  with  marked 
rickets,  high  grade  anemia,  moderately  en- 
larged liver,  very  low  hemoglobin  percent- 
age, marked  leukocytosis,  and  the  lymph 
glands  not,  or  only  slightly  palpable. 

Now  that  we  have  finished  with  the  most 
important  blood  dyscrasias,  let  us  pass  on 
to  the  tumors  of  the  kidney  and  the  spleen. 
In  tumors  of  the  kidney,  almost  all  of  them 
are  malignant.  There  are  several  varieties 
of  tumors,  such  as  lympho-sarcoma,  hyper- 
nephroma, which  is  a malignancy  of  the 
suparenal  gland  of  the  kidney,  congenital 
polycystic  kidney,  and  hydronephrosis. 
The  diagnosis  of  the  types  of  tumor  is 
rather  difficult  before  autopsy  or  operation, 
but  the  important  things  to  remember  are 
that  the  tumor  mass  is  present,  hematuria, 
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marked  cachexia,  secondary  anemia,  patient 
usually  under  five  years  of  age,  and  that  the 
blood  picture  is  relatively  unchanged. 

Tumors  of  the  spleen  are  very  rare.  They 
may  be  primary  or  secondary,  usually 
secondary,  and  of  the  lymphosarcoma 
variety.  If  the  lymph  glands  are  involved, 
a biopsy  will  help  clear  up  the  diagnosis. 
Examinations  of  the  blood  will  show  only 
a mild  anemia,  and  none  of  the  character- 
istic changes  of  the  blood  dyscrasias  with 
an  enlargement  of  the  spleen.  The  urine 
examination  shows  none  of  the  characteris- 
tic change  of  the  tumors  or  disease  of  the 
kidney. 

Of  the  acute  and  chronic  infections  which 
will  cause  an  enlargement  of  the  spleen,  the 
most  important  ones  to  be  considered  are 
typhoid  fever,  malaria,  tuberculosis,  and 
luetic  conditions.  Typhoid  fever  gives  an 
enlargement  of  the  spleen,  normal  blood 
picture  or  a mild  anemia  and  slight  leuko- 
penia, differential  count  within  normal 
limits  except  for  maybe  a slight  increase  in 
the  number  of  lymphocytes.  The  diagnosis 
is  made  on  the  strength  of  the  clinical 
picture  with  a positive  Widal  test  or  a posi- 
tive blood  culture,  or  both. 

In  malaria,  the  spleen  is  enlarged,  and 
sometimes  to  a marked  degree,  the  blood 
picture  is  within  the  normal  except  in  some 
cases  there  may  be  a mild  anemia,  slight 
leukopenia,  and  the  differential  count  is 
normal.  A positive  diagnosis  is  made  with 
the  clinical  picture  and  with  the  demonstra- 
tion of  the  malarial  parasite  in  the  blood 
smear.  A negative  smear  does  not  mean 
that  your  patient  does  not  have  malaria 
and  in  such  cases  the  history,  symptoms, 
and  physical  findings  must  be  relied  upon, 
and  the  therapeutic  test  tried.  If  the 
patient  clears  up,  the  case  is  more  than 
likely  one  of  malaria,  due  to  the  fact  that 


quinine  has  very  little  effect  upon  the  other 
types  of  fever. 

Tuberculosis  will  cause  an  enlargement 
of  the  spleen  and  the  history,  symptoms, 
physical  findings,  roentgen-ray  pictures, 
sputum  examination,  tuberculin  test,  and 
the  blood  examination  will  help  in  establish- 
ing a diagnosis.  The  blood  picture  shows 
only  slight  anemia,  normal  or  only  a slight 
reduction  of  the  white  cells,  and  the 
differential  count  is  normal,  or  there  may 
be  a slight  increase  in  the  number  of 
lymphocytes.  Biopsy,  if  glandular  involve- 
ment is  present,  will  help  clear  up  the 
diagnosis. 

Syphilitic  infections  will  cause  an  en- 
largement of  the  spleen,  and  the  diagnosis 
is  made  by  the  history,  symptoms,  physical 
signs,  and  a positive  Wassermann  test.  The 
blood  is  within  the  normal  limits.  There 
is  a generalized  enlargement  of  the  lymph 
glands  from  a mild  to  a marked  degree. 

In  conclusion,  I want  to  emphasize  the 
importance  of  the  laboratory  findings  in 
clearing  up  the  diagnosis  in  dealing  with 
the  enlargements  in  the  upper  left  abdom- 
inal quadrant.  The  blood  pictures  will 
clear  up  the  splenic  involvements,  and  the 
urine  examination  will  clear  up  the  kidney 
involvements. 

DISCUSSION. 

Dr.  S.  L.  Brister:  There  is  very  little  to  say 

about  treatment  of  these  cases.  Usually  it  should 
be  surgical  treatment  as  early  as  diagnosis  is 
made.  Surgical  removal  of  the  spleen  or  kidney 
should  be  done  as  soon  as  pathology  is  diagnosed. 
It  may  be  necessary  to  transfuse  the  patient  or 
build  them  up  before  they  will  stand  operation. 
Be  sure  the  other  kidney  is  not  involved  by 
metatasis  or  some  other  condition.  Roentgen-ray 
should  be  made  of  the  chest,  the  long  bones,  and 
the  spleen.  The  most  promising  results  are  ob- 
tained from  surgical  procedure. 
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MENINGOCOCCEMIA  FOR  EIGHT 
MONTHS  FOLLOWING  MENIN- 
GITIS: RECOVERY.* 

I.  I.  LEMANN,  M.  D.,f 
New  Orleans, 
and  > 

H.  E.  TEASLEY,  M.  D.,t 
Atlanta,  Ga. 

Since  Gwyn’s'1*  report  in  1898  of  septi- 
cemia with  meningococci  a very  consider- 
able literature  has  accumulated  on  the 
subject.  It  has  in  the  meantime  become 
generally  recognized  that  Herrick’s  (2)  con- 
tention is  correct : meningococcal  menin- 
gitis should  be  regarded  as  essentially 
a septicemia  with  meningeal  localization. 
Of  particular  interest,  especially  from 
the  standpoint  of  diagnosis,  is  the 
group  of  cases  of  chronic  meningococcal 
septicemia  in  which  the  meningeal  local- 
ization was  either  absent  altogether  (so- 
called  pure’  septicemia)  or  was  delayed 
or  in  still  other  cases  recurred  a number 
of  times.  To  this  group  belongs  the  case 
which  we  are  about  to  relate  where  the 
septicemia  continued  for  eight  months 
after  the  cure  of  the  meningitis.  Solo- 
man<3>  in  1902  was  the  first  to  direct  at- 
tention to  this  group.  William  Dock'4*  in 
1924  reporting  a case  of  “intermitt- 
tent  fever  seven  months  duration  due  to 
meningococcemia’’  analyzed  68  previously 
reported  cases.  Marlow (5)  last  year  re- 
marks that  13  cases  have  been  published 
in  the  American  literature  and  that  the 
foreign  literature  contains  reports  of  ap- 
proximately 110  cases.  Graves,  Dulaney 
and  Michelson'6*  in  1929  give  a list  of  13 
cases  in  the  American  literature  to  which 
is  to  be  added  Marlow’s  case,  that  of  Vesell 
and  Barsky'7*  and  that  of  Moleen  and  See- 
cof,M  and  the  present  case.  This  makes  a 
total  in  the  American  literature  now  of  17. 

♦Read  before  the  Orleans  Parish  Medical 
Society,  June  9,  1930. 

fFrom  the  Medical  .Service,  Touro  Infirmary. 
fFrom  the  Pathological  Department,  Touro 
Infirmary. 


Those  who  are  interested  will  find  an  ex- 
cellent bibliography  in  the  report  of  Mor- 
gan'which  has  been  brought  up  to  date 
by  additions  in  the  reports  of  Graves,  et 
al,<6>  Marlow' 5)  and  Vesell  and  Barsky.'7* 

CASE  REPORT. 

Miss  L.  P.,  aged  23  years,  pupil  nurse,  was  ad- 
mitted December  2,  1928,  9:30  p.  m.  At  that  time 
there  was  a prevailing  small  epidemic  of  “flu” 
among  the  student  nurses.  The  patient  had  been 
complaining  for  the  past  few  hours  of  severe  head- 
ache and  nausea.  The  headaches  continued  very 
severe  The  patient  developed  great  restlessness 
and  photophobia.  Lumbar  puncture  yielded  cloudy 
fluid  under  pressure,  showing  meningococci.  Tem- 
perature curve  varied  between  100°-102°.  Anti- 
meningococcic serum  was  given  intraspinally  and 
intravenously  repeatedly  between  December  5, 
1928  and  December  12,  1928.  The  serum  used 
at  first  was  that  of  manufacturer  A,  later  prepara- 
tions of  manufacturer  B and  of  manufacturer  C 
were  used.  The  reason  for  this  shift  was  that 
after  no  decided  improvement  resulted  from  the 
use  of  serums  A and  B it  was  found  that  serum  A 
agglutinated  the  organisms  from  the  patient’s 
spinal  fluid  only  in  dilutions  of  1 to  10,  serum  B 
in  dilutions  1 to  30  but  serum  C in  dilutions  up 
to  1 to  80.  Although  it  is  not  definitely  known 
that  the  agglutinating  power  of  a serum  is  any 
index  of  its  potency,  still  it  seemed  worth  while 
making  a trial  on  this  basis.  Clinically  there 
seemed  to  be  reason  to  believe  that  serum  C was 
the  most  potent.  She  entered  into  convalesence 
December  19,  1928  and  after  this  time  the  tem- 
perature never  rose  above  99°  except  on  January 
31  when  it  rose  abruptly  to  104°  and  just  as 
abruptly  fell  to  normal.  She  was  finally  dis- 
charged on  February  9,  1929  apparently  in  very 
good  condition  and  was  sent  to  her  home  about 
100  miles  away.  Throat  cultures  at  that  time 
were  negative. 

She  was  readmitted  on  April  12,  1929.  She 
said  that  two  days  before  she  left  the  hospital  she 
ad  a chill  and  another  one  four  days  after  that 
Since  then  she  had  had  chills  at  irregular  inter- 
val‘s  from  one  to  two  weeks  apart.  She  would 
break  out  with  a number  of  red,  flat  spots  and 
then  would  have  a chill  lasting  four  or  five  hours 
with  generalized  aching.  The  temperature  would 
rise  to  103°-104°  and  then  drop  rather  rapidly. 
After  this  she  would  have  many  urticarial  wheals 
which  would  last  from  one  to  two  days.  In  the 
intervals  between  these  chills  she  would  feel  very 
well.  She  had  not  been  confined  to  bed,  in  fact 
she  had  been  going  about  attending  dances,  etc. 

The  physical  examination  was  made  soon  after 
a chill.  She  was  still  crying  with  discomfort  and 
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general  malaise.  She  was  well  nourished  and 
well  oriented.  There  were  a number  of  isolated 
red  spots  varying  from  V2  to  1 cm.  in  diameter, 
most  of  them  showing  a pin  point  to  slightly 
larger  deeper  red  central  area.  Some  of  the 
lesions  were  slightly  elevated,  some  of  them 
slightly  painful.  There  were  no  lesions  on  the  feet 
nor  toes;  nor  was  there  any  history  of  any  having 
occurred  there.  The  patient  said  she  had  had 
some  on  the  palms  and  soles.  On  the  external 
aspect  of  the  right  knee  there  was  an  old  dis- 
colored ecchymosis  which  the  patient  claimed  was 
due  to  a blow.  Over  the  anterior  surface  of  the 
tibia  were  similar  greenish  areas.  There  had  been 
no  blows  here.  No  adenopathy.  Mucous  mem- 
branes: Normal.  Teeth:  Excellent.  No  tender- 
ness over  any  of  the  paranasal  sinuses.  Pharynx: 
Negative.  Neck:  Negative.  Heart  and  lungs:  Nor- 
mal. Abdomen:  Vague  tenderness  on  palpation  in 
the  right  hypochondrium.  Definite  tenderness  in 
right  lumbar  region  (kidney  fossa).  Liver  and 
spleen  not  felt.  There  was  some  tenderness  over 
both  hips  but  no  pain  was  elicited  by  moving  the 
extremities  in  any  position  in  any  direction.  The 
patient  was  well  oriented  as  already  indicated  and 
gave  a clear  account  of  the  interval  since  her 
former  illness.  There  was  no  indication  of  any 
meningeal  irritation;  no  photophobia,  no  Kernig, 
etc.  Roentgen-ray  studies  of  the  paranasal  si- 
nuses and  of  the  hip  region  yielded  no  informa- 
tion. 

The  day  after  her  admission  she  had  a crop  of 
definite  urticarial  wheals  which  itched  greatly  and 
were  very  different  from  the  red,  painful  spots 
already  described.  An  intra-dermal  test  with 
horse  serum  was  made  a day  after  the  disappear- 
ance of  the  urticarial  wheals.  This  produced  char- 
acteristic positive  reaction.  Dermal  tests  with  food 
stuffs  and  pollens  yielded  negative  results. 

From  April  12  to  28  there  were  eight  sharp 
elevations  of  temperature,  at  first  between  102°- 
103°  and  later  ranging  from  100°-101°.  Then  fol- 
lowed a period  of  calm  until  May  11  when  the 
temperature  rose  abruptly  to  102.6°,  falling  at 
once.  Again  the  temperature  was  normal  for  a 
week.  On  May  18  and  20  slight  transitory  eleva- 
tions of  temperature,  99.5°-100°.  On  May  26  the 
temperature  rose  to  102.4°,  falling  at  once. 
Again  a period  of  calm  until  June  2 when  the 
temperature  rose  to  103.6°.  The  patient  was  again 
apparently  perfectly  well  until  June  19  when  there 
was  another  chill  and  rise  of  temperature  to 
104.2°.  On  June  23  there  was  a rise  to  101°.  All 
of  these  rises  were  abrupt  followed  by  an  abrupt 
fall.  On  June  26  the  temperature  began  to  rise 
gradually,  reaching  its  maximum  102°  on  June  27, 


twenty-four  hours  later.  This  in  turn  was  fol- 
lowed by  an  abrupt  fall.  On  June  29  there  was  a 
slight  elevation  of  temperature,  about  100°.  From 
July  9 to  11  there  was  an  irregular  elevation  of 
temperature  of  99.6°-100.4°.  On  July  14,  again 
an  elevation  to  99.5°.  On  July  17,  an  elevation 
to  99.6°.  There  were  again  abrupt  rises  on 
July  24  to  102.4°  and  on  July  27  to  103°.  The 
rest  of  the  temperature  curve  was  flat. 

She  was  finally  discharged  August  19  after  she 
had  been  normal  for  twenty-three  days.  She  has 
continued  to  be  perfectly  well  and  without  any 
fever  and  without  any  return  of  the  eruption  or 
joint  pains  to  this  date,  May  21,  1930. 

The  progress  record  shows  that  she  continued 
to  have  crops  of  red  spots,  usually  at  the  time  of 
the  chill  and  elevations  of  temperature  though  she 
would  have  at  times  these  spots  without  the  pa- 
roxysm. The  red  spots  would  occur  any  where 
upon  the  body  or  limbs.  Sometimes  they  would 
be  upon  the  fingers,  palms,  soles;  at  other  times 
along  the  limbs,  upper  and  lower,  sometimes  upon 
the  trunk.  At  one  time  she  had  considerable  pain 
and  tenderness  in  the  abdomen  simulating  an  acute 
intra-abdominal  surgical  condition  and  this  was 
attributed  to  the  localization  of  one  of  the  emboli 
in  the  abdominal  wall.  From  time  to  time  she  had 
complained  of  aching  and  pain  in  various  joints — 
hips,  knees,  elbows  and  shoulders.  At  these  times 
active  movements  were  painful,  passive  move- 
ments were  not.  At  no  time  was  there  redness, 
heat  nor  swelling  over  the  joints. 

Once  she  complained  of  “pain  around  the  heart” 
but  this  was  slight  and  very  transitory.  At  no 
time  was  there  tenderness  on  percussion  over  the 
sternum.  The  heart  fortunately  was  never  in- 
volved. The  urine  showed  no  abnormalities.  The 
spleen  was  noted  as  being  palpable  once  at  the 
beginning  of  July,  otherwise  repeatedly  the  note 
is  made  that  the  spleen  was  not  felt.. 

We  wish  to  emphasize  that  throughout,  the  gen- 
eral condition  and  nutrition  was  excellent.  There 
was  never  at  any  time,  even  during  the  paroxysms, 
any  phenomena  of  toxemia.  Her  spirits  and  mo- 
rale were  good  except  when  she  was  suffering  with 
acute  pain  and  when  she  was  bored  by  the  tedium 
of  her  confinement.  She  finally  rebelled  because 
of  this  latter  and  protested  against  her  long  im- 
prisonment. The  picture,  however,  throughout 
was  that  of  a well  nourished,  bright,  vivacious, 
thoroughly  interested  young  woman  without  any 
objective  evidence  of  anemia. 

Her  blood  picture  on  admission  on  April  12, 
1929  was: 
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Red  blood  cells 3,900,000 

White  blood  cells 6,800 

Hemoglobin  80  per  cent 

Polys  81  per  cent 

Lym 18  “ “ 

Eos 1 “ “ 


At  one  time  at  the  end  of  June  her  red  blood 
cells  were  reported  as  low  as  3,305,000.  At  this 
time  the  rest  of  the  blood  picture  was: 

White  blood  cells 8,750 

Hemoglobin  80  per  cent 

Polys  81  per  cent 

L.  M 5 “ “ 

S.  M 12  “ “ 

Eos 2 “ “ 


The  highest  leukocyte  count  was  12,000  on  June 
5 and  the  lowest  was  4,000  on  May  28.  At  her 
discharge  on  August  18  the  blood  picture  was: 

Red  blood  cells 4,950,000 

White  blood  cells 5,750 

Hemoglobin  80  per  cent 

Polys  50  per  cent 

L.  M 6 “ “ 

S.  M 44  “ “ 


Blood 

cultures  were  as  follows: 

4-12-29 

Staphylococcus  aureus  showing  hemoly- 
sis in  bouillon  but  not  in  plate.  Negative 
after  72  hours. 

4-14-29 

Negative. 

4-17-29 

Negative. 

4-19-29 

Staphylococcus  aureus  in  bouillon  but 
not  in  plates. 

4-23-20 

Gram  negative  diplococcus  (culturally 
found  to  be  meningococcus). 

4-28-29 

Negative. 

5-11-29 

Negative. 

5-25-29 

Negative. 

5-26-29 

Negative. 

5-26-29 

Negative. 

5-30-29 

Negative. 

6-19-29 

Gram  negative  diplococcus  culturally 
meningococcus. 

6-19-29 

Negative. 

6-29-29 

Negative. 

These  cultures  were  made  in: 

1.  Bouillon  slightly  alkaline  to  phenolphtha- 
lein  to  which  was  added  1 per  cent  dextrose.  Ap- 
proximately 4 c.c.  of  blood  to  100  c.c.  medium 
were  used. 

2.  Agar  which  was  prepared  as  above  except 
that  2 per  cent  agar  was  used  and  no  dextrose. 


Positive  cultures  were  obtained  only  on  the 
bouillon  cultures  and  not  on  the  plates.  The  or- 
ganisms would  grow  when  transplanted  to  the 
surface  of  the  plates  or  to  blood  agar  slants.  These 
sub-cultures  had  to  be  transplanted  each  day  and 
had  to  be  kept  at  incubator  temperature;  if  this 
were  not  done  the  transplants  would  show  no 
growth.  After  the  first  positive  culture,  the  only 
positive  cultures  were  obtained  when  the  blood 
was  taken  very  early  in  the  rise  of  the  tempera- 
ture. When  the  blood  was  taken  at  the  height  of 
the  temperature  no  growth  was  obtained. 

Cultures  of  the  throat  and  naso-pharynx  were 
negative  throughout.  They  were  made  frequently. 
Throat  cultures  in  her  original  illness  and  for 
some  weeks  after  recovery  had  shown  the  menin- 
gococcus as  the  predominating  organism. 

A lumbar  puncture  was  not  done  for  reasons 
which  we  shall  discuss  later. 

Therapy:  There  was  evidence  that  the  patient 

was  very  sensitive  to  horse  serum.  We  did  not 
venture  to  give  her  any  meningococcic  serum. 
Vaccines  prepared  from  cultures  from  her  own 
blood  were  given,  as  follows: 

June  9,  1929 250  million 

June  14,  1929 500  million 

They  were  then  discontinued  because  the  pa- 
tient had  sharp  paroxysms  of  chills,  fever  and  dis- 
comfort. Injections  were  not  resumed  until  July 
27  when  she  received  750  million.  Further  in- 
jections were  continued,  as  follows: 


July  31,  1929 l billion 

August  4 1929 l billion 

August  9,  1929 l billion 

August  19,  1929 1 billion 


These  injections  were  continued  even  after  the 
patient  left  the  hospital  and  until  the  end  of  Sep- 
tember. 

COMMENT. 

There  are  several  features  of  this  pa- 
tient’s illness  to  which  we  desire  to  call  at- 
tention. The  family  history  is  quite  re- 
markable. In  1923  a sister  of  the  patient, 
at  that  time  also  a young  woman,  died  at 
Touro  Infirmary  with  meningococcus  men- 
ingitis in  the  service  of  Dr.  C.  L.  Eshle- 
man  who  has  been  kind  enough  to  furnish 
us  with  some  notes  of  the  case.  Spinal 
fluid  showed  meningococcus.  The  blood 
culture  was  negative.  Nine  years  before, 
in  1914,  a brother  had  died.  The  onset  of 
his  illness  had  been  very  similar  to  that 
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of  Dr.  Eshleman’s  patient.  He  had  fever 
and  headache  and  occasional  vomiting  for 
about  three  weeks  before  he  was  brought 
to  New  Orleans  where  he  was  seen  at  the 
Touro  Infirmary  by  Dr.  J.  B.  Elliott  by 
whom  he  was  transferred  to  Dr.  R.  M.  Van 
Wart.  The  patient  was  delirious  at  times 
with  moderate  fever.  At  other  times  the 
temperature  was  normal  and  the  patient 
was  more  rational.  He  vomited  at  times. 
Blood  cultures  and  spinal  punctures  threw 
no  light  on  the  condition.  Two  small  doses 
of  anti-meningococcic  serum  were  given  in- 
traspinally.  After  two  months  Dr.  R. 
Matas  did  a craniotomy.  Fluid  from  the 
ventricles  showed  meningococcus.  The  pa- 
tient died  five  or  six  days  after  the  op- 
eration. Here  then  is  a remarkable  series 
of  events  which  can  hardly  be  regarded  as 
accidental.  In  the  same  family  there  was 
a meningococcus  infection  in  1914,  1923 
and  1929.  Are  we  to  believe  that  some 
member  of  the  family  continued  to  be  a 
meningococcus  carrier  throughout  fifteen 
years?  Can  we  on  the  other  hand  explain 
the  remarkable  coincidences  by  assuming 
that  the  brother  and  two  sisters  were  pe- 
culiarly susceptible  to  attack  by  the  men- 
ingococcus and  that  each  one  in  turn  when 
exposed  fell  victim?  In  either  event  we 
are  confronted  with  an  interesting  prob- 
lem in  public  health.  On  the  other  hand 
it  would  seem  improbable  that  our  patient 
was  a source  of  danger  to  others  during 
the  period  of  her  septicemia  when  the  cul- 
tures from  her  nose  and  throat  were  al- 
ways negative.  It  must  be  granted,  how- 
ever, that  even  here  we  must  take  vectors 
into  consideration  and  we  would  suggest, 
therefore,  the  importance  of  further  inves- 
tigation of  the  possibility  of  the  convey- 
ance of  the  disease  by  blood  sucking  insects 
biting  patients  during  the  septicemic  stage 
which  may  cover  the  period  of  onset  and 
the  period  following  meningitis  as  well  as 
the  period  of  actual  meningitis.  We  think 
such  method  of  conveyance  improbable. 

Second,  as  to  diagnosis.  The  irregular 
form  of  the  fever  should  always  arouse 
suspicion  of  a septicemia.  Occasionally 


the  recurrent  chills  and  fever,  especially 
at  fairly  regular  intervals,  may  suggest  a 
malarial  infection  and  enlargement  of  the 
spleen  may  lend  color  to  this  assumption. 
Blood  examinations,  however,  should  dis- 
prove this.  Blood  cultures  may  prove  de- 
ceptive if  certain  points  are  overlooked. 
Sterile  cultures  on  ordinary  media  do  not 
exclude  bacteremia.  Many  writers  em- 
phasize the  importance  of  using  media  en- 
riched with  blood  serum  or  ascitic  fluid. 
We  found,  as  others  did,  that  blood  should 
be  taken  early  in  the  rise  of  the  tempera- 
ture for  specimens  taken  at  the  height  of 
the  peak  were  much  less  likely  to  yield 
positive  results.  We  believe  that  this  time 
of  taking  the  cultures  (early  in  the  rise) 
is  more  important  than  the  type  of  the 
media — provided  a fairly  rich  medium  is 
used.  We  would  suggest  that  the  condition 
is  to  be  regarded  as  a bacteremia  rather 
than  a true  septicemia : that  is  to  say 
the  organisms  are  being  sent  into  the  blood 
stream  in  showers  from  a focus  (menin- 
geal fold?)  and  are  there  only  temporarily. 
They  are  not  growing  in  the  blood  stream 
as  in  a true  septicemia  and  the  blood  has 
not  lost  its  power  to  fight  as  in  a septi- 
cemia. It  was  very  strange  that  the  or- 
ganisms from  the  spinal  fluid  in  the  orig- 
inal meningitis  were  agglutinated  by  the 
commercial  polyvalent  diagnostic  serum  to 
a dilution  beyond  200  whereas  in  the  pe- 
riod of  the  subsequent  meningococcemia 
the  organisms  cultivated  from  the  blood 
were  agglutinated  only  to  1 to  40  by  this 
same  polyvalent  serum. 

On  two  occasions  we  tried  the  aggluti- 
nating power  of  the  patient’s  own  blood 
serum  on  the  organisms  cultivated  from 
her  blood  stream.  It  did  not  have  any 
agglutinating  power.  Also  as  a matter  of 
interest  from  the  point  of  view  of  the  im- 
munity process  we  wish  to  record  here  the 
fact  that  in  the  original  meningitis  we 
found  the  spinal  fluid  was  entirely  lacking 
in  complement;  1/20  c.c.  of  guinea  pig 
serum  contained  more  complement  than 
20  c.c.  of  the  patient’s  spinal  fluid. 
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Endocarditis  lenta  will,  of  course,  always 
be  suspected  in  the  presence  of  irregular 
fever,  joint  manifestations  and  skin  erup- 
tions especially  when  the  latter  are  pur- 
puric. A number  of  cases  of  meningococ- 
cemia  with  localization  on  the  heart  valves 
have  been  reported  and  this,  of  course, 
may  cause  still  further  confusion,  espe- 
cially when  the  meningococcemia  is  of  the 
pure  type  without  meningeal  manifesta- 
tions. As  Dock' 4 > has  pointed  out,  it  is 
important  to  avoid  this  confusion  of  chronic 
meningococcemia  with  bacterial  endocar- 
ditis because  of  the  great  difference  in  the 
prognosis  as  well  as  of  the  possibility  of 
finding  a specific  medication  for  the  men- 
ingococcemia. The  almost  invariable  fatal 
outcome  in  endocarditis  lenta  is  in  a 
marked  contrast  with  the  relatively  low 
mortality  of  meningococcemia. 

The  third  point  to  which  we  direct 
attention  is  that  of  therapy.  In  study- 
ing the  cases  reported  in  the  literature, 
especia’ly  those  in  the  French  litera- 
ture, we  are  struck  by  the  fact  that 
the  prognosis  was  remarkably  good — no 
matter  what  the  type  of  treatment.  Ser- 
gent(Sl  considered  the  chronic  meningococ- 
cemia the  most  benign  of  septicemias.  In 
his  observation  cures  resulted  in  90  per 
cent  of  the  cases.  Vesell  and  BarSkv<7> 
remarked  that  the  mortality  in  other  series 
has  ranged  from  10  to  50  per  cent.  Dock'4’ 
in  1924  has  also  commented  upon  this.  We 
are  struck  also  by  the  apparent  futility  of 
all  types  of  treatment.  The  septicemia  con- 
tinued when  any  of  the  following  methods 
were  employed:  Anti-sera,  vaccines,  non- 

specific protein  injections,  hypodermic  in- 
jections of  milk,  fixation  abscesses  and  in- 
travenous injections  of  the  various  forms 
of  arsenic.  On  the  other  hand,  reports  of 
recovery  have  been  made  following  the 
employment  of  each  of  these.  Again  spon- 
taneous recoveries  are  reported  after 
various  methods  of  treatment  had  been 
tried  in  vain.  We  are  not  at  all  confident 
that  the  vaccine  treatment  of  our  patient 
caused  her  recovery.  We  rejected  the  use 
of  anti-serum  because  of  her  evident  sensi- 
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tization  and  our  consequent  fear  of  a severe 
anaphylactic  reaction. 

b inally,  we  did  not  do  a lumbar  puncture 
for  fear  of  causing  a meningeal  localization 
and  a relighting  of  the  meningitis.  It  has 
been  suggested  that  the  continued  septice- 
mia is  due  to  a persistent  lurking  focus  in 
the  meninges  from  which  there  is  given  off 
from  time  to  time  a new  infection  of  the 
blood  stream.  This  focus  is  well  walled  off 
and  none  of  the  meningococci  get  into  the 
cerebro-spinal  fluid,  hence  the  absence  of 
the  meningeal  symptoms.  This  theory  finds 
substantiation  in  the  fact  that  such  foci  well 
walled  off  by  adhesions  have  been  found  at 
autopsies  of  patients  dying  weeks  or 
months  after  recovery  from  meningitis. 
We  felt,  therefore,  that  any  sudden  dis- 
turbance of  the  equilibrium  in  the  cerebro- 
spinal axis  might  disturb  these  adhesions 
and  set  the  meningococci  free  in  the  spinal 
fluid.  Dock,<4>  however,  says  “lumbar  punc- 
ture in  this  type  of  sepsis  did  not  cause 
immediate  meningeal  localization  in  even 
one  of  the  eighteen  cases  and  subsequent 
localization  in  these  cases  was  less  frequent 
than  in  the  whole  series.”  He  goes  on  to 
remark  “However,  there  is  no  evidence  for 
the  view  suggested  by  Lundy,  Thomas, 
Fleming  and  MacLagan  in  regard  to  the 
acute  type  of  cerebro-spinal  fever  that 
lumbar  puncture  during  the  stage  of  sepsis 
may  arrest  the  disease,  alleviate  symptoms, 
or  prevent  meningeal  infection.”  We  would 
emphasize  in  this  connection  that  Dock  is 
discussing  meningococcic  septicemia  pre- 
ceding an  attack  of  meningitis,  whereas  in 
our  case  we  are  dealing  with  the  menin- 
gococcic septicemia  following  a previous 
meningitis.  He,  therefore,  did  not  have  to 
consider,  as  we  did,  the  local  results  of  the 
meningitis. 

The  fourth  observation  we  wish  to  make 
is  that  our  patient’s  case  represents  an 
apparently  very  rare  type.  As  we  have 
already  indicated  there  are  in  the  literature 
many  reports  of  chronic  meningococcic  sep- 
ticemia which  have  ended  in  a fulminating 
meningitis  and  there  are  even  reports  of 
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recurrent  attacks  of  meningitis.  There  are 
a few  cases  in  which  the  septicemia  re- 
mained “pure,”  that  is,  it  was  characterized 
by  the  absence  of  a meningitis  at  any  time. 
We  have  been  able,  however,  to  find  but 
one  case,  that  of  de  Lavergne  and  Carrot (10) 
where  the  course  of  the  disease  was  similar 
to  that  of  our  patient’s,  a chronic  menigo- 
coccemia  following  an  acute  meningitis. 
Their  patient  also  recovered.  They  gave  600 
c.c.  of  serum  intramuscularly  in  the  course 
of  five  days  without  the  slightest  effect  upon 
the  temperature.  They  did  not  use  specific 
vaccine  because  it  had  failed  in  three  other 
cases  of  meningococcic  septicemia,  1 “pure” 
and  2 preceding  meningitis.  They  injected 
their  patient  (intraspinally  ?)  with  his 
own  serum  but  this  produced  no  result 
The  patient  finally  recovered  apparently 
spontaneously. 

SUMMARY. 

A case  of  meningococcic  septicemia  of  an 
unusual  type  following  acute  meningitis  is 
reported.  Recovery  followed  the  use  of 
antogenous  vaccines  but  their  value  is  un- 
certain. Of  great  importance  is  the  fact 
that  a brother  and  a sister  of  the  patient 
had  died  of  meningitis  respectively  fifteen 
and  six  years  previously. 
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DISCUSSION. 

Dr.  Randolph  Lyons  (New  Orleans):  I have 

been  extremely  interested  in  this  excellent  report 
of  Dr.  Lemann’s  because  at  Touro  we  all  knew  of 
this  case.  We  were  especially  interested  in  the 
outcome  and  in  the  patient. 

I have  never  come  across  this  condition  of 
meningococcemia  following  meningitis;  have  never 
seen  a case  of  pure  meningo-coccemia.  If  I did  I 
failed  to  recognize  the  case. 

I think  one  of  the  points  Dr.  Lemann  brought 
out  is  of  extraordinary  interest — that  is  the  family 
history.  This  is  a family  history  in  which  three 
patients  developed  meningitis,  possibly  one  of  them 
almost  the  same  type  as  Dr.  Lemann  has  de- 
scribed. May  we  not  have  here  a family  sus- 
ceptible to  meningococcal  infection  as  some  fami- 
lies are  susceptible  to  typhoid?  I might  mention 
my  own  family  in  which  the  father  and  four 
children  all  had  typhoid  at  different  times. 
Another  explanation  is  the  possibility  of  one  of 
the  members  of  the  family  being  a carrier.  It 
has  been  recently  shown  that  most  individuals  (up 
to  90  per  cent)  are  infected  by  contact  with  your 
so-called  healthy  carriers.  These  carriers  prob- 
ably become  infected  by  overcrowding  with  others 
who  have  had  menigitis,  as,  for  instance,  in  bar- 
racks. We  divide  carriers  primarily  into  those 
who  have  the  infection  in  the  naso-pharynx  with- 
out showing  any  evidence  of  disease,  and  second- 
arily,  into  those  who  harbor  the  organism  following 
an  attack  of  meningitis.  A primary  carrier  may 
harbor  the  organism  as  long  as  six  weeks;  in  10 
per  cent  it  may  be  longer;  in  2 per  cent  nobody 
knows  how  much  longer.  It  may  be  possible  for 
some  member  of  that  family  to  harbor  infection 
for  years,  but  this  is  purely  conjectural. 

I have  been  interested  in  the  question  of 
diagnosis.  In  the  case  of  Dr.  Lemann  has  de- 
scribed the  diagnosis  was  not  quite  so  difficult 
because  the  patient  had  had  an  attack  of  cerebro- 
spinal meningitis.  In  the  pure  type,  diagnosis 
might  be  more  difficult.  I believe  if  it  had  been 
my  case  I might  have  been  tempted  to  get  a 
small  amount  of  spinal  fluid  as  the  danger  of 
lighting  up  the  meningitis  would  have  been  almost 
negligible.  On  the  other  hand,  examination  of  the 
fluid  might  not  have  thrown  any  light  on  the* 
diagnosis. 
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As  far  as  treatment  is  concerned,  I have  never 
had  the  opportunity  to  treat  a case  and  am  not  in 
a position  to  make  a statement.  Most  of  them 
have  been  given  the  benefit  of  anti-serum  treat- 
ment without  any  striking  effect.  When  we  con- 
sider the  history  of  the  disease,  its  chronicity,  that 
a great  deal  may  get  well  anyway,  for  any  method 
to  be  considered  specific  it  would  have  to  give 
prompt  relief. 

Dr.  J.  Birney  Guthrie  (New  Orleans):  It  is  a 

long  time  since  I have  heard  as  complete  a case 
report  as  Dr.  Lemann  gave.  If  there  is  any  in- 
vestigation Dr.  Lemann  should  have  done  and  did 
not,  I don’t  know  what  it  is. 

It  recalls  to  me  two  cases  of  meningococcic  en- 
docarditis I saw  at  Camp  Beauregard  during  an 
epidemic  there.  Both  were  compiications  of  men- 
ingococcic meningitis.  Of  these  two  cases,  one 
died,  one  was  discharged  cured.  Both  cases  were 
rather  prolonged  in  course,  going  into  weeks — even 
into  months.  They  were  treated  with  meningococ- 
cic serum  intravenously  and  by  intraspinal  route. 
At  that  time  Herrick  insisted  on  the  necessity  of 
treating  these  cases  by  the  intravenous  method. 
We  felt  that  the  focus  of  the  disease  had  been 
transferred  in  both  cases.  We  had  no  hesitation 
in  making  punctures  and  the  findings  were  nega- 
tive while  the  same  performance  as  in  this  case 
was  going  on.  There  is  not  one  symptom  that 
Dr.  Lemann  mentioned  in  the  course  of  this  dis- 
ease: sepsis,  leukocytosis,  bacteremia,  that  was 
lacking  in  the  two  cases  I saw.  Our  case  which 
got  well  cleared  up  under  intravenous  injections. 

Just  a word  as  to  heredity.  The  relationship 
of  this  is  an  extremely  fascinating  question.  Dr. 
George  S.  Draper  of  the  Rockefeller  Foundation 
was  at  Beauregard  with  us.  He  was  working 
along  the  particular  type  of  individual  that  was 
susceptible  to  meningitis  and  thought  that  setting 
of  the  ear  set  below  the  level  of  the  eye  and  the 
meeting  of  the  eyebrow  over  the  nose  were  more 
or  less  indicative  of  susceptibility.  A very  inter- 
esting observation  was  made  by  the  undertaker. 
Every  case  that  died  was  carefully  embalmed;  the 
undertaker  heard  these  discussions  and  he  chimed 
in  with  the  statement  that  he  found  it  remarkable 
that  the  fauces  of  so  many  of  the  cases  that  died 
of  meningitis  took  much  more  cotton  to  stuff  than 
those  that  died  of  other  causes. 

It  was  unfortunate  that  the  poor  woman  whose 
history  we  have  heard  had  an  allergy  that  pre- 
vented her  having  sufficient  serum.  I cannot  think 
of  any  condition  except  terriffic  allergy  that  would 
contraindicate  meingococcic  serum  in  a case  of 
known  acute  hemingococcic  endocarditis.  Even 
under  these  circumstances,  desensitization  is  pos- 
sible, and  the  reactions  combatted  with  epinephine. 


The  case  history  suggests  acute  ulcerative 
meningococcic  menigitis. 

Dr.  C.  W.  Duval  (New  Orleans) : Dr.  Lemann’s 

case  of  meningococcemia  is  of  unusual  occurrence; 
in  fact,  almost  unique.  Whether  meningococcal 
meningitis  is  primarily  a septicemia,  the  men- 
inges becoming  secondarily  involved,  has  long  been 
a mooted  question  among  bacteriologists.  I have 
always  held  that  the  primary  invasion  was  of  the 
meninges.  In  my  experience  only  a small  per- 
centage of  cases  show  septicemia,  and  in  these 
the  blood  invasion  has  occurred  late. 

In  this  case  of  Dr.  Lemann’s  I am  inclined  to 
believe  with  Dr.  Guthrie  that  after  the  meningitis 
cleared  up  there  remained  a local  immunity  of  the 
meninges  which  would  explain  reinfection  of  the 
brain  and  cord  coverings  did  not  occur  during  the 
period  in  which  the  meningococcus  apparently 
flourished  in  the  blood  stream.  The  intermittent 
occurrence  of  meningococci  in  the  blood  undoubt- 
edly was  the  result  of  a shower  from  some  focus 
of  infection  outside  of  the  central  nervous  system. 
The  most  likely  places  for  such  a focus  would  be 
the  mucous  membrane  of  the  nasal  pharynx,  the 
sinuses  and  endocardium,  including  the  valves  of 
the  heart.  Probably  at  the  time  of  the  meningeal 
clear  up  in  this  particular  case  the  focus  was  en- 
docarditis, from  which  source  the  blood  received 
intermittent  showers  of  meningococci. 

Dr.  I.  I.  Lemann  (closing) : It  was  necessary 

to  omit  some  of  the  paper.  One  of  the  things 
Dr.  Teasley  alluded  to  was  that,  in  the  original 
illness,  acute  meningitis,  he  found  a difference  in 
the  agglutinating  power  of  the  commercial  serums. 
We  tried  first  one,  then  another,  and  then  a third, 
which  last  had  greatest  power  and  the  greatest  im- 
provement followed  the  use  of  this.  That  does  not 
necessarily  means  that  the  third  serum  was  most 
potent. 

As  to  Dr.  Guthrie’s  suggestion,  reinforced  by  Dr. 
Duval,  in  regard  to  the  involvement  of  the  heart, 
I would  only  say  that  daily  examination  of  the 
heart  failed  to  reveal  anything  that  would  suggest 
any  heart  involvement;  no  murmur,  no  roughening 
of  sound,  nothing  that  suggested  any  trouble  of 
the  heart,  nor  was  there  any  tenderness  over  the 
sternum  so  suggestive  in  cases  of  endocarditis. 

As  was  suggested  by  Dr.  Duval,  that  clinicians 
cannot  always  determine  in  endocarditis,  the  valve 
involved,  as  witness  the  case  of  Dr.  Whipperman. 
I can  only  say  that  we  heard  first  a murmur,  then 
a somewhat  louder  murmur,  then  a very  loud,  rasp- 
ing murmur  that  grew  louder  and  more  distinct  up 
to  the  time  of  his  death.  Our  only  mistake  in 
diagnosis  was  as  to  the  location. 
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INFLUENZAL  MENINGITIS  IS  AMEN- 
ABLE TO  TREATMENT.* 

CHARLES  JAMES  BLOOM,  M.  D.,f 
New  Orleans. 

INTRODUCTION. 

The  pestilence  mentioned  by  Homer 
(Iliad,  Book  I)  and  the  sweating  sickness 
of  the  fifteenth  century  were,  perhaps, 
epidemics  of  influenza. 

In  1892,  Pfeiffer,  Canon21  and  Kitasato,69 
independently,  isolated  the  organism  that 
now  bears  the  name  “bacillus  influenzae.” 
The  pathogenecity  of  the  organism  is  still 
doubted  by  the  bacteriologists.  Contrary  to 
original  observations  of  the  discoverers, 
the  bacillus  can  be  found  in  inter-epidemic 
periods  without  an  associated  influenza.  In 
addition,  animal  experimentations  have 
been  very  unsatisfactory  and  other  than  the 
deduction  made  by  Wollstein123  (1911) 
relative  to  influenzal  meningitis,  no  definite 
specificity  can  be  proven  regarding  this 
organism. 

Slawyk107  (1899)  definitely  established 
influenzal  meningitis  as  a clinical  entity, 
the  bacteriological  work  being  supervised 
by  Pfeiffer  h*imself.  Hogerstedt56  (1895), 
Pfuhl94  (1897),  Haedke51  (1897)  and  Tes- 
tivini114  (1897)  recorded  cases  with  ques- 
tionable bacteriological  findings. 

The  first  case  recorded  in  the  United 
States  was  by  Adams3  in  1907.  Though 
the  disease  is  uncommon,  a fairly  large 
number  of  cases  have  been  reported,  and 
with  more  careful  bacteriological  study  of 
the  cerebro-spinal  fluid  in  the  future,  statis- 
tics will  reveal  a much  large  number  of 
cases  than  heretofore  diagnosed. 

*Read  before  the  Orleans  Parish  Medical 
Society,  June  9,  1930. 

fFrom  the  Department  of  Pediatrics,  Graduate 
School  of  Medicine,  Tulane  University. 


Neal89  (1921),  analyzing  692  cases  of 
purulent  meningitis  occurring  during  a 
period  of  ten  years,  1910-1920,  found  only 
5 per  cent  of  the  influenzal  type,  and  Dunn38 
(1911),  in  a series  of  82  cases,  recorded 
four. 

INCIDENCE. 

According  to  Dunn38  (1911)  and  Neal89 
(1921),  meningitis  produced  by  B.  influ- 
enzae ranks  fourth  in  order  among  the  types 
of  purulent  meningitis,  as  follows:  1.  Men- 
ingococcic;  2.  pneumococcic ; 3 streptococ- 
cic; 4.  influenzal. 

The  following  Hospital  statistics  are  here 
recorded ; 

The  Children’s  Hospital,  Boston,  Mass. 

1928  and  1929 


Medical  Diseases  treated  in:  1928  1929 

a.  Outpatient  Department 

Meningitis,  meningococcus  18  14 

b.  Wards 

Meningitis:  meningococcus  12  10 

tuberculosis  7 12 

pneumococcus  3 3 

influenza  bacillus 2 3 

streptococcus  — 6 

staphlycoccus  — 1 


Touro  Infirmary,  New  Orleans,  La. 


1924-1930 

Meningitis:  pneumococcus  21 

meningococcus  12 

influenza  bacillus....  12 
streptococcus  and 

staphylococcus  11 

colon  bacillus 2 

organism  undeter- 
mined   6 


***  This  includes  all  cases — adults  and  children. 

No  classification  of  types  could  be  obtain- 
ed from  published  records  of  Charity  Hos- 
pital, New  Orleans,  La.,  nor  from  the  City 
Board  of  Health  of  the  Parish  of  Orleans. 

Levin78  (1920)  studied  the  complications 
of  816  cases  of  influenza  in  children  at  the 
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Cook  County  Hospital  in  Chicago  during 
the  epidemic  and  only  5 cases  of  meningitis 
were  found,  and  none  of  these  from  bacillus 
influenza. 

SURVEY  OF  LITERATURE. 

Rivers98  (19  22)  made  an  almost  complete 
survey  of  the  literature  up  to  1922. 

Table  I of  this  paper  adds  to  Rivers  sev- 
enteen recoveries,  six  that  have  since  been 
recorded  in  the  literature  and  one  from  the 
writer’s  series  of  personal  cases. 

Table  II  comprises  Rivers’  list  of  au- 
thentic cases  of  influenzal  meningitis 
(deaths),  with  the  exception  of  numbers 


10,  43,  62,  65,  67,  73,  77,  79,  which  are 
reported  by  Schnyder  and  Urech103  (1925) 
as  “cases  where  the  pure  culture  of  liquor 
of  the  meninges  have  shown  Pfeiffer’s 
bacillus.” 

Table  III  is  the  result  of  the  author’s 
survey  of  the  literature  of  the  United 
States — and  some  foreign  references — 
from  1921  through  March,  1930.  When 
obtainable,  original  articles  were  re- 
viewed; where  this  was  not  possible  it  is 
so  indicated. 

Table  IV  records  cases  of  purulent  and 
tuberculous  meingitis,  from  the  writer’s 
private  practice,  from  1916  up  to  April, 
1930. 


Table  I — Authentic  Cases  of  Influenzal  Meningitis.  (Recovered). 


No. 

Name  of  Author 

Year 

Country 

Age 

Sex 

Treatment 

1 

Langer(76)_... 

1901 

Germany 

9 yrs. 

M 

L.  P. 

2 

Mya<87> 

1903 

Italy . 

9 mos 

L.  P. 

3 

Thomesco  and 

Grascoski(I16> 

1905 

Roumania 

7 yrs. 

— 

L.  P. 

4 

Coboe(28). 

1909 

United  States 

33  yrs. 

M 

L.  P. 

5 

Batten  O)  

1910 

Great  Britain  . 

14  mos. 

F 

L P.;  Anti-Menin.  Serums 

Urotropin 

6 

Sayce(101) 

1911 

Australia 

4 yrs. 

M 

L P. 

7 

Klinger(71> 

1912 

Germany 

26  yrs. 

‘Intravenous  injections  electragol 

daily  for  one  week. 

8 

Spillmann  and 

Benech(1<>8) 

1913 

France 

Adv.  age 

M 

L.  P.;  Anti-Menin.  Serum. 

9 

Hill  and  Packard (54) 

1915 

Panama 

4 mos. 

M 

L.  P. 

10 

Packard<93) 

1916 

United  States 

11  yrs. 

F 

L.  P.;  Anti-Influenzal  Serum. 

11 

Torrey(u7) 

1916 

United  States 

11  yrs. 

F 

L.  P.;  Anti-Menin.  Serum;  Anti- 

Influenzal  Serum. 

12 

Johnson  (61> 

1919 

United  States 

3 yrs. 

M 

L.  P.;  Convalescent  Serum  In- 

traspinally  and  Subcutaneously. 

13 

Stone<lu,_.__ 

1920 

United  States 

15  yrs. 

F 

L.  P. 

14 

Litchfield<80) 

1920 

Australia  . 

23  mos. 

F 

L.  P.;  Autogenous  Vaccine. 

15 

Christiansen  and 

Kristensen(2o 

1921 

Denmark 

2 vrs. 

M 

L.  P.;  Anti-Menin.  Serum. 

16 

Neal(89) 

1921 

United  States 

2y2  yrs. 

F 

L.  P.  and  Vaccine  Intraspinally; 

Anti-Influenzal  Serum. 

17 

Rivers(98) 

1922 

United  States 

13  mos. 

F 

L.P. 

18 

Hadfield(50) 

1922 

Great  Britain. 

14  yrs. 

M 

L.  P. 

19 

Jordan  03) 

1924 

United  States  

16  yrs. 

M 

L.  P.;  Anti-Menin.  Serum;  Drain. 

and  washing  spinal  canal  Phys- 

iol.  salt  solution. 

20 

Kristensen  and 

Christensen  (7u 

1924 

Denmark  

8 yrs. 

M 

L.  P.;  Anti-Pneu.  Serum. 

21 

Schnyder  and 

Urech(103) 

1925 

Germany 

4 vrs. 

M 

L.  P.;  Menin.  Serum. 

22 

Turner(U9) 

1926 

United  States 

6J/£  yrs. 

M 

L.  P.;  Anti-Menin.  Serum.. 

23 

SignorellP'os-a) 

1929 

United  States  

7 yrs. 

F 

L.  P. 

24 

Bloom 

1930 

United  States 

10  mos. 

F 

L.  P.;  Convalescent  Serum. 

‘Original  article  not  obtainable;  treatment  cited  by  Torrey(u7)(1916). 
L.  P. — Lumbar  Puncture. 
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TABLE  II. 


No.  of 


No. 

Authority 

Year 

Cases 

No. 

1. 

Fraenkel44  

1898 

2 

41. 

2. 

Slawyk107  

1899 

1 

42. 

3. 

Meunier85  

1900 

1 

43. 

4. 

Trailescu118  

1901 

1 

44. 

5. 

Dubois35  

1902 

1 

45, 

6. 

Ghon46  

1902 

1 

46. 

7. 

Cagnetto20  

1903-4 

2 

47. 

8. 

Costinesco29  

1903 

3 

48. 

9. 

Mya87>  52  

1903 

3 

49. 

10. 

Hecht67  

1903 

1 

50. 

11. 

Jundellf-1  

1904 

2 

51. 

12. 

Bertini11  

1904 

1 

52. 

13. 

Cattaneo23  

1905 

1 

53. 

14. 

SimonJ105  

1905 

1 

54. 

15. 

Dudgeon  and  Adams37  

1907 

1 

55. 

16. 

Sprigg109  

1907 

1 

56. 

17. 

Douglas34  

1907 

1 

57. 

18. 

Saathoff100  

1907 

1 

58. 

19. 

Adams3  

1907 

1 

59. 

20. 

Bentz  and  Frye10 

1908 

1 

60. 

21. 

McDonaldf84  

1908 

1 

61. 

22. 

Hymanson59  

1909 

2 

62. 

23. 

Cohen27  

1909 

3 

63. 

24. 

Davisf32  

1909 

2 

64. 

25. 

Simon  and  Aine106  

1910 

5 

65. 

26. 

Simon104  

1910 

2 

66. 

27. 

Batten8  

1910 

4 

67. 

28. 

Ager  and  Avery4  

1910 

1 

68. 

29. 

Ritchief97  

1910 

3 

69. 

30. 

Sayce101  

1911 

6 

70. 

31. 

Clemens  and  Gould26  

1911 

1 

71. 

32. 

Dunn38  

1911 

4 

72. 

33. 

Rhea96  

1911 

2 

73. 

34. 

Prasek  and  Zattelli95  

1911 

1 

74. 

35. 

Wollstein124 

1911 

7 

75. 

36. 

Brem  and  Zeiler15  

1911 

2 

76. 

37. 

Davis32  

1911 

5 

77. 

38. 

Jundell68  

1912 

1 

78. 

79. 

39. 

Klinger71  

1912 

3 

80. 

40. 

Henry53  

1912-13 

7 

81. 

Authority 

Giese47  

Ducrotf36 

Grasty48  

Ross  and  Moore" 
Wollstein125 

Atkinson7  

Tebbutt112  

Hubschmann58 

Nyberg91 

Ely  and  Weingart40 

Imperatori60  

Cleland  and  Ferguson25 

Brown16  

Boland13  

Hill  and  Packard54 

Aaser1  

Moodyf86  

Williams121  

Torrey117 

Bhat12  

Tobler116 

Lorey81  

Lacy75  

Hills55  

Oeller92  

Albert§  & Kelman5  

Hotz57  

Dunn39  

Christiansen  & Kristensen24 

Finkelstein43  

Abt2  

Koplik§  

Boyowitsch14  

Neal89  

Neal§  

Davis§  

Kotz73  

Ill§  

Bender9  

Rivers98  

Erb42  


No.  of 


Year 

Cases 

1 

1 

1 

1913 

1 

3 

1 

1 

1 

2 

1915 

1 

1 

1915 

2 

2 

1 

1915 

4 

1 

2 

1 

1 

1 

1 

1 

2 

1 

1 

1919 

1 

2 

10 

1921 

2 

1 

1 

9 

1921 

3 

1921 

31 

1921 

3 

..,.1921 

2 

2 

1 

....1922 

2 

....1922 

22 

....1921 

9 

fReported  also  in  1902  and  counted  twice  by  Simon  in  1910. 

JProbable  case. 

§Personal  communication— 11  reported  but  one  included  under  Wollstein,  1913. 
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Table  III — Authentic  Cases  of  Influenzal  Meningitis. 


No. 

Authority 

Year 

No. 

of 

Cases 

Country 

Age 

Sex 

Treatment 

82 

Jordan  and  Smith  <65> 

1921 

1 

U.  S 

14  mos. 

F 

L.  P.;  Anti-Menin.  Serum;  Spinal 

Wash  and  Drain.  Subarachnoid 

Space. 

83 

Hp  T,eon<33> 

1921 

1 

P.  I 

7 mos. 

M 

L.  P. 

84 

Manson(82> 

1922 

1 

G.  B 

7 mos. 

F 

L.  P. 

85 

Templeton,  King 

and  McKean (U3) 

1922 

1 

U.  S 

17  mos. 

M 

L.  P.;  Anti-Menin.  Serum; 

Menin.  Serum. 

86 

Butler(18)  

1923 

1 

G.  B 

4)^  mos. 

F 

L.  P. 

87 

*Knfypriner^41) 

1923 

4 

Germ 

88 

‘Lisbonne  and 

1923 

1 

Francp 

i nfant 

89 

Worster- 

Drought(127) 

1923 

1 

G.  B.  . 

62  yrs. 

M 

L.  P.;  Pfeif.  Bac.  Vac. 

90 

Nabarro  and 

Stallman (88) 

1924 

1 

G.  B 

1 yr. 

F 

Autogenous  vaccine. 

91 

*Klinke(72) 

1924 

1 

CrPrm 

92 

Buol(17) 

1924 

1 

u.  s 

3 H yrs. 

L.  P.;  Anti-Menin.  Serum;  Wash. 

Spinal  canal  physiological  salt. 

93 

*Gerbasi(46) 

1924 

1 

Italy 

infant 

L.  P. 

94 

‘Schmidt  and 

Weinberg (102) 

1924 

1 

Germ. 

child 

L.  P. 

95 

Greenthal  and 

Kelly<‘»> 

1924 

5 

U.  S._  

1 yr. 

F 

L.  P. 

21  mos. 

M 

L.  P. 

7^2  mos. 

M 

L.  P. 

11  mos. 

F 

L.  P. 

16  mos. 

M 

L.  P. 

Q£ 

1924 

3 

*7  V 

97 

Schnyder  and 

Urech(103) 

1925 

6 

Germ. 

2 yrs. 

F 

L.  P.;  Menin.  Serum 

9 mos. 

M 

2 K yrs. 

F 

11  mos. 

M 

L.  P.;  Streptoc.  Serum. 

20  mos. 

M 

L.  P.;  Menin.  Serum;  Pfeiffer 

Multivalent  Serum. 

22  mos. 

M 

L.  P.  (Immunogen)  Infl.  Serum. 

98 

Kincaid(7°) 

1926 

1 

Australia 

4 mos. 

L.  P.;  Anti-Bact.;  Anti-pneumoc. 

Serum. 

99 

Marcus-Crane(83) 

1928 

1 

U.  S 

16  mos. 

F 

L.  P. 

100 

Nedelmann(,0) 

1929 

6 

Germ 

t 

1M  yrs. 

F 

L.  P. 

8J^  mos. 

F 

L.  P. 

1 H yrs. 

F 

* * 

13  mos. 

M 

L.  P. 

134  yrs. 

F 

L.  P. 

1 yr. 

M 

Pleuropuncture;  L.  P. 

101 

StrangeJ 

1930 

6 

U.  S 

3 yrs. 

M 

L.  P. 

51  yrs. 

M 

L.  P. 

1 H yrs. 

F 

L.  P. 

8 mos. 

M 

L.  P. 

73^  mos. 

M 

L.  P. 

2 yrs. 

M 

L.  P. 

102 

Bloom 

1930 

9 

U.  S 

2 mos. 

M 

L.  P. 

22  mos. 

F 

L.  P. 

5 mos. 

M 

L.  P. 

4 yrs. 

M 

L.  P. 

8 mos. 

M 

L.  P. 

2 yrs. 

M 

L.  P. 

4 yrs. 

F 

L.  P. 

4 yrs. 

F 

L.  P. 

1 

32  mos. 

F 

L.  P. 

‘Original  reference  not  obtainable. 

“Child  died  before  admission;  diagnosis  made  at  autopsy  and  the  bacteriologic  examinations  on  the 
dissecting  table. 

fAlso  published  by  V.  Gavel  (Dissertation,  Jena,  1927). 

JPersonal  communication  to  author;  Dr.  Jack  Strange,  New  Orleans,  La. — all  cultures  positive. 
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Table  IV — Author’s  Cases  of  Purulent  and  Tuberculous  Meningitis* 

1916-19301 


No. 

Cases 

Died 

Re- 

cov- 

ered 

Year 

Season — Month 

Sex 

Age 

INFLUENZAL 
MENINGITIS 
Maximum  Blood  Count 
Total  31,500;  N.  89%; 
S.  8%;  L.  3%  (Age  4 
yrs.) 

Minimum  Blood  Count 
Total  6,500;  N.  55%; 
s.  43%:  L.  2%  (Age 
2%  yrs.) 

Spinal  Fluid  Cell 
Count 

Maximum  1000 
Minimum  254  (Pre- 
dominance of  polymor- 
phonuclears.) 

10 

9 

1 

1916-1  case 
1923-2  cases 

1925- 1  case 

1926- 1  case 

1927- 1  case 

1929- 2  cases 

1930- 2  cases 

Winter  6 cases 
Spring  2 cases 
Autumn  2 cases 

M-5  cases 
F-5  cases 

Under  1 yr.-4  cases 

1 to  2 yrs.-lcase 

2 to  3 yrs.-2  cases 
4 to  5 yrs.-3  cases 

Jan.  1 case 
Feb.  3 cases 
Apr.  2 cases 
Aug.  1 case 

Nov.  1 case 
Dec.  2 cases 

TUBERCULOUS 

MENINGITIS 

6 

6 

0 

1917- 1  case 

1918- 1  case 
1922-2  cases 

1925- 1  case 

1926- 1  case 

Spring  2 cases 
Summer  3 cases 
Winter  1 case 

M-5  cases 
F-l  case 

Under  1 yr.-4  cases 
2 to  4 yrs.-2  cases 

PNEUMOCOCCAL 

MENINGITIS 

5 

5 

0 

1923-1  case 
1925-1  case 
1927-1  case 

1929- 1  case 

1930- 1  case 

Winter  3 cases 
Summer  2 cases 

M-4  cases 
F-l  case 

Under  1 yr.-4  cases 
1 to  2 yrs.-l  case 

MENINGOCOCCAL 

MENINGITIS 

4 

2 

2 

1923-1  case 

1926- 1  case 

1927- 1  case 
1929-1  case 

Winter  3 cases 
Summer  1 case 

M-2  cases 
F-2  cases 

Under  1 yr.-l  case 
3 to  5 yrs.-2  cases 
Over  10  yrs.-l  case 

STREPTOCOCCAL 

MENINGITIS 

2 

2 

0 

1917-1  case 
1928-1  case 

Autumn  1 case 
Winter  1 case 

M-2  cases 

0 to  2 yrs.-2  cases 

♦Private  practice.  fUp  to  April,  1930. 


BACTERIOLOGY  AND  PATHOGENESIS. 

The  bacillus  influenzae  is  one  of  the 
smallest  rod-shaped  organisms  isolated  up 
to  the  present  time.  It  is  nonmotile, 
aerobic,  gram  negative,  pleomorphic,  and 
is  grown  on  media  containing  blood.  On 
the  ordinary  nutrient  media  no  growth  is 
obtained,  but  in  spinal  fluid  its  varied 
type  is  more  marked  and  its  growth  is 
noted  both  extracellular  and  intracellular. 
Human  blood  was  used  in  my  case  to  be 
reported,  though  Wollstein  utilized  rabbits’ 
blood  alone  in  her  experiments.  The  or- 
ganism stains  rather  readily,  more  intense 
at  the  poles.  At  the  end  of  24  hours, 


translucent  elevations  can  be  seen  on 
media.  After  72  hours,  incubation  and  no 
growth  is  noted,  it  is  pronounced  negative. 

Jacobson  (cited  by  Cohoe28)  found  that 
an  increase  in  virulence  resulted  when  the 
influenzal  bacilli  were  injected  in  animals 
along  with  the  cultured  streptococcus.  This 
may  account  for  the  fact  that  contamination 
of  cultures  seemed  to  accentuate  the 
growth  of  the  colonies. 

The  spinal  fluid  serves  as  the  means  of 
determining  the  diagnosis.  A gram  nega- 
tive stain  of  a smear  made  from  the 
centrifugalized  sediment  should  suggest 
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the  possibility  of  an  influenzal  infection; 
meningococcus  and  colon  bacillus  must 
necessarily  have  to  be  eliminated  as  they, 
too,  are  gram  negative.  A part  of  the  fluid 
is  now  cultured  on  blood  agar. 

Regarding  the  prognosis,  Pfeiffer  him- 
self, in  a series  of  many  experiments  on 
mice,  rats,  guinea  pigs,  rabbits,  hogs,  cats, 
dogs  and  monkeys  was  unable  to  produce  a 
true  infection.  This  alone  he  induced  in 
apes.  Pfeiffer  has  shown  the  toxin  to 
be  intracellular,  but  Cantanni22  (1896)  dem- 
onstrated that  this  endotoxin  had  a 
predilection  for  the  central  nervous  system, 
for  he  found  that  from  two  to  six  mg.  of 
the  dead  bacteria  were  sufficient  to  kill  an 
animal  of  from  1500  to  2000  grams. 

The  question  of  the  portal  of  entry  of 
the  organism  into  the  central  nervous 
system  has  been  a topic  of  much  dissent- 
ing discussion.  From  statistical  data,  respir- 
atory influenza  is  by  far  the  most  common 
type,  therefore,  the  naso-pharynx  is  sug- 
gested as  the  site  of  entry.  Fraenkel’s44 
(1898)  hypothesis  in  accord  with  the  above 
statement,  however,  is  not  borne  out  by 
post-mortem  findings  as  nasal  secretions  in 
these  cases  have  been  negative  for  the 
influenza  bacillus. 

There  are  many  conceptions  regarding  the 
nature  of  influenzal  meningitis:  (1)  Sec- 
ondary to  respiratory  infection;  (2)  part 
of  a general  infection,  and  (3)  a primary 
meningitis — all  of  these  theories  having 
their  respective  champions. 

In  substantiation  of  (1)  the  primary 
foci  of  infection  has  been  attributable 
(a)  frontal  sinus  infection;  (b)  otitis 
media;  (c)  influenzal  pneumonia ; (d)  acute 
rhinitis  and  bronchitis;  (e)  epiphysitis  of 
the  radius;  (f)  hematoma — in  each  in- 
stance the  influenza  organisms  having  been 
recovered. 

(2)  This  conception  has  but  a few  fol- 
lowers. Dudgeon  and  Adams37  (19  07)  and 
Cohen27  (1909)  accept  this  premise. 


(3)  The  production  of  an  experimental 
meiningitis  by  Wol'stein  and  her  conclu- 
sions has  aided  the  belief  that  this  clinical 
entity  is  a primary  meningitis.  Addition- 
ally, if  one  considers  that  in  3400  cases  of 
influenza  (Stangl110  1919)  only  1 per  cent 
of  these  patients  had  symptoms  suggestive 
of  meningitis  of  cerebral  involvement,  and 
no  post-mortem  revealed  a meningitis,  we 
can  realize  that  the  incidence  in  meningitis 
bears  no  relation  whatsoever  to  the  occur- 
rence of  epidemics.  Jordan62  (1920), 
Neal89  (1921),  and  myself,  at  this  time, 
from  statistics  herein  given,  find  no  great 
increase  in  influenzal  meningitis  during 
and  after  the  pandemic  of  influenza  in 
1918  and  1919. 

SEASONAL  INCIDENCE. 

Rivers98  (1922)  found  most  of  his  cases 
occurred  in  October,  November,  December 
and  January,  and  Neal89  (1921)  made  a 
similar  observation  — October,  November 
and  December ; in  this  series,  December, 
January,  February  and  April.  The  curve 
of  influenzal  meningitis  in  New  Orleans 
seemingly  follows  the  acute  respiratory 
diseases,  differing  somewhat  from  that 
heretofore  published  by  others. 

BIOLOGIC  AND  SEROLOGIC  REACTION  OF  DIFFERENT 
INFLUENZA  BACILLI. 

It  is  an  accepted  fact  that  in  most  cases 
of  influenzal  meningitis  there  has  been  a 
close  relationship  culturally  and  serologi- 
cally between  the  strains  producing  the 
disease.  This  has  not  been  proved  regard- 
ing influenzal  infections  in  any  other  part 
of  the  human  anatomy.  Unfortunately, 
time  precludes  my  discussing  this  subject 
in  detail.  Jordan  and  Sharp66  (1922) 
gave  valuable  conclusions  in  their  summary : 

“The  particular  strain  of  Pfeiffer  bacil- 
lus used  to  produce  an  immune  serum  is 
usually  agglutinated  by  the  homologous 
serum  more  rapidly,  more  constantly  and 
in  higher  dilution  than  any  heterologous 
strain. 

“Absorption  tests  throw  little  if  any 
more  light  on  the  true  biologic  relationship 
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of  the  different  strains  in  this  group  than 
does  direct  agglutination. 

“As  a rule,  each  strain  of  Pfeiffer  bacil- 
lus possesses  a serologic  individuality. 

“Occasionally  strains  from  independent 
sources  exhibit  a serologic  identity.  This 
is  not  common. 

“As  many  as  three  serologic  races  may 
be  present  at  the  same  time  in  the  throat 
of  one  patient. 

“There  is  no  correlation  between  indol- 
producing  powers  and  agglutinative  affini- 
ties, except  possibly  in  the  strains  isolated 
from  meningitis. 

“The  lack  of  any  definite  serologic  group- 
ing among  the  strains  of  Pfeiffer  bacilli  is 
an  indication  that  a distinct  invasive  type, 
or  types,  has  not  become  fixed,  and  is  an 
argument  against  regarding  any  member 
of  this  group  as  the  primary  causal  agent 
in  epidemic  influenza.  Possibly  a race  of 
‘influenza  meningitis’  bacilli  is  in  process  of 
evolution.” 

AGE  AND  SEX. 

Age. 

Rivers98  (1922),  in  a series  of  193  cases 
in  which  age  was  stated,  found  152  under 
two  years  and  41  two  years  and  older. 

Of  the  24  recoveries  recorded  in  Table  I 
the  ages  were  as  follows: 


To  1 year  3 cases 

1- 2  years  4 “ 

2- 5  years  4 “ 

5-7  years  3 “ 

7-11  years  4 “ 

11-16  years 3 “ 

16f  years  3 “ 


24  cases 

Of  the  53  deaths  comprising  Table  III 
the  ages  were : 


To  2 years  35  cases 

2-5  years  7 “ 

“Child”  1 case 

50f  years  2 cases 

Age  not  given  8 “ 


53  cases 


Sex. 

Cohoe28  (1909)  says  “males  have  been 
attacked  more  frequently  than  females  in 
the  cases  reported,  in  which  the  sex  was 
stated,  in  the  proportion  of  16  to  6.” 
In  Table  I of  this  paper,  recording  24  re- 
coveries, we  find  12  males,  9 females,  and 
3 cases  in  which  sex  was  not  stated;  in 
Table  III  listing  53  deaths,  there  were 
22  males,  18  females,  and  13  cases  in 
which  the  sex  is  not  known. 

MORTALITY. 

Of  302  cases  recorded  in  this  paper, 
there  were  24  recoveries,  a mortality  of 
92.05  per  cent.  Rivers,98  in  his  series  of 
220  cases,  had  a mortality  of  92.25  per 
cent.  The  death  rate  for  recorded  cases, 
therefore,  appears  to  be  about  92  per  cent. 
However,  it  is  my  belief  that  this  figure 
would  be  nearer  98  per  cent  if  all  the 
deaths  were  reported ; the  recoveries  usually 
are. 

POSSIBILITY  OF  SPREAD  BY  CARRIERS. 

Rivers98  (1922)  states  as  follows:  “So 

few  cases  of  influenzal  meningitis  occur 
that  it  is  impossible  to  show  that  the  dis- 
ease is  spread  by  contact.  There  are  facts, 
however,  that  might  make  one  think  that  it 
is  spread  by  carriers.  Many  observers  re- 
port several  cases  occurring  within  a short 
time  of  each  other.  Hill  and  Packard54 
(1915)  saw  four  cases  in  six  months. 
Henry53  (1912)  observed  at  least  five  cases 
in  1910.  In  Dr.  Howland’s  clinic  seven 
cases  were  seen  in  one  year.  Simon  and 
Aine106  (1910),  in  reporting  five  cases, 
speak  of  them  as  a little  epidemic  of  influ- 
enzal meningitis.  Davis31  (1909)  reported 
that  twins  5 days  old  became  ill  at  the 
same  time,  one  died  on  the  ninth  day,  the 
other  of  the  twelfth.  At  the  necropsy  the 
first  one  was  found  to  have  had  an  influ- 
enzal meningitis.  No  lumbar  puncture  or 
necropsy  was  made  in  the  second  case. 
Although  there  may  be  some  doubt  about 
the  second  child  having  a meningitis,  yet 
it  is  reasonable  to  suppose  that  it  did  as 
it  became  ill  at  the  same  time  and  ran  a 
course  similar  to  the  other.  Davis32  (1911) 
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also  reported  two  cases  of  influenzal 
meningitis  that  occurred  in  a small  institu- 
tion of  about  fourteen  inmates.  The  second 
child  became  ill  two  weeks  after  the  death 
of  the  first.  While  not  convincing,  the  evi- 
dence is  at  least  suggestive  that  influenzal 
meningitis  is  a carrier-borne  disease.” 

TREATMENT. 

Pertinent  to  treatment,  there  are 
numerous  measures  recommended  which 
deserve  serious  and  continued  consider- 
ation. 

(1)  The  anti-influenzal  serum 

a.  Wollstein  (1911) 123 

b.  Convalescent  serum 

(2)  Hexamethylenamin 

(3)  Repeated  lumbar  puncture  with  or 

without  the  use  of  normal  saline 

washing 

(4)  Vaccine 

a.  Intravenous 

b.  Intraspinal 

c.  Combination 

(5)  Combination  of  1-2-3-4 

(1-a)  Wollstein123  (1911)  produced 
experimental  meningitis  in  monkeys  by 
injecting  virulent  influenza  bacilli  intra- 
spinally.  She  subsequently  found  that  all 
of  the  monkeys  developed  positive  blood 
cultures  as  well  as  positive  nasal  secretions. 
When  the  meningitis  was  cured  by  the  use 
of  her  serum  the  nasal  secretion  and  blood 
cultures  became  negative.  She  obtained  an 
anti-serum  in  goats  which  cured,  experi- 
mentally, meningitis  in  monkeys.  Unfor- 
tunately, results  in  humans  have  been 
unsuccessful  in  all  but  a few  cases,  and  at 
this  time  the  serum  is  not  available.  The 
specific  serum  was  made  by  immunizing 
goats  for  a period  of  18  months  with  known 
strains  of  influenzae  bacilli.  This  in  turn 
possessed  a large  amount  of  agglutinins  and 
opsonins.  The  cases  of  experimental  men- 
ingitis were  cured  by  immediately  follow- 
ing the  injection  of  influenza  bacilli  into  the 
spinal  canal,  with  an  injection  of  the  anti- 


serum; this  was  performed  at  intervals  of 
one  hour  in  some  cases;  in  others  after  9 
hours,  and  a third  group  after  24  hours. 
In  most  cases  cures  seemed  instantaneous; 
the  monkeys  developing  the  usual  signs  and 
then  convalescing  in  place  of  dying.  The 
incubation  period  was  from  five  to  eighteen 
hours,  and  usually  when  the  serum  was 
omitted,  the  animals  died  within  a period 
of  one-half  to  four  days.  Dunn38  (1911) 
reports  having  used  it  in  eleven  cases  with- 
out recovery,  but  inadequate  doses  may 
have  been  responsible  for  his  conclusion. 

(1-b)  Described  in  author’s  case,  also 
Packard93  (1916)  ; Torrey117  (1916)  ; John- 
son61 (1919)  ; Neal89  (1921).  (These  cases 
are  included  in  Table  I — Recoveries). 

(2)  Crowe30  (1909)  observes  "that 
after  doses  of  urotropin,  within  therapeutic 
limits,  a sufficient  amount  of  the  drug 
appears  in  the  cerebrospinal  fluid  to  exer- 
cise a decided  inhibitory  effect  on  the 
growth  of  the  organism  and  will  markedly 
defer,  and  in  some  cases  prevent,  the  onset 
of  fatal  meningitis.”  Recommended  by 
Brem  and  Zeiler15  (1911)  and  Batten8 
(1910),  who,  incidentally  reports  a case, 
with  recovery,  following  its  use. 

(3)  Torrey117  (1916)  remarks  "Drain- 
age of  the  subarachnoid  space  by  means  of 
lumbar  puncture  has  been  practiced  exten- 
sively since  it  was  first  proposed  by  Quincke. 
Many  writers  make  the  assertion  that  in 
meningitis  this  procedure  may  relieve  pres- 
sure symptoms,  but  can  have  no  curative 
effect.  In  view  of  the  reports  of  severe 
cases  of  meningitis,  even  of  the  pneumoc- 
occic  and  tuberculous  varieties,  showing 
recovery  following  repeated  lumbar  punc- 
ture, these  statements  seem  unwarranted. 
There  is  an  immediate  and  very  striking 
temporary  good  effect,  probably  due  directly 
to  the  relief  of  excessive  intracranial  ten- 
sion and  improved  blood  supply  in  the  tis- 
sues of  the  brain  and  cord.  There  is  also 
removal  of  the  toxins  which  would  other- 
wise be  absorbed  into  the  circulation.  Im- 
provement in  the  circulatory  conditions  fol- 
lowing decreased  pressure  may  have  an 
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effect  in  combating  local  infection.  It  is 
believed  that  under  normal  conditions  the 
cells  of  the  choroid  plexus,  in  secreting  “the 
cerebro-spinal  fluid,  act  as  an  effective 
barrier  to  most  toxins  and  antibodies.  It 
has  not,  as  far  as  I know,  been  demon- 
strated that  antibodies  do  not  pass  into  the 
spinal  fluid  in  cases  of  meningitis  where 
there  is  an  active  inflammation  of  the  mem- 
branes, and  leukocytes  pour  into  the  fluid 
in  enormous  numbers,  and  the  conditions 
are  far  from  normal.  The  increased  pha- 
gocytosis and  decrease  in  organisms  which 
has  been  demonstrated  following  lumbar 
puncture  suggest  that  with  the  resulting 
lowered  pressure,  and  increased  outpouring 
of  fluid  into  the  cerebrospinal  space,  pro- 
tective substances  may  pass  from  the  cir- 
culation into  the  spinal  fluid.” 

“A  further  benefit  probably  derived  from 
frequent  spinal  drainage  is  protection  in 
part  against  the  development  of  that  much 
feared  complication  of  meningitis — internal 
hydrocephalus — as  the  rapid  flow  of  fluid 
from  the  ventricles  tends  to  keep  the  fora- 
men of  Magendie  clear  of  exudate  which 
might  cause  obstruction  at  this  point.  . . ” 

(3)  Buol17  (1904)  suggests  washing 
the  spinal  canal  with  physiological  salt 
solution  every  8 hours  after  the  adminis- 
tration of  an  intraspinal  injection  of  a 
serum. 

Jordan63  (1924),  reporting  a case  having 
recovered,  used  in  his  routine,  daily  wash- 
ing of  the  spinal  canal  with  physiological 
salt  solution.  This  he  did  for  five  successive 
days. 

(4)  Treatment  with  autogenous  vaccine 
was  recorded  by  Nabarro  and  Stallman88 
(1924)  and  by  Neal89  (1921).  Neal,  in 
summarizing  her  report,  says:  “I  wish  to 
make  it  clear  that  I do  not  assert  that  intra- 
spinal vaccine  treatment  cured  the  case  of 
influenzal  meningitis  that  I have  described 
nor  that  the  intravenous  administration  of 
the  vaccine  cured  the  case  of  blocked  epi- 
demic meningitis  to  which  I referred.  How- 
ever, recovery  did  follow  the  use  of  vaccine 
in  these  cases.” 


Abt  and  Tumpeer2  (1921)  conclude,  by 
stating  “the  most  rational  form  of  treat- 
ment involved  to  date  consists  in  getting  the 
normal  or  convalescent  serum  and  subse- 
quent aspirations  of  spinal  fluid.”  The 
serum  necessarily  contains  the  antibodies 
which  should  act  as  an  aid  to  increase  pha- 
gocytosis while  the  lumbar  puncture  re- 
lieves the  pressure  and  aspirates  the  fluid. 

CASE  REPORT. 

Gladys  S.,  white  female  infant,  10  months  of 
age,  was  admitted  to  the  Touro  Infirmary  Decem- 
ber 17,  1929,  having  been  referred  by  Dr.  J.  I. 
Woodward  of  Picayune,  Mississippi.  She  was 
stricken  with  high  fever  which  had  continued  for 
six  days  prior  to  her  admittance. 

But  little  knowledge  was  gained  by  physical 
examination.  Her  temperature  was  105°F.,  rec- 
tum, restlessness  was  extreme,  respiration  rapid 
and  shallow.  There  was  some  redness  of  the 
throat,  and  the  right  drum  showed  some  path- 
ology. With  continued  observation,  and  with  no 
improvement  following  a paracentesis,  the  picture 
shifts  to  an  increasing  state  of  lethargy. 

Let  it  be  clearly  understood  that  up  to  this  time 
there  was  no  suggestion  of  meningitis.  On  the 
sixth  day  in  hospital,  there  was  bulging  of  the 
anterior  fontanelle,  rigidity  of  the  neck,  with 
positive  neurological  findings.  A spinal  puncture 
was  performed  and  a hazy  fluid,  under  increased 
pressure,  with  smear  and  culture  positive  for  B. 
influenzae  was  found.  The  cell  count  was  1,000 
and  the  globulin  + + + . 

At  this  juncture  the  parents  were  told  that  but 
little  hope  of  recovery  could  be  given  to  them,  and 
permission  was  granted  for  the  use  of  convalescent 
serum.  Accordingly,  a consultation  was  held  with 
Dr.  Vesey  Johnson*,  and  a plan  of  treatment  was 
agreed  upon. 

* Pathological  Intern,  Staff,  Touro  Infirmary, 
New  Orleans. 

Daily  spinal  punctures  were  done  and  spinal 
fluid  removed  until  the  baby  became  restless;  20 
to  30  c.c.  were  drained  each  day.  Immediately 
following  this  procedure,  human  serum  was  in- 
jected intraspinally,  the  amount  being  a few  cu. 
cm.  less  than  the  spinal  fluid  removed.  The  father 
was  the  donor;  he  had  had  influenza  a few  months 
before.  Sufficient  blood  was  collected  in  50  c.c. 
sterile  test  tubes  so  that  each  tube  yielded  about 
20  c.c.  of  serum;  five  tubes  were  filled  each  time. 
The  blood  was  allowed  to  clot,  and  the  clot  to 
retract,  tubes  remaining  in  the  refrigerator  for 
about  12  hours.  The  tubes  were  centrifugalized, 
the  serum  removed,  and  that  from  each  large  test 
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tube  stored  in  smaller  tubes  until  used — thus  20 
c.c.  of  serum  was  placed  in  each  tube.  It  is  inter- 
esting to  note  that  the  serum  given  the  baby 
would  not  agglutinate  the  influenza  bacilli  cul- 
tured from  the  spinal  fluid.  As  a matter  of  record, 
the  mother  had  recovered  from  grippe  just  before 
the  baby  became  ill. 

Twenty-nine  days  after  admission  the  baby  was 
discharged,  with  apparently  no  aftermath.  I saw 
her  last  on  the  14th  of  March,  1930  and  she 
seemed  normal  in  every  respect.  I expect  to  show 
her  in  person  tonight. 

Chait  1 Recapitulation — Gladys  S. — Recovered. 
Cultures  Punctures  Date 

Dec.  17,  1929 

18. 1929 

19. 1929 

20. 1929 

21. 1929 

22. 1929 


Positive 

Spinal  Puncture 

23, 1929 

13  c.c.  serum 

24, 1929 

Negative 

20  c.c  serum 

25, 1929 

18  c.c.  serum 

26,  1929 

Positive 

15  c.c.  serum 

27,  1929 

10  c.c.  serum 

28, 1929 

Negative 

Spinal  Puncture 

29, 1929 

15  c.c.  serum 

30, 1929 

Positive 

Spinal  Puncture 

31, 1929 

U 

Spinal  Puncture 

Jan.  1, 1930 

Negative 

Spinal  Puncture 

2,  1930 

10  c.c.  serum 

3, 1930 

10  c.c.  serum 

4, 1930 

Positive 

Spinal  Puncture 

5,  1930 

15  c.c.  serum 

6, 1930 

15  c.c.  serum 

7,  1930 

10  c.c.  serum 

8, 1930 

No  report 

No  Puncture 

9, 1930 

Negative 

10  c.c.  serum 

10, 1930 

No  report 

No  Puncture 

11,  1930 

Negative 

Spinal  Puncture 

12, 1930 

No  report 

No  Puncture 

13, 1930 

Negative 

Spinal  Puncture 

14, 1930 

Discharged  ... 

Well 

15, 1930 

Dec.  20,  1929: 

Consultation — Ear : 

There  is  some  redness  of  the  right 

Dec.  21,  1929: 

drum  but  not  enough  to  warrant 
tympanotomy  at  this  time. 

Right  drum  opened. 

Jos.  D.  Martin,  M.  D. 

Roentgen-ray  Consultation: 

Dec.  24,  1929:  Both  diaphragms,  heart  and  aorta 

are  well  within  normal  limits.  The 
pulmonary  fields  are  quite  clear, 
and  from  the  roentgen  standpoint 
there  is  no  visible  evidence  of  path- 
ology. 

W.  F.  Henderson,  M.  D. 


Clinical  Laboratory: 

Dec.31,  1929:  Urine:  Acid;  Straw;  NSQ;  Sedi- 

ment: Occasional  pus  cell. 

Dec.  17,  1929:  Blood:  T.W.C.  17,400,  N.  72,  S 22 
Jan.  7,  1930:  T.W.C.  6,500,’  N.  76,’  ,S.  21, 

L.  3;  T.R.C.  3,250,000. 

SUMMARY. 

1.  The  records  of  302  cases  have  been 
reviewed,  including  ten  cases  observed  by 
the  writer. 

2.  Resume  of  all  literature  published  in 
the  United  States,  and  some  in  foreign  coun- 
tries, up  to  March,  1930,  is  made. 

3.  The  mortality  in  302  cases  was  92.05 
per  cent. 

4.  Seven  additional  cases  of  recovery 
are  added  to  Rivers98  (1922)  table,  includ- 
ing one  by  the  author. 

5.  Influenzal  meningitis  is  a disease  of 
infancy,  as  statistics  herein  prove. 

6.  The  relationship  between  the  seasonal 
and  yearly  incidence  of  influenzal  menin- 
gitis and  of  epidemic  influenza  and  pneu- 
monia do  not  coincide,  though  this  series 
occurred  somewhat  later  than  that  reported 
by  others. 

CONCLUSIONS. 

1.  Influenzal  meningitis  seems  to  be  a 
primary  infection  influenced  by  different 
strains  of  bacilli  which  culturally  and  sero- 
logically are  closely  related. 

2.  The  report  of  a case  treated  witl^ 
human  convalescent  blood  serum,  with 
recovery  and  no  aftermath,  should  be  an 
inspiration  for  further  study  and  continued 
usage. 
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Records  of  Drs.  Bloom  and  de  la  Houssaye. 

DISCUSSION. 

Dr.  J.  Birney  Guthrie  (New  Orleans)  ; We  had 
an  epidemic  of  meningitis  in  1898  when  I was  an 
interne  at  Charity  Hospital.  We  had  fourteen 

cases  that  died,  all  of  which  were  diagnosed  as 

influenzal  meningitis.  Autopsies  were  held  on 
most  of  these  cases.  In  the  spring,  I was  trans- 
ferred to  another  service,  likewise  a colored  serv- 
ice, and  I saw  a child  three  months  old  with  a 
meningitis  which  I called  influenzal  meningitis. 
The  case  did  not  seem  to  differ  very  much  from 
cerebrospinal  meningitis.  This  case  was  seen  in 
1899.  The  child  got  well  and  I was  very  much 
impressed  with  how  it  got  well.  We  gave  it  hot 
baths.  When  the  child’s  temperature  was  continu- 
ally high,  the  child  received  frequent  hot  baths; 
and  the  child  got  well.  In  the  army  in  1917  I 
used  the  hot  bath  with  excellent  I'esults  as  a 
sedative  in  cerebrospinal  meningitis. 

Dr.  F.  M.  Johns  (New  Orleans)  : My  experi- 

ence comprises  about  twelve  cases  in  18  years.  Out 
of  that  series  only  one  recovered. 

Dr.  Bloom  is  to  be  congratulated  on  obtaining 
fresh  live  serum  in  which  bacteria  will  not  grow. 

In  company  with  one  or  two  other  gentlemen, 
whom  I see  hear  tonight,  I was  astonished 
recently  to  have  been  shown  by  Dr.  C.  L. 
Downman,  of  Atlanta,  Ga.,  two  cases  of  re- 
covered staphylococcus  meningitis.  Those  two 
cases  were  to  my  knowledge  the  only  two  cases 
that  have  ever  recovered.  The  treatment  was 
laminectomy  of  third  dorsal  vertebrae  giving  con- 
tinuous drainage,  and  the  injection  of  an  iodine 
solution  into  the  carotid  artery.  This  should  add 
another  method  of  treatment  to  the  ones  enumer- 
ated by  Dr.  Bloom. 

Dr.  Johns  (after  Dr.  Lemann’s  discussion) : 
Since  Dr.  Lemann  has  also  brought  up  the  Down- 
man  cases,  I would  like  to  say  I have  imported 
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some  of  the  Pregyl’s  iodine  from  Germany  and 
would  be  glad  to  lend  some  to  anyone. 

Dr.  John  Signorelli  (New  Orleans)  : I recall 

the  epidemic  of  1928,  wherein  I had  the  oppor- 
tunity to  see  nine  cases.  These  nine  cases,  all 
were  treated  exactly  alike.  Eight  died,  and  one 
little  girl  of  seven  years  of  age  made  a complete 
recovery  both  physically  and  mentally.  No 
specific  treatment  was  given  this  particular  child — 
no  treatment  that  was  not  given  the  other  eight 
cases  that  died.  Dr.  Guthrie  will  recall  he  was 
asked  to  lend  a helping  voice  in  the  treatment  of 
these  cases. 

The  particular  case  that  recovered  had  only 
one  spinal  puncture,  which  served  to  make  the  diag- 
nosis. The  organisms  isolated  were  B.  influenza 
and  staphylococcus  aureus,  and  there  was  no  doubt 
as  to  the  diagnosis.  No  further  spinal  punctures 
were  made  because  we  thought  they  would  not 
help;  we  failed  to  see  how  the  removal  of  organ- 
isms through  the  puncture  could  possibly  offer 
relief,  or  that  the  temporary  pressure  reduction 
would  be  of  benefit. 

After  convalescence  was  complete  and  on  her 
return  to  school  this  girl  did  excellently  in  her 
work.  Some  of  the  doctors  who  were  present  at 
the  meeting  of  the  Louisiana  State  Pediatrics 
Society  in  1929  may  recall  the  case,  which  I pre- 
sented at  that  time. 

I merely  bring  this  to  your  attention  because  I 
am  obliged  to  conclude  that  because  this  child 
recovered  completely,  we  should  not  be  led  to  be- 
lieve that  we  are  in  possession  of  a specific  treat- 
ment for  this  type  of  cases.  Rather,  I am  con- 
vinced, the  occasional  case  of  this  type  which 
recovers  represents  a patient  of  exceptional  indivi- 
dual resistance  which  itself  accomplishes  a spon- 
taneous recovery. 

On  the  other  hand,  the  information  Dr.  Bloom 
gives  us  is  very  valuable  because  it  opens  to  us 
another  avenue  of  thought  which  may  in  the 
future  develop  into  something  of  real  value. 

Dr.  Bloom  (closing)  : I appreciate  the  discus- 

sion concerning  the  treatment  of  influenzal  menin- 
gitis. I am  sorry  that  I have  not  placed  the  case  of 
Dr.  Signorelli  in  my  series  of  recoveries,  but  I 
do  not  believe  it  has  been  published.  However,  I 
will  be  glad  to  include  it. 

I hope  no  one  of  you  expected  that  the  plan 
of  treatment  suggested  is  a panacea  in  all  cases  of 
influenzal  meningitis.  As  a matter  of  interest,  out 
of  the  23  cases  reported  only  6 of  that  23  recover- 
ing received  influenza  serum. 

The  method  referred  to  by  Dr.  Signorelli  has 
given  considerable  consideration  due  to  the  fact 
that  those  who  have  used  it  believe  that  by  using 


it  they  not  only  relieved  pressure  but  that  it 
served  as  a drain. 

I hope  perhaps  additional  light  may  be  thrown 
on  the  subject  in  the  future  and  as  discussed  by 
Dr.  Lanford  regarding  the  second  case  (which 
happened  to  be  mine  also)  that  child  just  about 
showed  evidence  of  recovery  when  some  unforseen 
accident  happened,  and  for.  no  reason  at  all  the 
child  suddenly  died.  But  so  far  as  meningitis  was 
concerned  the  child  was  practically  free  of  menin- 
gitis. 

HEMORRHAGIC  DISEASE  OF  THE 
NEWLYBORN  AS  A CAUSE  OF 
SUDDEN  DEATH. 

(Report  of  Three  Cases  of  Visceral 
Hemorrhages.)  * 

JOHN  SIGNORELLI,  M.  D.,f 
New  Orleans. 

Hemorrhages  occur  in  the  newlyborn  in 
unassisted  as  well  as  in  assisted  cases  of 
labor,  and  may  be  grouped  into  three 
general  classes,  namely : 1,  Those  depend- 
ing upon  trauma  either  in  part  or  alto- 
gether; 2,  Those  depending  upon  constitu- 
tional disturbances,  as  lues,  sepsis,  leukemia 
and  prematurity;  and  3,  Those  depending 
upon  causes  other  than,  and  independent 
of  trauma  or  constitutional  disturbances. 
These  latter  cases  are  generally  spoken  of 
as  being  based  upon  a hemorrhagic  diathe- 
sis, and  represent  the  so-called  hemorrhagic 
diseases  of  the  newlyborn.  However,  as 
pointed  out  in  a previous  communication, 
“it  is  obvious  that  all  cases  can  not  be 
clearly  classified,  for  very  often  the  etiology 
in  a given  case  represents  more  than  a 
single  factor ; thus,  in  a case  wherein  exists 
an  hereditary  tendency  to  hemorrhage, 
trauma  so  slight  as  to  otherwise  cause  no 
appreciable  bleeding  would  here  act  as  the 
exciting  cause  of  a hemorrhage  of  consid- 
erable extent.” 

Widespread  study  of  this  group  has  led 
to  the  classification  of  their  symptoma- 
tology so  as  to  permit  an  understandable 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 

•{•From  the  Newlyborn  Service,  Hotel  Dieu, 
New  Orleans. 
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grouping  of  their  clinical  picture,  based 
upon  the  location  of  the  bleeding;  to  a cer- 
tain degree,  to  the  extent  of  the  extravasa- 
tion; to  a probable  prognosis;  and  finally 
also,  to  the  adopting  of  a rational  mode  of 
management.  From  time  to  time  there  has 
been  added  to  the  medical  literature  the  ex- 
periences of  observers  in  this  field  so  that 
today  most  of  these  cases  of  newlyborn 
spontaneous  bleeding  are  correctly  diag- 
nosed, and  many  are  successfully  treated. 
Study  of  the  literature  on  this  subject, 
however,  at  once  leads  to  the  supposition 
that  most  all,  or  all  hemorrhages  of  the 
newlyborn  take  place  intra-cranially,  within 
the  meninges,  supporting  structures  of  the 
brain,  or  within  the  brain  itself.  Much  has 
been  written  on  the  subject  of  intra- 
cranial hemorrhage  over  a period  of  years, 
and  more  particularly  since  1912. 

That  hemorrhages  in  this  type  of  newly- 
borns  occur  in  other  parts  of  the  infant 
body  and  especially  within  the ’abdominal 
viscera  has  not  been  very  much  stressed 
in  recent  literature,  and  one  is  apt  to  be 
misled  into  the  belief  that  such  cases  are 
rare.  That  lesions  of  this  type  do  occur 
with  unsuspected  frequency,  however,  has 
been  shown  by  the  investigations  of  Hedren 
in  1000  and  of  Spencer  in  130  autopsies, 
as  quoted  by  Ehrenfest.  They,  and  others, 
have  found  many  cases  of  subcapsular 
hemorrhage  with  rupture  of  the  liver, 
rupture  of  the  spleen,  and  hemorrhages  into 
the  pancreas,  adrenals,  uterus  and  testicles 
of  newlyborns. 

It  is  logical  to  suspect  that  if  a newly- 
born possessed  of  a hemorrhagic  tendency 
is  subjected  to  severe  manipulations  of  any 
of  its  viscera  or  tissues,  then  the  most 
probable  site  for  bleeding  to  take  place  is 
at  the  point  where  most  injury  to  the  tis- 
sues was  inflicted.  Thus,  in  a case  of  head 
presentation  with  prolonged  or  difficult 
labor,  where  molding  is  severe  and  over- 
lapping of  the  sutures  occurs ; or,  where 
forceps  are  applied ; or,  where  pituitrin  was 
used  in  injudiciously  large  amounts,  the 
most  logical  site  for  bleeding  is  within  the 


skull  cavity,  where  the  abnormal  increase 
of  pressure  injures  the  soft  parts  of  tissues 
within  and  thereby  lowers  their  resistance 
to  the  point  where  the  increased  coagula- 
tion time  of  the  infant  blood  met  with  dur- 
ing the  third,  fourth,  fifth  and  sixth  days  of 
life  at  once  starts  a small  bleeding  which 
persists,  if  untreated,  because  of  the  co- 
existing increase  in  the  bleeding  time  of 
the  blood  during  this  period.  As  the  clot  in- 
creases in  size  and  causes  increased  injury 
to  the  surrounding  structures  more  hemor- 
rhage takes  place ; thus,  a vicious  circle  is 
established  which,  if  unchecked  by  nature 
or  by  medical  intervention  leads  to  perma- 
nent damage  if  not,  indeed,  to  the  death  of 
the  infant. 

On  the  other  hand,  however,  cases  of 
breech  presentation  exert  the  most  direct 
or  indirect  injury  to  the  viscera  located 
in  the  upper  end  of  the  abdomen ; namely, 
the  liver,  spleen,  pancreas,  adrena's  and 
kidneys.  These  injuries  result  from  the 
passive  congestion  resulting  as  the  fetal 
blood  is  backed  up  into  the  still  unborn 
portion  of  the  child  after  the  presenting 
part  has  made  its  exit  through  the  pelvic 
canal  and  out  of  the  tight  vulvar  opening, 
creating  a mechanical  hyperemia,  which  in 
association  with  any  predisposing  factor, 
as  prematurity,  lues,  or  hemorrhagic  dia- 
thesis, leads  to  hemorrhage  into  the  most 
vulnerable  viscera,  which  obviously  are  the 
larger  ones. 

The  writer  wishes  to  emphasize  that, 
more  often  than  thought,  injury  to  these 
organs  results  from  trauma  incident 
to  undue  pressure  against  the  infant’s 
abdomen  during  frantic  manipulations  in 
artificial  delivery,  and  in  some  instances 
during  efforts  at  resuscitation.  Here  it  is 
important  to  remember  that  asphyxia, 
per  se,  causes  a lowering  of  the  coagual- 
ability  of  the  infant  blood,  as  pointed  out 
in  a previous  communication. 

Though  no  definitely  stated  figures  are 
available,  observers  who  have  devoted  much 
time  to  this  subject  appear  to  agree  that 
the  most  commonly  affected  abdominal  vis- 
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cera,  in  their  order  of  frequency  are : liver, 
11  cases  collected  by  Hugo  Ehrenfest; 
suprarenals,  8 cases  collected  by  Hedren, 
1 by  Weltmann,  1 by  Loeber,  and  1 case 
of  bilateral  involvement  reported  by  Run- 
yan; pancreases,  1 case  reported  by  Ipsen; 
and  bladder,  1 case  reported  by  Boebi. 

There  can  be  no  doubt,  however,  that  a 
number  of  cases,  trivial  in  their  extent,  are 
never  diagnosed  and  go  on  to  spontaneous 
recovery;  nor  can  there  be  any  doubt  that 
some  cases  of  extensive  and  fatal  bleeding 
have  never  been  recognized,  cases  in  which 
the  formidable  and  rapid  clinical  catas- 
trophe quickly  leading  to  the  death  of  the 
infant  have  misled  the  physician  to  ascribe 
death  to  causes  other  than  hemorrhage. 
One  might  state  with  no  injustice  to  any 
one,  that  the  diagnosis  of  hemorrhage  was 
not  even  considered  as  a possibility.  One 
of  the  cases  here  reported  presented  a 
problem  in  diagnosis  which  made  a correct 
diagnosis  impossible.  This  infant  was  ap- 
parently doing  very  .nicely  up  to  the  morn- 
ing of  its  third  day  of  life,  when  while  nurs- 
ing at  the  mother’s  breast  as  was  its  usual 
habit  thus  far,  it  suddenly  collapsed,  became 
cyanosed  rapidly  (pallid  cyanosis),  and  in 
spite  of  every  effort  to  restore  it,  expired 
within  IV2  hours.  Since  up  to  this  catas- 
trophe the  infant  gave  no  signs  of  illness, 
and  further,  since  no  time  was  permitted 
for  extensive  examination,  any  statement  as 
to  a diagnostic  opinion  would  at  best  have 
been  a pure  guess.  The  post-mortem  find- 
ings of  a huge  subcapsular  hematoma  of 
the  liver  with  rupture  of  the  capsule  at 
once  explained  all  the  clinical  phenomena. 
Evidently  there  had  been  a continuous 
oozing  of  blood  from  the  liver  which  ac- 
cumulated subcapsularly  at  the  base  of  the 
organ,  producing  finally  enough  pressure 
to  rupture  the  capsule.  It  was  this  par- 
ticular phenomenon  which  precipitated  the 
collapse  of  the  child. 

The  two  other  cases  here  reported  were 
diagnosed  ante-mortem  only  because  of  the 


autopsy  diagnosis  of  the  first  case.  More 
detailed  accounts  of  these  three  cases 
follow : 

CASE  REPORTS. 

Case  1.  Baby  G.  was  born  of  a multiparous 
mother  on  Feb.  19,  1929,  in  R.  0.  A.  position. 
Labor  was  not  unduly  prolonged  nor  difficult.  It 
was  considered  a normal  delivery  being  assisted 
only  by  the  use  of  pituitrin.  The  baby  weighed 
9 lbs.,  12%  ozs.,  and  after  the  usual  manual  stim- 
ulations respiration  was  satisfactorily  established, 
the  infant  crying  lustily.  Put  to  the  breast  at  the 
usual  routine  periods  the  baby  nursed  very  satis- 
factorily and  seemed  to  be  doing  very  nicely  in 
every  respect.  On  the  morning  of  Feb.  22,  1929, 
while  in  the  midst  of  its  6 A.  M.  nursing  with  no 
apparent  cause  the  baby  collapsed  and  fell  from 
the  mother’s  breast  to  the  bed.  At  the  same  time 
it  became  markedly  cyanosed  (pallid  type  of 
cyanosis),  and  though  relief  measures  were  at 
once  attempted,  death  took  place  within  1%  hours. 

Because  of  the  rapid  development  of  the  clinical 
course  no  clinical  diagnosis  was  ventured  beyond 
the  consideration  of  such  conditions  as  enlarged 
thymus  gland,  thrombosis  or  hemorrhage  of  some 
type  as  being  among  the  possibilities. 

AUTOPSY. 

On  opening  the  abdominal  cavity  a large  amount 
of  blood  was  found  in  the  peritoneal  cavity,  which, 
on  close  examination  was  found  to  be  almost  filled 
with  liquid  blood  and  clots.  A large  clot  wsa  found 
in  the  upper  right  section  of  the  cavity  one  edge 
of  which  was  attached  to  a loose  flap  of  the  liver 
capsule.  The  capsule  was  ruptured  at  the  under 
surface  of  the  organ,  and  the  liver  proper  was 
compressed  markedly  at  its  under  surface. 

Both  lungs  showed  hemorrhages  into  their  struc- 
ture, especially  at  the  innermost  angle  of  the 
pleural  cavity,  and  involved  fully  half  of  the  entire 
lungs. 

The  heart  and  all  other  organs  showed  nothing 
abnormal  except  a moderate  amount  of  pallor. 

Case  2.  Baby  J.  S.  was  born  of  a primaparous 
mother  on  May  29,  1929,  in  L.  O.  A.  position. 
Labor  was  difficult,  due  probably  to  the  mature 
age  of  the  mother,  and  was  also  prolonged. 
Pituitrin  was  used,  and  later  low  forceps  applied. 
Baby  weighed  5 lbs.,  7%  ozs.,  and  respiration  was 
established  by  artificial  aid.  It  got  on  quite 
satisfactorily  taking  a dextrose  formula  from  the 
bottle  pending  the  establishment  of  maternal  milk 
supply.  On  June  2,  1929,  it  refused  its  formula 
for  the  first  time  and  examination  revealed  a 
pallid  cyanosis  of  moderate  degree,  and  intermit- 
tent in  type.  The  respirations  were  shallow  and 
irregular. 
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Seen  in  consultation  the  same  afternoon  the  baby 
was  found  quite  pallid,  with  respiration  and  pulse 
indicating  the  probable  existence  of  hemorrhage. 
In  spite  of  the  usual  treatment,  including  whole 
blood  injections  and  the  application  of  radium 
over  the  spleen,  no  relief  was  obtained  and  the 
patient  died  about  midnight. 

A clinical  diagnosis  of  hemorrhagic  disease  of 
the  newlyborn  with  extensive  bleeding  from  a large 
viscus,  most  probably  the  liver,  was  made  because 
of  the  rapid  and  uncontrollable  development  of  a 
picture  of  exsanguination,  and  particularly  because 
of  the  lesson  learned  from  the  autopsy  of  case  1. 

AUTOPSY. 

Thoracic  cavity:  The  thymus  was  moderately 

enlarged  and  showed  nothing  else  of  note.  Several 
hemorrhages  of  small  size  were  found  throughout 
the  lung  tissue  in  both  left  and  right  lungs.  The 
heart  was  negative.  The  mediastinum  was  free 
from  abnormalities.  Abdominal  cavity:  On  open- 

ing the  abdominal  cavity  there  were  found  hemor- 
rhages into  the  mesentery;  into  the  kidneys;  left 
adrenal,  and  large  clots  as  well  as  liquid  blood 
free  in  the  peritoneum  cavity. 

The  capsule  of  the  liver  was  ruptured  at  the 
under-surface  of  the  organ,  and  from  the  dangling 
portion  of  the  broken  capsule  portions  of  blood 
clots  were  hanging. 

Case  3.  Baby  J.  C.,  Jr.,  was  born  of  a multi- 
parous mother  on  July  29,  1929,  in  R.  0.  A. 
position.  Labor  was  prolonged  and  associated  with 
wrapping  of  the  cord  about  the  baby’s  neck.  How- 
ever, the  delivery  was  considered  normal,  being 
aided  only  by  the  use  of  pituitrin.  Baby  weighed 
9 lbs.,  14  ozs.,  and  was  moderately  cyanosed.  The 
respiration  was  soon  established  by  the  aid  of 
artificial  measures,  cyanosis  soon  disappeared  and 
the  baby  nursed  satisfactorily  and  did  well  in 
every  respect  until  the  second  day  of  life,  when  it 
was  found  collapsed  and  exhibiting  a marked 
pallor. 

Seen  in  consultation  on  July  31,  1929,  this  case 
recalled  at  once  the  striking  similarity  it  bore  to 
the  pictures  exhibited  by  cases  1 and  2.  Clini- 
cally it  ran  a course  quite  parallel  to  the  other  two 
cases  and  death  followed  on  the  night  of  July  31, 
only  several  hours  after  the  occurrence  of  the 
physical  collapse.  For  these  reasons  a clinical 
diagnosis  of  hemorrhagic  disease  of  the  newlyborn 
with  hemorrhage  of  the  liver  was  made. 

AUTOPSY. 

Thoracic  cavity : The  thymus  was  normal.  The 

lungs  and  pleurae  as  well  as  the  mediastinum 
showed  nothing  abnormal.  The  heart  was  normal. 
Abdominal  cavity:  On  opening  the  abdomen  the 

entire  peritoneal  cavity  was  found  filled  with  liquid 
blood  and  several  clots.  The  capsule  of  the  liver  was 


broken  at  the  under  surface  and  a large  clot  was 
still  partially  attached  to  the  under  surface  of  the 
liver.  A small  hemorrhage  was  found  in  the  left 
adrenal.  Two  hemorrhages  were  found  in  the 
right  ileo-cecal  region  below  the  peritoneum.  These 
were  about  the  size  of  a silver  dime  and  a twenty- 
five  cent  coin  respectively.  ♦ 

The  impressions  derived  from  these  cases 
by  the  writer  are  in  perfect  accord  with  the 
expressions  of  Hugo  Ehrenfest,  who  states 
that  "‘it  is  striking  that  infants,  eventually 
dying  from  a ruptured  liver,  apparently  as 
a rule,  seem  perfectly  normal  of  approxi- 
mate^ the  first  three  days  of  life.  Symp- 
toms of  serious  illness  do  not  manifest 
themselves  until  a considerable  amount  of 
extravasated  blood  has  reached  the  peri- 
toneal cavity.  Then  death  is  prone  to  occur 
suddenly  and  unexpectedly.  Only  a post- 
mortem examination  can  in  these  cases  re- 
veal the  true  cause  of  death.” 

The  three  cases  here  presented  empha- 
size what  has  been  generally  observed  in 
this  type  of  cases,  namely:  that  in  most  of 
them  the  bleeding  begins  by  the  end  of  the 
first  forty-eight  hours  of  life,  and  that, 
although  a few  cases  of  severe  hemorrhage 
do  occur  as  late  as  from  the  fourth  to  the 
sixth  day  after  birth,  these  cases  of  later 
onset  are,  as  a rule,  less  formidable  in  their 
progress  and  milder  in  every  phase  of 
clinical  behavior.  Occasionally,  too,  cases 
have  been  seen  in  which  the  coagulation 
time  has  been  within  the  normal.  Thus,  it 
appears  quite  clear  that  there  must  be  other 
factors  connected  with  blood  chemistry  and 
blood  physiology,  not  yet  understood,  which 
play  quite  a direct  part  in  the  production 
of  these  clinical  pictures. 

Nevertheless,  the  writer  is  of  the  opinion 
that,  with  the  contributions  of  Rodda  upon 
the  coagulation  and  bleeding  times  in  new- 
lyborns  as  a basis,  the  routine  examination 
of  these  factors  during  the  first  six  days 
of  life  in  every  newlyborn  would  lead  to 
the  recognition  of  these  potential  bleeders 
in  the  vast  majority  of  cases.  Moreover, 
such  efforts  might  lead  to  the  discovery  of 
other  facts  and  data  which  would  further 
broaden  our  knowledge  of  the  subject. 
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These  thoughts,  added  to  the  desire  to 
point  out  the  unsuspected  frequency  of 
these  cases,  as  proven  by  the  occurrence 
of  three  within  a single  year  in  his  own 
practice,  are  the  direct  reasons  for  this 
presentation. 
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DISCUSSIONS. 

Dr.  Maud  Loeber  (New  Orleans)  : Dr.  Sig- 

norelli has  given  us  a very  timely  subject  and  in 
his  usual  excellent  manner  has  covered  in  a very 
terse,  comprehensive  way,  not  only  hemorrhagic 
diseases  of  the  newborn  but  also  both  frank  and 
latent  hemorrhages  of  the  newborn.  He  brings  out 
definitely  a very  important  point,  namely,  that 
hemorrhagic  diathesis  may  play  a vital  part  as  a 
contributory  if  not  a causative  factor.  In  making 
this  statement  we  feel  that  he  must  have  had  in 
mind  the  close  relationship  of  visceral  hemorrhage, 
especially  of  those  occurring  beneath  the  capsule 
of  the  liver,  as  well  as  the  inter-cranial  hemor- 
rhage of  those  delivered  by  cesarean  section  when 
he  says  that  “there  must  be  other  factors  con- 
nected with  blood  chemistry  and  blood  physiology, 
not  yet  understood,  which  play  quite  a direct  part 
in  the  production  of  these  clinical  pictures,”  for 
we  do  know  that  babies  born  of  uremic  mothers 
are  prone  to  hemorrhage  especially  in  these 
locations. 

Latent  hemorrhage  cases  seem  to  be  one  of  the 
points  on  which  we  should  agree  with  him,  that 
there  are  other  factors  than  that  of  physiology 
and  of  blood  chemistry,  which  we  do  not  particu- 
larly understand,  that  would  make  us  be  on  the 
lookout  for  these  latent  hemorrhages.  Particu- 
larly is  that  true  of  those  hemorrhages  occurring 
under  the  capsule  of  the  liver,  and  also  intra- 
cranial hemorrhages  which  we  see  after  cesarean 
section  delivery. 

In  both  of  those  types  of  hemorrhages,  we  know 
that  they  are  particularly  associated  with  cases 
of  uremia  in  the  mother.  We  have  seen  blood 
chemistry  done  on  some  of  the  dead  babies  after 
delivery,  and  the  blood  chemistry  has  coincided  so 
closely  with  the  mother’s  blood  chemistry  that  we 


feel  there  are  some  factors  which  should  be  looked 
into  for  prognosticating  the  latent  types  of 
hemorrhage  before  delivery. 

I am  sorry  Dr.  Signorelli  did  not  take  up  more 
completely  the  true  hemorrhagic  diseases  of  the 
newlyborn,  as  I am  sure  he  could  give  us  some 
very  valuable  suggestions  along  those  lines,  the 
hemorrhagic  disease  of  the  newlyborn  where  the 
hemorrhages  come  from  the  mucus  membrane  and 
are  seen  some  three  or  four  days  after  birth  for 
apparently  no  cause.  I hope  he  will  say  something 
more  on  this  subject  when  closing  his  paper. 

With  Dr.  Signorelli,  I agree  we  should  certainly 
be  on  the  lookout  for  hemorrhage.  Being  on  the 
lookout,  it  would  certainly  help  us  in  our  diagnosis 
rather  than  depending  entirely  on  symptoms,  be- 
cause in  many  of  the  frank  hemorrhages  we  have 
active  thymus  glands  certainly  simulating  intra- 
cranial hemorrhages  in  cyanosis  and  in  convulsions. 

I tried  to  collect  a few  figures  from  the  two 
hospitals  with  which  I am  connected  at  home  in 
New  Orleans,  and  I am  indebted  to  Dr.  R.  R. 
Roberts  and  Dr.  Jack  Strange  and  Dr.  E.  Smith 
for  helping  me  compile  the  data  from  the  records. 
From  our  records  in  the  Charity  Hospital  of  New 
Orleans,  we  were  unable  to  get  very  many  of  the 
cases  because  we  filed  the  baby’s  record  with  the 
mother’s.  Where  the  babies  die — and  that  is  the 
point  we  are  stressing  in  Dr.  Signorelli’s  paper — 
sometimes  the  cause  of  death  of  the  baby  is  not 
on  the  mother’s  chart  and  we  lose  the  record. 
However,  since  January  30,  we  were  able  to  find 
seven  cases.  I am  sure,  as  Dr.  Signorelli  has 
pointed  out,  there  must  be  a great  many  more. 
I am  sure  I have  seen  more  than  that,  and  I am 
sure  the  other  visiting  men  have  seen  more  also. 

Of  those  seven,  two  were  frank  hemorrhagic 
diseases  of  the  newlyborn,  and  the  others  were 
hemorrhages  occurring  at  the  time  of  birth. 

We  went  over  the  records  from  Touro  Infirmary 
for  the  past  six  years,  and  in  that  time  there  were 
forty-eight  deaths  from  intra-cranial  hemorrhage 
of  the  newlyborn.  Twenty-one  died  at  birth  or  a 
few  hours  after;  six  died  in  twenty-four  hours; 
mne  in  two  days;  two  in  three  days;  three  in  four 
days;  one  in  five  days;  two  in  six  days;  one  in 
eight  days;  two  as  late  as  ten  days,  and  one  as 
late  as  three  weeks.  They  were  all  autopsied  and 
diagnosis  was  made  for  death. 

There  were  forty-four  cases  of  hemorrhagic  dis- 
ease of  the  newlyborn.  Twenty-three  cases  died. 
We  are  not  concerned  with  those.  Of  these  hemor- 
rhagic diseases  of  the  newlyborn  that  died,  three 
lived  two  days;  five,  three  days;  three,  four  days; 
four,  five  days;  two,  six  days;  two,  ten  days,  and 
two  died  in  twenty-four  hours. 
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To  go  back  again  to  the  frank  hemorrhages, 
there  were  ninety-one  cases  with  birth  injuries. 
Fifty-two  died.  They  were  all  intra-cranial  hemor- 
rhages, and  most  of  the  intra-cranial  hemorrhages 
occurred  after  difficult  delivery,  and  the  diagnosis 
of  intra-cranial  hemorrhage  and  hemorrhage  of 
the  lung  resulting  from  hemorrhagic  disease  of 
the  newlyborn  was  made  at  autopsy. 

Dr.  Charles  J.  Bloom  (New  Orleans) : Apropos 
of  the  splendid  paper  that  Dr.  Signorelli  has  pre- 
sented today,  it  brings  back  to  me  an  instance 
occurring  not  many  months  ago  when  I was  called 
in  to  see  a baby  who  died  a few  moments  after 
I made  my  first  examination.  Not  being  able  to 
conscientiously  diagnose  this  case,  we  asked  for  a 
post-mortem  which  was  granted,  and  much  to  my 
surprise  we  found  a large  amount  of  extravasated 
blood  in  the  cortex  of  the  adrenals  and  in  the  outer 
surface  of  the  kidney.  This  case  unquestionably 
belongs  to  the  group  of  hemorrhagic  diseases  of 
the  newlyborn  which  Dr.  Signorelli  has  called  to 
your  attention. 

In  taking  up  the  question,  we  have  in  the  past 
given  much  attention  to  the  intra-cranial  hemor- 
rhages of  the  newlyborn.  The  literature  has  con- 
tained many  articles  since  1912  as  to  the  injuries 
that  the  child  necessarily  encounters  in  being  de- 
livered either  due  to  prematurity,  pituitrin,  or  the 
like,  and  we  have  to  some  extent  disregarded  the 
injuries  to  which  breech  presentations  may  be 
subjected. 

It  isn’t  out  of  order  to  remind  you  that  every 
child  is  essentially  a bleeder,  that  the  new  environ- 
ment brings  into  play  a change  of  physiological 
actions  and  that  there  must  be  a readjustment  of 
the  red  blood  cells.  We  know  definitely  through 
the  works  of  Rodda  and  other  men  that  the  total 
red  count  and  the  hemoglobin,  the  total  white 
count,  and  the  like,  are  much  different  a short 
time  after  birth  than  it  will  be  a week  or  ten  days 
later.  For  this  reason,  I imagine  in  the  Old  Tes- 
tament the  idea  of  prolonging  the  so-called  ritual 
circumcision  beyond  the  seventh  day  was  because 
they  had  in  mind  that  the  child  was  essentially  a 
bleeder. 

In  view  of  this,  I am  making  it  a routine  in  my 
private  work  to  have  not  only  a coagulation  test 
made,  but  in  most  cases  a bleeding  time  and  plate- 
let count,  because  there  are  instances  where  the 
coagulation  may  be  normal  and  the  bleeding 
abnormal. 

I certainly  have  enjoyed  listening  to  Dr.  Sig- 
norelli’s paper,  and  while  in  a great  number  of 
these  cases  our  efforts  may  be  in  vain,  still,  on  the 
other  hand,  we  will  be  able  to  classify  the  case, 
and  where  the  child  has  this  tendency  we  may  be 
called  upon  to  do  things  that  may  obviate  further 
trouble  and,  in  some  cases,  death. 


Di\  M.  Couret  (New  Orleans)  : The  subject  of 

hemorrhagic  disease  of  the  newborn  is  always  of 
interest  to  me  because  of  the  large  number  of 
autopsies  that  I have  the  privilege  to  hold  on  cases 
of  this  kind.  It  is  really  appalling  the  number  of 
deaths  in  the  newborn  that  is  due  to  this  condition. 
For  this  reason  I have  tried  to  explain  to  my 
satisfaction  its  cause,  but  with  little  result  up  to 
the  present  time. 

When  we  use  the  term  “hemorrhagic  diathesis,” 

I believe  we  ought  to  explain  just  what  we  mean. 
If  we  mean  hemophilia,  then  we  are  talking  about 
a deficient  condition  in  the  blood  vessels,  accom- 
panied by  a prolonged  bleeding  time  and  a 
prolonged  coagulation  time,  that  begins  at  birth 
or  some  future  time  and  lasts  through  the  life 
of  the  individual.  It  is  quite  true  that  in  the  new 
born  both  the  coagulation  time  and  the  bleeding 
time  are  prolonged,  but  between  the  eighth  and 
tenth  day  after  birth,  these  return  to  normal.  I 
do  not  think,  therefore,  that  it  is  fair  to  say  that 
these  children  should  be  classed  as  “hemorrhagic 
diathesis”  because  this  condition  requires  a con- 
tinuation of  bleeding,  which  we  are  not  certain, 
would  not  right  itself  at  the  proper  time. 

My  experience  has  been  that  in  true  hemophilia, 
when  a puncture  is  made  of  a vein  or  even  in  the 
capillaries  of  the  ear  or  finger  tips,  bleeding  per- 
sists sometimes  for  several  hours.  I have  not 
observed  this  in  any  newborn  with  hemorrhagic 
disease  nor  in  the  normal  child  not  so  affected. 

Dr.  Signorelli  has  pointed  out  that  the  coagula- 
tion and  bleeding  times  are  usually  very  much 
longer  in  infants  with  hemorrhagic  disease  than 
in  children  not  so  afflicted.  I cannot  agree  with 
this  statement,  because  I have  seen  cases  of 
hemorrhagic  diseases  where  the  coagulation  and 
bleeding  times  were  no  higher  than  the  usual 
normal  rise. 

I do  not  believe  that  trauma  is  responsible  for 
this  condition  because  we  find  hemorrhagic  disease 
in  some  newborn  that  have  not  been  traumatized 
either  at  birth  or  during  the  process  of  resuscita- 
tion, when  this  becomes  necessary.  Furthermore, 
as  Dr.  Loeber  has  mentioned,  the  hemorrhages  in 
these  cases  are  not  so  commonly  found  in  the  head 
where  the  injury  would  likely  be  greatest,  but  are 
found  scattered  on  the  epicardium,  along  the  inter- 
ventricular septum,  on  the  pleura  and  deep  into 
the  lungs,  in  the  adrenals,  in  the  liver,  in  the 
spleen,  in  the  mesentery,  and  in  fact  anywhere  and 
in  any  tissue.  Certainly,  it  is  improbable  that 
children  showing  such  extensive  large  and  small 
hemorrhages,  could  have  been  so  badly  handled  to 
the  point  where  so  much  injury  would  be  produced. 

This  condition  seems  to  me  most  likely  to  re- 
sult from  some  malformation  or  weakness  to  the 
vascular  endothelium.  Whether  it  is  a delayed  or 
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faulty  development  of  these  cells  only,  or  a com- 
bination of  this  with  an  abnormal  coagulation  and 
bleeding  time  and  abnormally  high  blood  pressure, 
requires  more  thorough  study  than  has  been  done. 

Another  question  that  arises  is  why  should  the 
disease  appear  after  the  second  to  the  sixth  or 
eighth  day  after  birth?  This  may  be  explained,  I 
believe,  from  the  fact  that  the  right  and  left  ven- 
tricles which  are  practically  the  same  thickness  at 
birth,  suggesting  that  the  blood  pressure  on  both 
sides  of  the  heart  are  about  equal,  change  after 
about  the  second  day  when  the  left  ventricle  shows 
a greater  thickness  than  the  right.  This  occurs 
after  the  closure  of  the  ductus  arteriosus  and  the 
foramen  ovale  and  would  seem  to  indicate  that 
more  pressure  is  thrown  upon  the  vessels  that  are 
fed  from  the  left  heart.  This  pressure  is  probably 
more  than  can  be  withstood  by  the  “defective” 
endothelium,  and  the  rupture  of  the  smaller  vessels 
follows. 

Dr.  T.  B.  Sellers  (New  Orleans) : This  is  an 

interesting  and  instructive  paper  not  only  for  the 
pediatrician,  but  for  the  obstetrician  as  well. 
Often  it  is  difficult  to  explain  the  cause  of  sudden 
death  of  infants  five  to  ten  days  following  a normal 
delivery.  This  is  especially  hard  to  explain  when 
we  consider  the  number  of  cases  delivered  by  ar- 
tificial means,  such  as  version  and  forceps,  without 
complications.  Autopsy  is  the  only  means  we  have 
of  making  a correct  diagnosis  in  many  of  these 
cases.  1 1 

The  case  which  Dr.  Loeber  reported  two  years 
ago  of  hemorrhage  from  the  suprarenal  was  one 
that  I delivered,  a para  four,  presenting  a simple 
breech  delivery  in  which  the  baby  was  apparently 
normal  at  delivery. 

I would  like  to  stress  the  value  of  this  routine 
procedure:  the  immediate  injection  of  10  cc.  of 
whole  mother’s  blood  in  every  difficult  delivery  and 
a standing  order  for  the  administration  of  whole 
blood  to  every  baby  on  the  first  appearance  of 
unusual  symptoms,  such  as  twitching  and  cyanosis, 
of  course,  to  be  repeated  from  time  to  time  as 
indicated. 

I would  also  like  to  call  attention  to  the  fact  that 
the  obstetrician  can  be  of  great  service  in  assist- 
ing the  pediatrician  in  getting  an  autopsy.  At 
the  Baptist  Hospital  we  have  endeavored  to  obtain 
an  autopsy  on  every  stillborn,  and,  in  my  private 
practice,  I think  I can  safely  state  that  we  have 
been  able  to  get  permission  in  at  least  90  per  cent 
of  the  cases. 

Dr.  J.  E.  Bailey  (New  Orleans) : As  we  go 

along  and  see  these  infants,  say,  forty-eight  hours 
after  delivery  and  we  see  these  symptoms  of 
cyanosis  and  twitching  manifesting  themselves,  we 
ought  to  consider  the  fact  that  probably  this 


hemorrhage  has  been  going  on  for  twenty-four, 
maybe  forty-eight,  hours  before  the  symptoms 
manifested  themselves.  We  should  be  on  the  look- 
out for  the  unusual,  or  the  signs  of  hemorrhage 
that  we  frequently  overlook. 

We  might  mention  one  or  two  of  them.  First, 
would  be  the  good  baby,  the  baby  that  will  re- 
main quietly  in  his  crib  without  crying.  A baby 
that  is  described  as  an  unusually  good  baby  during 
the  first  twenty-four  hours,  we  are  suspicious  of. 
The  average  baby  when  stimulated  to  cry  will  con- 
tinue to  cry  after  the  stimulus  is  removed,  whereas 
the  baby  that  is  hemorrhagic  will  immediately 
stop. 

A baby  that  refuses  the  breast,  that  we  have  a 
great  deal  of  trouble  in  getting  to  take  a little 
water  out  of  a bottle,  we  can  be  suspicious  of. 

Those  are  probably  the  two  main  things  to  look 
for  when  we  see  that.  Get  busy  right  away,  and 
don’t  wait  for  three  or  four  days  to  elapse  before 
going  ahead  with  the  treatment  that  you  use. 

Dr.  John  Signorelli  (closing) : I want  to  thank 
the  doctors  for  the  liberal  discussion.  Particularly, 
I want  to  thank  Dr.  Loeber  for  having  gone  to 
the  trouble  of  reviewing  the  statistics  and  re- 
emphasizing the  fact  that  these  cases  are  not  as 
infrequent  as  we  have  been  led  to  believe. 

Dr.  Loeber  mentioned  very  correctly  the  con- 
nection that  there  is  in  some  of  these  cases 
with  toxemias  of  pregnancy.  The  potential  cause 
or  the  indirect  causes  that  are  associated  with 
these  cases  are  not  fully  understood.  And  just 
as  the  last  word  has  not  been  said  as  to  the  direct 
cause  underlying  the  hemorrhagic  diathesis,  so  too, 
the  last  word  has  not  been  said  in  connection  with 
the  many  things  that  might  act  as  indirect  causes 
in  producing  these  clinical  pictures. 

Dr.  Bloom  mentioned  something  about  Rodda, 
and  since  I referred  to  Rodda’s  name  I wish  to 
take  this  opportunity  to  explain  that  Rodda’s 
work  consisted  in  investigations  of  the  coagulation 
time  and  bleeding  time  and  platelet  count  in 
n.ewlyborns  during  the  first  six  days  of  life.  He 
found  that  during  this  period  coagulation  and 
bleeding  time,  even  in  normal  infants,  was  in- 
creased from  the  second  up  to  and  through  the 
sixth  day,  after  which  time  there  was  a return 
to  normal ; understand,  in  the  normal  babies,  babies 
that  did  not  show  any  sign  or  tendency  whatsoever 
to  hemorrhage. 

He  also  found  in  cases  which  he  observed,  which 
later  developed  hemorrhagic  diseases  regardless  of 
their  location,  the  bleeding  time,  the  coagulation 
time  were  enormously  elevated.  He  reports  cases 
where  the  coagulation  time  was  advanced  as  high 
as  forty  minutes  and  the  bleeding  time  ninety 
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minutes.  The  platelet  counts  were  also  abnormally 
low  in  all  of  these  cases. 

Dr.  Couret  mentioned  the  fact  that  he  has  been 
fortunate  in  seeing  a large  number  of  autopsies. 
I thought  Dr.  Couret  would  say  he  has  been  for- 
tunate or  unfortunate  in  seeing  the  vast  amount 
of  bleeding  lesions  or  hemorrhagic  lesions  in  each 
one  of  these  cases  that  we  have  been  fortunate 
enough  in  getting  at  autopsy.  I,  personally,  do 
not  feel  we  should  congratulate  ourselves  on  the 
number  of  autopsies. 

I have  not  been  as  fortunate  as  Dr.  Sellers.  I 
can’t  get  ninety  per  cent  autopsies  of  infants  that 
die  in  my  practice.  I have  to  beg  for  them  and 
sometimes  even  make  promises  which  I know  are 
not  correct.  For  instance,  in  one  of  these  cases 
reported  today,  I somewhat  bribed  the  father  by 
telling  him  maybe  I could  learn  something  from 
this  autopsy  that  might  help  to  save  his  other  baby 
if  he  should  happen  to  have  another  in  the  future. 

Along  these  lines,  I wish  to  mention  that  there 
is  some  work  being  done  in  the  United  States, 
both  in  Chicago  and  in  St.  Louis,  along  the  line 
of  the  possibility  of  developing  some  dietetic  pre- 
ventive measures  to  be  applied  to  the  mother 
during  the  period  of  pregnancy  which  might 
prevent  the  resulting  of  a hemorrhagic  child 
being  born.  The  work  is  still  in  the  experimental 
stage,  and  although  some  cases  have  been  re- 
ported where  mothers  thus  fed  have  given  birth 
to  children  who  are  not  hemorrhagic  babies,  they 
are  too  few  to  be  counted  upon  with  any  finality. 

Dr.  Couret  mentioned  many  little  points  that 
would  call  for  so  much  discussion  that  I am  afraid 
I cannot  go  into  it.  For  instance,  the  real  cause 
of  hemorrhagic  diathesis.  The  real  cause  of  the 
hemorrhagic  diathesis  is  based  upon  a multiplicity 
of  factors.  We  are  not  so  much  concerned  with 
the  academic  point  of  view.  We  are  willing  to 
admit  that  the  surface  endothelial  lining  of  the 
blood  vessels  may  be  even  more  important  a factor 
than  the  abnormality  in  the  blood  platelet  count, 
the  coagulation  time  or  the  bleeding  time. 

What  we  are  appealing  for  here  is  more  atten- 
tion on  the  part  of  the  obstetrician,  on  the  part 
of  the  pediatrician  and  on  the  part  of  the  general 
practitioner  to  be  on  the  lookout  for  these  cases. 
We  feel  if  we  do  more  work  and  observe  more 
closely  all  of  our  newlyborns,  we  cannot  only  check 
up  the  work  of  Rodda  but  perhaps  learn  new 
facts,  new  factors  which  might  lead  us  to  more 
definite  and  more  tangible  information. 


MASTOIDITIS  AS  A CAUSATIVE 
FACTOR  OF  ILEOCOLITIS  AND 
BRONCHOPNEUMONIA.* 

Case  Reports. 

J.  R.  FERNANDEZ,  M.  D., 

Wallace,  La. 

From  time  to  time  since  1921  there  have 
been  reported  from  different  sections  of  the 
world  a sufficient  number  of  series  of  cases 
to  prove  conclusively  that  mastoiditis  and 
middle-ear  infections  play  an  important 
role  in  some  cases  of  respiratory  and  gastro- 
intestinal disturbances.  These  infections 
act  either  as  a focal  point,  the  ear  supply- 
ing toxins  and  bacteria  through  the  blood 
stream  and  lymphatics,  or  by  direct  drain- 
age through  the  Eustachian  tube,  and  then 
on  to  the  respiratory  and  gastro-intestinal 
organs.  Probably  in  some  instances  both  of 
these  methods  are  responsible. 

The  material  for  this  paper  is  the  result 
of  a series  of  15  cases  treated  at  the  Charity 
Hospital  during  April  and  May,  1929. 
These  patients,  upon  admission,  presented 
more  or  less  the  same  pathological  triad, 
namely,  gastroenteritis,  bronchopneumonia 
and  middle-ear  disease,  which  later  proved 
to  be  of  mastoid  origin.  These  little 
patients  were  dangerously  ill  as  evidenced 
by  the  rapid  respiration,  numerous  bowel 
movements  and  high  temperature,  which  in 
the  majority  of  cases  was  septic  in 
character  and  very  high  (105°).  This 
combination,  resulting  in  profound  toxemia 
and  exhaustion  by  dehydration  from  the 
frequent  bowel  movements  and  inability  to 
retain  nourishment,  proved  to  be  rapidly 
fatal.  The  patients  were  first  admitted  to 
the  pediatrics  service.  This  department 
taxed  every  resource  at  its  command,  yet 
a high  mortality  ensued  until  surgical 
measures  addressed  toward  the  middle-ear 
and  its  adnexa  were  instituted. 

In  order  to  thoroughly  appreciate  the 
exact  condition  it  is  necessary  that  we 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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refresh  our  minds  and  keep  constantly 
before  us  the  peculiar  anatomical  structure 
of  the  middle-ear  and  its  communicating 
pathway,  the  Eustachian  tube,  which  in 
children  is  short  and  of  a large  lumen,  in- 
fection of  which  very  often  is  enhanced  by 
the  presence  of  large  adenoid  growths  in 
the  naso-pharynx  as  well  as  faucial  tonsils. 
In  my  mind,  the  relation  of  the  middle-ear 
proper  to  the  antrum  and  the  direct  com- 
munication between  the  two  by  virtue  of  the 
aditus  makes  it  almost  impossible  to  have 
a middle-ear  infection  without  some  antrum 
involvement,  and  especially  is  this  so  if  the 
condition  is  permitted  to  go  on  to  a spon- 
taneous rupture  which  is  the  usual  result  of 
earaches  from  otitis  media.  This  latter 
anatomical  feature  is  very  important  to  bear 
in  mind  at  all  times,  and  especially  so  in 
those  cases  where  one  or  more  tympanoto- 
mies have  been  done  and  the  ear  ceases  to 
drain  after  a few  days.  It  is  always 
possible  in  this  type  of  case,  when  the  other 
symptoms  continue  unabated,  that  the  mas- 
toid may  still  be  a focal  point  also 
supplying  organisms  through  the  Eustach- 
ian tube.  Then,  too,  it  is  well  to  emphasize 
that  infants,  that  is  up  to  one  year,  present 
no  mastoid  cell  development,  but  every 
chi’d  has  at  birth  a fully  developed  antrum, 
which  we  all  know  is  a large  cell  in  the  mas- 
toid bone  communicating  directly  with  the 
middle-ear,  and  in  diseased  middle-ear 
conditions  frequently  present  areas  of  de- 
struction in  the  mastoid  bone  far  removed 
from  the  antrum.  Further  quoting  from 
Philipps : “ * * * While  there  are  few 

or  no  mastoid  cells  in  very  young  children, 
the  diseased  space  usually  covers  a consid- 
erable area  both  in  depth  and  width.” 

Since  mastoid  disease  is  the  important 
feature  of  this  paper,  I think  it  very  proper 
that  I mention  the  objective  signs  of  mas- 
toditis  because  they  are  the  only  means  of 
our  knowing  when  the  patient  is  in  need  of 
operative  drainage.  The  drum  appearance  is 
not  to  be  depended  upon  except  when  there 
are  positive  signs  of  disease,  discoloration, 
sagging  perforation,  drainage  and  the 
usual  older  signs  of  middle-ear  disease; 


tenderness  and  swelling  of  the  mastoid  are 
valuable  when  present,  but  their  absence 
means  nothing.  Many  mastoids  present  no 
pain  or  tenderness  on  pressure,  and  on  all 
external  appearances  are  normal.  When- 
ever a mastoid  presents  with  the  oldtime 
picture  of  swelling,  pain  on  pressure  and 
profusely  discharging  ear,  it  is  no  longer  a 
simple  mastoiditis,  and  the  patient  is  a 
candidate  for  general  septicemia,  menigitis, 
thromboplebitis,  or  brain  abscess.  I have 
seen  so  many  sad  results  in  patients  when 
the  surgeon  delayed  operating,  waiting  for 
the  usual  signs  of  mastoditis,  that  I do  not 
think  a mention  of  mastoiditis  at  any  stage 
is  complete  without  a warning  on  the  points 
of  diagnosis.  All  that  I have  mentioned 
relative  to  carefulness  in  diagnosis  may 
seem  irrelevant  here,  while  in  reality  it  is 
one  of  the  big  things  because  our  ability  to 
help  a mastoid  patient  of  any  type  in  need 
of  surgical  interference  depends  upon  a 
correct  diagnosis  at  an  early  age. 

Now  to  return  to  the  cases,  the  subject 
of  this  paper.  As  has  already  been  stated, 
these  little  fellows  were  the  victims  of  a 
triad  highly  toxic  in  character  and  rapidly 
destructive  to  life  because  of  the  ravages 
upon  the  two  vital  systems — namely,  gastro- 
intestinal and  respiratory,  each  one  respon- 
sible for  more  deaths  in  children  than  any 
single  disease.  Although  these  cases  proved 
to  be  of  mastoid  origin,  there  were  two 
distinct  types — namely,  firstly,  those  pre- 
senting otorrhea  at  the  time  of  examin- 
ation, and  secondly,  those  without  otor- 
rhea ; and  yet  otitis  media,  and  later 
mastoiditis,  actually  existed  as  proven  by 
exploratory  tympanotomy  and  roentgen-ray 
examinations. 

To  further  impress  you  with  the  serious- 
ness of  this  type  of  disease,  I wish  to 
mention  here  that  the  dead  book  records 
show  that  before  any  operative  measures 
were  instituted  no  less  than  15  patients 
presenting  the  same  triad  were  admitted 
into  the  hospital  and  died  in  spite  of  all 
that  was  done  for  them.  There  were  some 
who  died  within  24  to  72  hours  after 
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admission,  while  some  lingered  as  long  as 
three  weeks;  one  case  admitted  in  February 
died  in  May. 

Briefly,  the  gastric-manifestations  varied 
from  a mild  to  a very  severe  diarrhea — 
vomiting,  frequent  bowel  movements — 
green,  watery,  and  at  times  bloody.  All 
had  some  respiratory  involvement  from  a 
bronchitis  to  bronchopneumonia  in  its 
various  degrees  of  severity.  One  case  by 
roentgenogram  showed  an  unresolved  pneu- 
monia and  a collapsed  lung. 

The  temperature  was  septic  in  character, 
at  times  ascending  to  104°  and  105,°  in  the 
most  part  remaining  99°  to  103°  and  104°. 

It  was  evident  when  everything  was 
considered  that  the  mastoids  were  supply- 
ing toxins  to  the  bloodstream  and  discharg- 
ing pus  into  the  Eustachian  tube,  or  both, 
thereby  perpetuating  a vicious  circle.  It  is 
well  to  mention  here  that  in  almost  every 
instance  tympanotomies  were  done,  and  in 
some  cases  daily ; in  fact,  sufficient  often  to 
prove  to  us  that  drainage  through  the  ex- 
ternal ear  canal  was  not  sufficient.  We  were 
dealing  with  a deep-seated  condition  that 
required  extensive  free  external  drainage. 

Mastoidectomies  were  done  on  all  cases 
from  then  on,  one  or  both  sides  as  was 
indicated — only  one  death  resulted ; all  other 
patients  recovered — some  promptly,  others 
less  rapidly,  while  several  lingered  a long 
time.  The  unresolved  pneumonia,  and  even 
one  negro  child  additionally  handicapped 
with  a tubercular  cervical  adenitis,  re- 
covered. The  remarkable  feature  of  these 
cases  is  that  they  were  operated  during  the 
height  of  the  disease  regardless  of  severity 
of  the  gastro-intestinal  or  pulmonary  con- 
dition, since  it  was  evident  that  there  was 
little  hope  for  their  recovery.  They  were 
operated  under  nitrous  oxide  and  ethylene 
gas  anesthesia.  Since  that  time,  and  at  the 
present,  we  are  operating  this  type  of  case 
locally. 

It  follows  from  the  foregoing  that  any 
child,  in  fact  anyone,  with  a condition  sim- 
ilar to  those  I have  described  who  does  not 


respond  to  the  proper  treatment  or  improve 
as  he  should,  needs  repeated  and  thorough 
ear  examination  and  requires  100  per  cent 
cooperation  of  the  general  practitioner, 
pediatrician,  otolaryngologist,  and  last,  but 
by  all  means  not  least,  the  roentgenologist, 
who  in  many  instances  will  be  the  only 
means  of  clearing  up  the  diagnosis. 

CONCLUSIONS. 

1.  The  middle-ear  and  mastoid  have  a 
definite  place  in  acute  infections  of  children 
in  many  cases  where  there  is  involvement 
of  the  gastro-intestinal  and  the  respiratory 
organs. 

2.  They  also  play  a double  role : 
(a)  Toxic,  (b)  direct  infection  by  causative 
drainage  through  Eustachian  tube — or  both. 
In  chronic  or  recurring  intestinal  toxemias 
the  mastoid  may  act  by  focal  infection ; un- 
dermining the  health  of  the  child  and  flares 
up  periodically. 

3.  Although  some  authorities  advise 
against  operating  in  the  acute  stage,  we 
disagree,  and  it  is  our  conviction  that  any 
case  showing  no  improvement  after  proper 
treatment  for  a sufficiently  long  time,  and 
in  which  death  seems  to  be  the  only  outcome 
if  permitted  to  continue,  should  be  given 
its  one  chance.  If  not  all,  some  can  be 
saved  even  at  that  last  stage.  We  are  report- 
ing only  one  death  in  a series  of  15  cases. 

4.  We  believe  that  in  doubtful  cases  in 
which  there  is  no  improvement  an  explora- 
tory mastoid  operation  is  justifiable.  Cer- 
tainly no  harm  can  be  done  by  scratching 
the  cortex  sufficiently  deep  to  investigate. 

5.  We  wish  to  repeat  that  the  closest 
cooperation  on  the  part  of  the  general 
practitioner,  pediatrician,  otolaryngologist 
and  roentogenologist  is  an  absolute  neces- 
sity if  we  hope  to  help  this  type  of  patient; 
and  we  should  like  to  warn  the  pediatricians 
against  placing  too  much  dependence  upon 
their  examination  of  ear-drums  because  of 
the  reasons  set  forth  in  this  naper. 

I wish  to  thank  Dr.  S.  B.  McNair,  Senior 
Resident  E.  N.  T.  Surgeon  at  Charity 
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Hospital,  who  was  the  first  to  call  our 
attention  to  these  patients,  and  my  Chief, 
Dr.  Homer  Dupuy,  under  whose  active 
supervision  this  work  was  done,  also  Dr. 
Amadee  Granger,  Charity  Hospital  Radi- 
ologist, whose  original  work  on  the  mastoid, 
especially  in  young  subjects,  is  noteworthy, 
and  whose  roentgen-ray  work  was  inval- 
uable to  us  from  a diagnostic  standpoint. 

This  paper  was  offered  with  two  objects 
in  view : Firstly,  to  place  before  you  the  re- 
markable results  obtained  in  this  type  of 
case;  and,  secondly,  to  provoke  discussion 
and  stimulate  interest  and  work  along  this 
particular  line.  I firmly  believe  that  there 
is  much  undone  and  trust  that  the  remark- 
able results  obtained  will  encourage  others 
to  do  some  work  along  this  line,  and  I am 
sure  we  will  have  some  interesting  reports 
at  some  later  meeting. 

DISCUSSION. 

Dr.  Maud  Loeber  (New  Orleans)  : Dr.  Fer- 

nandez has  described  so  accurately  in  his  paper 
the  typical  case  of  ileocolitis  due  to  the  paren- 
teral cause,  mastoiditis,,  that  there  is  nothing  one 
can  add  to  this  picture,  except  to  say  that  he 
certainly  has  called  our  attention  to  a very  impor- 
tant group  of  cases.  We  agree  with  him  that 
our  greatest  mortality  at  present  is  in  gastro- 
intestinal and  broncho-pneumonia  cases.  Dr.  W. 
McKim  Marriott  and  Dr.  H.  W.  Lyman  of  St. 
Louis  as  early  as  1924  called  attention  to  these 
aural  focal  infections  showing  that  a close  rela- 
tionship exists  in  infants  between  a middle  ear 
infection  and  disturbances  of  the  gastro-intestinal 
tract.  These  cases  reported  correspond  in  each 
detail  to  those  seen  and  treated  by  Dr.  Fernan- 
dez, and  I wish  to  emphasize  the  life-saving  meas- 
ure which  the  otologists  perform  in  eradicating 
this  foci  of  infection.  From  this  presentation  of 
his  work  on  ileocolitis  due  to  sinus  infection,  with 
the  probability  of  infection  in  the  mastoid,  will 
evolve  a great  life-saving  procedure  among  in- 
fants under  one  year  of  age. 

Dr.  Fernandez  is  perhaps  too  modest  in  taking 
credit  for  saving  the  lives  of  these  infants.  The 
picture  he  presents  of  the  dehydrated,  toxic,  ex- 
tremely ill  little  patient  with  severe  ileocolitis, 
associated  not  infrequently  with  vomiting  and  the 
broncho-pneumonia  which  as  we  know  is  always  a 
bad  complication  of  ileocolitis,  respond  almost 
immediately  to  tympanotomy  or  mastoidectomy. 
As  Dr.  Fernandez  very  truly  says,  as  soon  as  the 
diagnosis  is  made  of  middle  ear  or  mastoid  in- 


volvement, irrespective  of  temperature  and  con- 
dition of  the  individual,  it  is  imperative  that  some 
operative  procedure  be  instituted.  We  believe 
that  the  high  fever  and  toxic  symptoms  of  the 
gastro-intestinal  tract  are  reflexly  induced  by  the 
infection  of  the  middle  ear.  As  he  so  carefully 
points  out,  a draining  ear  is  not  at  all  sufficient 
proof  that  the  mastoid  is  not  involved,  nor  is  the 
fact  that  an  ear  drum  is  not  bulging  the  criterion 
for  not  performing  a tympanum  paracentesis  for 
we  have  seen  both  conditions  improve  to  unevent- 
ful recovery  after  proper  or  repeated  operative 
interference  was  instituted.  High  persistent  tem- 
perature with  or  without  explanation  for  tempera- 
ture in  the  lungs,  or  a stubborn  case  of  gastro- 
intestinal disturbance,  or  temperature  with  inani- 
tion unexplained  solely  by  inanition  demands  the 
services  of  the  otologists.  Not  infrequently,  as 
he  says,  ears  have  been  seen  by  otologists  who 
have  disclaimed  any  infection  in  the  ear  because 
of  the  appearance  of  the  membrane  and  have 
advised  waiting  for  incision  because  there  was  no 
bulging  or  other  signs  present  which  they  seem 
to  feel  is  imperative  before  they  institute  opera- 
tive procedure. 

Therefore  when  he  states  that  only  by  roent- 
gen-ray are  we  sometimes  able  to  incriminate  the 
mastoid  in  the  pictures  of  gastro-intestinal  and 
broncho-pneumonia  cases  and  this  secondary  con- 
dition clearly  brought  out,  is  a point  well  worth 
reckoning  with.  The  fact  that  we  see  cases  of 
serious  infection  with  broncho-pneumonia,  or 
again  cases  of  serious  ileocolitis,  does  not  always 
lead  us  to  believe  that  we  have  a mastoid  be- 
cause these  conditions  are  very  often  co-existent 
as  a serious  broncho-pneumonia  or  a serious  ileo- 
colitis or  both  may  exist  without  any  ear  involve- 
ment. We  frequently  have  some  complications 
of  ileocolitis  and  not  infrequently  broncho-pneu- 
monia in  cases  in  which  the  mastoid  was  primarily 
at  fault,  and  vice  versa.  It  is  certainly  encour- 
aging to  the  pediatrist  to  find  that  a new  field 
is  open  to  lower  our  mortality  rate.  We  appre- 
ciate that  mastoids  and  middle  ear  infection  are 
important  causative  factors  in  raising  at  present 
the  high  mortality  figures  in  broncho-pneumonia 
and  ileocolitis. 

A routine  examination  of  infants’  ears  is  as 
essential  in  a physical  examination  as  the  taking 
of  a temperature  or  the  examination  of  the  chest. 

Dr.  Fernandez  has  certainly  given  us  a very 
practical  paper,  one  which  will  aid  materially  in 
saving  the  lives  of  many  cases  which  swell  the 
number  of  deaths  due  to  ileocolitis  and  broncho- 
pneumonia. I wish  to  thank  Dr.  Fernandez  for 
bringing  out  this  point  so  clearly,  and  outlining 
the  picture  so  completely,  and  calling  the  atten- 
tion not  only  of  his  department,  but  also  the  at- 
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tention  of  the  pediatrists  to  the  part  that  middle 
ear  and  mastoid  infections  play  in  infant  morbid- 
ity and  mortality  in  ileocolitis  and  broncho-pneu- 
monia. 

Dr.  M.  P.  Boebinger  (New  Orleans)  : I wish 

to  preface  my  remarks  and  congratulate  the  doc- 
tor. The  subject  is  very  important.  He  brings 
out  the  anatomy  well.  If  you  will  take  the  trou- 
ble to  read  up  on  the  anatomy  of  the  middle  ear 
by  most  of  our  otologists,  you  will  find  if  the 
question  were  put  to  them  “What  is  the  anatomy 
of  the  middle  ear,”  authorities  would  tell  you  it 
comprises  the  Eustachian  tube,  middle  ear,  and 
mastoid.  Getting  back  to  the  subject  on  intesti- 
nal and  bronchopneumonia  cases,  you  must  keep 
in  mind,  therefore,  your  mastoid  and  focal  in- 
fection. 

You  will  find  it  is  very  hard  at  times  to  make 
your  diagnosis  as  to  whether  you  have  a middle 
ear  infection  or  not  and  unless  you  are  very  care- 
ful, extremely  careful,  you  will  pass  up  this  diag- 
nosis for  many  reasons.  First,  it  is  rather  hard 
to  handle  the  very  young  and  the  infant.  The 
canal  is  very  small.  The  osseous  formation  has 
not  taken  place.  You  are  practically  dealing  with 
the  membraneous  canal.  Our  roentgenologists 
will  assist  us  very  much.  Pain  on  pressure  is  re- 
liable but  if  you  are  in  doubt,  you  can  never 
open  a drum  too  soon  but  rather  too  late.  Of 
course,  the  adenoid  tissue  must  be  removed  as 
soon  as  possible,  the  tonsils  as  soon  as  possible. 

You  must  not  forget  or  overlook  history  or 
symptoms,  a very  important  thing,  especially  in 
your  thorax  or  colitis  cases.  When  dealing  with 
the  middle  ear,  my  personal  experience  leads  me 
to  believe  a large  majority  of  our  middle  ear  in- 
fections and  mastoids  are  secondary.  Whether 
that  be  due  to  adenoid  vegetation  or  whether  it 
be  due  to  some  influence,  as  a cold,  or  whatnot, 
the  mastoid  is  always  a focus  that  one  must  be 
on  the  lookout  for.  The  size  of  the  mastoid  in 
the  infant,  which  the  doctor  has  brought  out  so 
well,  is  most  important  as  it  is  small,  in  fact  only 
an  antrum.  We  know  it  is  undeveloped.  No  cells 
— no  mastoid  process  in  the  infant.  It  is  a muscu- 
lar development.  The  antrum  you  see  in  the 
infant  mastoid  is  very  large,  about  the  size  of  an 
ordinary  red  bean.  It  is  not  so  hard  to  make  the 
diagnosis.  Pressing  will  not  help  you  but  when 
you  are  in  doubt,  you  are  justified  in  making  an 
exploratory  operation.  After  getting  through  the 
skin  you  will  find  a very  thin  cortex. 

I have  in  mind  a case  in  which  the  history  is 
like  this:  we  had  a little  ear  discharge  and  the 
infection  had  passed  from  the  middle  ear  to  the 
mastoid  and  the  drum  and  middle  ear  cleared  up, 


looking  perfectly  normal.  I did  a mastoidectomy. 
The  case  cleared  up. 

Dr.  Monte  F.  Meyer  (New  Orleans) : Dr. 

Fernandez  has  had  wonderful  results,  fourteen 
recoveries  wjth  one  death  but  I want  to  sound  a 
warning.  I don’t  think  just  because  you  have 
a case  of  middle  ear  abscess  you  ought  to  go  into 
the  mastoids.  Ileocolitis  and  bronch-pneumonia 
and  the  middle  ear  diseases  are  certainly  a triad, 
but  still  there  are  a lot  of  cases  that  will  get  well 
if  you  watch  them  and  open  up  their  ears.  In  a 
series  of  over  a hundred  cases  of  middle  ear  dis- 
ease (not  the  triad  type)  last  year  in  private 
practice,  we  didn’t  have  a single  mastoid.  I do 
not  believe  you  see  in  private  practice  the  same 
type  (ileocolitis  and  broncho-pneumonia)  that  you 
see  in  Charity  Hospital.  We  certainly  must  admit 
that  we  are  seeing  more  and  more  types  of  severe 
infection  of  middle  ear  disease. 

It  is  just  like  going  to  the  hospitals  in  New 
York  and  Boston  some  years  ago,  and  then  every 
case  of  running  ear  turned  out  a mastoid  opera- 
tion but  they  have  gotten  away  from  it,  and  Dr. 
Lyman  of  St.  Louis  in  the  last  convention  at  St. 
Louis  said  that  he  is  not  even  operating  on  as 
many  of  these  children  (of  the  triad  type)  as  he 
did  when  he  first  started  this  work.  He  believes 
he  gets  better  results  if  he  waits  until  the  acute 
state  is  over,  give  them  a chance  to  build  up. 

Dr.  Granger  has  recently  found  a new  line  in 
the  roentgen-ray  examination  of  infants  mas- 
toids under  3 years  of  age.  It  ought  to  be  of  help 
to  all  men  doing  mastoid  work.  It  has  been  help- 
ful to  me  in  the  last  two  cases  (one  case  I will 
cite).  I had  treated  a little  child,  three  years  of 
age  that  had  repeated  attacks  of  earache  with 
frequent  tympanotomies  but  still  I wasn’t  satis- 
fied that  the  child  was  doing  as  well  as  it  should. 
I thought  it  had  a double  mastoiditis.  It  was 
just  this  particular  line  of  Dr.  Granger  that  was 
negative,  that  made  me  defer  operative  interfer- 
ence and  the  ears  cleared  up. 

Dr.  C.  A.  Weiss  (Baton  Rouge)  : I want  to 

thank  Dr.  Fernandez  for  bringing  up  this  impor- 
tant subject.  It  goes  to  show  that  the  influence  of 
the  infection  of  the  special  sense  organs  is  much 
greater  than  we  give  it  credit  for  being.  However, 
there  are  several  features  about  this  paper  that 
are  sort  of  doubtful  in  my  mind.  I will  have  to 
deliberate  on  them  before  I can  accept  them. 

And  there  is  this  question:  “Which  was  here 
first,  the  hen  or  the  egg?”  Doctor  mentions  the 
triad;  he  mentions  the  gastro-intestinal  conditions 
first,  respiratory  system  second,  and  the  mastoid 
condition  third.  Does  he  put  the  mastoids  third 
and  last  because  it  fits  there,  or  it  is  a causative 
factor  in  this  particular  condition?  If  the  infec- 
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tion  comes  from  a mastoid  does  it  enter  the  diges- 
tive and  intestinal  track  direct  from  the  naso- 
phroynx  or  is  the  intestinal  condition  an  end 
result  of  the  toxemia  produced  in  the  blood  by  the 
infection?  We  have  quite  a number  of  these 
mastoid  developments  in  the  la  grippe  and  influ- 
enza infections,  without  any  intestinal  pathology. 

The  fact  of  operating  on  the  patient  at  the 
height  of  infection  is  an  important  point  brought 
out  and  while  it  would  be  permissable,  in  prob- 
ability much  more  easily  accomplished  in  hospitals 
than  in  private  practice,  I think.  We  would  ex- 
perience considerable  difficulty  if  we  advise  oper- 
ation on  a patient  in  the  extreme  stage  of  ileoco- 
litis and'  at  the  height  of  the  disease.  However, 
it  is  a valuable  point  tuat  the  doctor  brought  out 
that  there  wasn’t  a fatality  in  this  series  of  cases 
even  though  operated  on  at  the  height  of  disease. 

Dr.  W.  P.  Coyle  (Orange,  Texas)  : This  has 

been  so  interesting  to  me  that  I am  going  to  take 
a little  of  your  time.  The  doctor’s  paper  was 
so  well  prepared  that  it  could  not  help  but  inter-- 
est  anyone  who  is  present  at  a meeting  of  this 
kind.  It  was  especially  interesting  to  me  because 
I agreed  with  so  much  of  what  the  doctor  told 
us,  and  more  interesting  because  there  were  some 
points  with  which  I did  not  agree.  It  is  such  a 
daily  condition  that  we  have  to  face  and  one  of 
so  much  importance  and  on  which  so  much  can 
be  said  that  in  entering  a discussion  of  this  paper, 
it  is  difficult  to  know  just  what  points  one  may 
touch  upon  and  still  keep  within  the  limit  of  time. 
I assume  that  there  are  many  general  practitioners 
here,  and  that  they  recognize  the  fact  that  we 
have  thousands  of  cases  in  place  of  a few  cases 
of  indigestion  in  infants,  which  are  caused  by 
middle  ear  infections. 

My  experience  does  not  agree  with  the  doc- 
tor’s that  there  are  many  of  these  cases  that 
are  difficult  to  diagnose.  I think  many,  regarded 
as  chronic  cases,  are  recurrent  cases  simply  be- 
cause these  children  in  this  civilized  age  are 
taught  to  blow  their  noses.  We  have  many  large 
Eustachian  tubes  in  children  who  have  a recur- 
rent otitis  media  every  time  they  have  a coryza 
if  they  are  permitted  to  blow  their  noses  and 
their  ears  are  not  strongly  reinforced  by  finger 
pressure  at  external  meate.  There  never  was  a 
child  who  would  blow  his  nose  until  someone  taugh 
him  to  do  it. 

The  chief  difficulty  with  the  general  practi- 
tioner, unless  he  is  modern,  is  that  he  overlooks 
the  middle  ear  infection,  because  in  fully  50  per 
cent  I believe  75  per  cent,  there  is  no  pain,  no 
appearance  of  discomfort  of  the  ears  to  direct 
his  attention  to  these  infections,  another  is  that 
he  seems  mindless  of  the  fact  that  there  are  no 


moving  parts  of  the  middle  ear,  and  fills  them  full 
of  oil  and  other  things  that  are  difficult  for  the 
specialist  to  get  out  when  he  sees  them. 

Another  point  that  the  general  practitioner  is 
frequently  seriously  misled  by  is  the  fact  that 
these  ears  have  ruptured  spontaneously  or  maybe 
draining  as  a result  of  a previous  myringotomy, 
but  there  is  no  relief  of  symptoms  because  they 
are  draining  under  just  as  much  pressure  as  many 
which  are  not  draining  at  all.  When  the  tym- 
panum is  dried  and  inspected,  no  opening  will  be 
disclosed,  there  will  be  no  visible  aperture.  But 
with  gentle  suction  or  observation  for  a few 
minutes,  a pinpoint  opening  through  that  drum 
will  be  revealed  through  which  secretions  force 
their  way.  I think  that  radical  procedure  in  these 
cases,  at  least  that  is  my  experience  as  a country 
specialist,  is  greatly  overdone.  The  cases  that 
baffle  us  and  lead  us  into  serious  difficulty  are 
the  rapidly  fulminating  acute  cases  that  are  due 
to  virulent  infection,  and  come  to  us  like  a storm 
out  of  a clear  sky.  We  will  also  see  these  cases  at 
times  in  adult  patients. 

The  other  type  that  frequently  comes  to  us  in  a 
hopeless  condition  are  the  chronic  otitis  media 
cases  that  have  had  a sudden  obstruction.  It  is 
my  observation  that  fully  90  per  cent  of  mastoids 
which  are  treated  as  emergency  cases,  in  which 
there  is  plenty  of  temperature,  pain  and  redness, 
with  either  a drum  that  has  not  drained  or  a drum 
that  has  drained  under  pressure  and  which  when 
they  are  freely  opened,  that  though  apparently  in 
extremis,  will  be  on  the  royal  road  to  recovery 
within  24  hours. 

Dr.  Fernandez,  Wallace,  La.  (closing)  : I think 
the  best  part  of  my  paper  was  the  discussion. 
These  cases  were  presented  with  two  objects  in 
view:  first,  to  acquaint  you  with  this  type  of  case 
and  put  before  you  our  remarkable  and  marvelous 
results;  and  second,  to  promote  extensive  discus- 
sion. I do  not  think  this  series  of  cases  needs 
any  further  defense;  the  patients  are  alive  and 
can  testify  to  their  results,  while  the  records  of 
the  dead  book  of  Charity  Hospital  speak  for  the 
poor  unfortunates  who  were  not  operated. 

As  to  Dr.  Meyer’s  statement,  that  we  do  not 
see  these  cases  in  private  practice,  I disagree.  We 
should  see  them,  and  the  fact  that  these  cases  are 
not  made  in  the  Charity  Hospital  proves  that  this 
type  of  disease  does  exist  in  private  practice  at 
some  stage  or  the  other.  A statement  to  that 
effect,  namely  that  they  are  only  seen  in  the 
Charity  Hospital,  is  an  open  confession  of  neglect. 
We  all  know  that  the  Charity  Hospital  of  the  city 
of  New  Orleans  is  the  clearing  house  for  the 
State  of  Louisiana,  and  it  is  here  that  the  numer- 
ous mistakes  are  all  washed  clean.  It  rarely 
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happens  that  a patient  comes  to  Charity  Hospital 
without  first  having  consulted  a physician,  and  in 
numerous  instances  more  than  one,  and  at  times 
one  or  more  specialists.  Dr.  Meyer  further  states 
that  we  operate  too  often,  and  he  mentions  the 
numerous  cases  of  mastoiditis  he  has  seen  in 
private  practice  during  the  last  year  or  so.  My 
paper  does  not  deal  with  all  cases  of  mastoiditis 
in  infants,  but  only  those  gs  are  associated  with 
ileocolitis  and  broncho-pneumonia.  Dr.  Meyer 
has  not  stuck  to  the  subject  of  this  paper.  In 
further  answer  to  his  charge  that  we  operate  far 
too  often,  I will  state  that  we  only  operate  in  this 
type  of  case,  as  was  clearly  brought  out  in  my 
paper,  after  all  other  measures  have  failed  and 
death  seems  to  be  the  only  outcome.  I would 
like  to  remind  Dr.  Meyer  of  the  remote  dangers 
in  this  type  of  case  where  there  has  been  no  sur- 
gical interference,  namely:  hopeless  deafness  in 
later  lifte,  and  as  we  see  every  day,  patients  pre- 
senting in  early  youth  with  brain  abscess,  throm- 
bophlebitis, meningitis  and  other  disastrous  con- 
ditions. 

Now  as  to  Dr.  Coyle’s  statement,  I must  dis- 
agree with  him  in  part.  He  seems  to  take  the 
same  attitude  as  Dr.  Meyer  with  reference  to 
operating  too  often  or  too  early.  Dr.  Coyle  can 
not  testify  as  to  the  safety  of  these  little  patients 
until  he  has  followed  them  fifteen  or  more  years 
of  their  life.  He  may  find  in  some  of  these  ap- 
parent cures,  some  brain  abscesses  or  some  hope- 
lessly deaf.  I have  in  mind  at  this  time  a patient 
recently  in  our  service  who  was  sixteen  years  of 
age;  his  history  was  a middle  ear  infection  in 
early  infancy  which  had  cleared  up  for  a time,  but 
later  manifested  itself  with  a persistent  discharge. 
This  patient  paraded  from  clinic  to  clinic  in  the 
great  city  of  New  Orleans  for  fourteen  years  in  a 
vain  effort  to  cure  his  discharging  ear.  Finally 
he  was  admitted  to  the  Charity  Hospital — an 
acute  case  with  temperature  105°,  septic,  dizzy 
and  complaining  of  terrific  pains  in  his  head. 
And  do  you  know  that  with  the  history  of  four- 
teen year  discharging  ear  and  the  condition  which 
he  presented  at  the  time  of  admission  that  they 
made  a roentgenogram  of  his  sinuses  and  over- 
looked the  mastoid  completely?  It  proved  to  be 
a case  of  thrombophlebitis  and  brain  abscess,  and 
we  have  succeeded,  after  surgical  interference, 
in  undoing  within  a few  days  what  stumbling 
blindness  on  the  part  of  the  doctors  took  fourteen 
years  to  develop.  Gentlemen,  conditions  of  this 
kind  are  nothing  less  than  a shameful  disgrace. 

Now  I think  we  have  just  scratched  the  surface 
of  this  subject,  and  I hope  that  there  are  those 
among  us  who  will  go  home  and  operate  these 
little  fellows  who  do  not  do  well  early,  and  I 
promise  that  you  will  save  many  a life  and  prob- 


ably avoid  the  development  of  serious  trouble  in 
later  life.  With  reference  to  operative  consent 
on  the  part  of  a parent,  I have  never  had  any 
trouble  along  this  line,  and  I suggest  in  this  case 
that  the  doctor  explain  fully  the  present  condi- 
tion and  present  in  much  detail  the  remote  possi- 
bilities as  I have  just  described. 

Dr.  Coyle’s  idea  of  recurrent  otitis  media  being 
caused  by  children  blowing  their  noses  is  very 
amusing  and  suggests  a probable  cause  for  this 
recurrent  condition.  However,  I do  not  think 
that  occurs  very  often  because  of  the  fact  that 
an  infant  is  not  prone  and  does  not  know  how  to 
blow  his  nose  until  he  has  reached  an  age  of 
about  four  years.  Again,  I want  to  impress  you 
with  the  fact  that  we  do  not  operate  all  cases 
of  otitis  media  and  mastoid  just  because  they  are 
cases  of  otitis  media  and  mastoid.  Every  one  of 
the  cases  in  this  series  was  operated  only  after 
definite  signs  of  mastoid  destruction  were  found 
by  roentgen-ray  and  examination,  and  only  as  a 
last  and  heroic  measure  when  every  other  pro- 
cedure had  failed.  I have  in  my  mind  right  now 
another  patient  who  had  been  treated  at  Touro 
Infirmary,  a baby  sixteen  months  old,  treated  for 
recurrent  enteritis  with  otitis  media,  an  infant 
sixteen  months  old  weighing  thirteen  pounds.  He 
was  sent  to  Charity  Hospital,  they  could  do  noth- 
ing for  him.  This  infant  presented  temperature 
105°,  vomiting,  unable  to  retain  nourishment. 
After  establishing  the  diagnosis  of  mastoiditis  a 
bilateral  operation  was  done,  and  two  days  later, 
for  the  first  time  in  three  weeks,  the  baby  was 
able  to  retain  nourishment.  This  is  just  another 
one  of  the  same  type  of  case  that  we  have  pre- 
sented in  my  paper. 

One  feature  and  characteristic  of  mastoids  in 
infants  that  was  not  brought  out,  and  which  was 
purposely  held  out  until  the  last  for  the  reason 
that  I want  you  to  carry  it  home  with  you,  is 
this:  There  are  those  who  state  and  argue  that 
we  should  not  operate  because  there  are  no  mas- 
toid cells  in  infants.  The  antrum  is  an  air  space 
but  is  not  suspended  in  the  air;  it  is  surrounded 
by  bone,  and  is  a part  of  the  temporal  bone. 
The  mastoid  process  later  develops  from  the 
petrous  and  squamous  portions  of  the  temporal 
bone.  Now,  if  you  will  examine  the  skull  of  an 
infant  you  will  find  that  the  sutures  and  fissures 
are  not  completely  ossified,  but  remain  loosely 
articulated  and  offer  a most  inviting  opportunity 
for  the  advance  of  infection  once  planted  in  the 
mastoid  antrum.  This  latter  anatomical  charac- 
teristic of  an  infant’s  skull,  together  with  the 
soft,  spongy  structure  of  the  bone  itself  in  my 
mind  is  responsible  for  the  prevalence  of  mas- 
toiditis in  infants  as  compared  with  the  disease 
in  adults. 
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I wish  to  thank  Dr.  Loeber  for  her  kind  dis- 
cussion of  my  paper.  Dr.  Loeber’s  personal  con- 
tact and  association  with  these  little  patients  as 
a pediatrician  and  her  keen  observation  were  re- 
sponsible for  our  great  success  along  this  line, 
for  it  was  Dr.  Loeber  who  recognized  the  neces- 
sity of  doing  something  else  after  all  other  meas- 
ures had  failed. 

PARANASAL  SINUS  DISEASE  IN 
INFANTS  AND  CHILDREN.* 

J.  D.  SIMMONS,  M.  D., 

Gunnison,  Miss. 

This  disease  is  often  a cause  of  obscure 
fever  and  is  frequently  overlooked  by  the 
physician,  yet  it  is  so  common  that  a discus- 
sion of  the  subject  is  considered  timely. 

The  order  of  sinus  development  as 
pointed  out  by  J.  Parsons  Shaeffer  is  as 
follows:  “The  ethmoid  sinuses  and  antra 

are  present  at  birth;  the  latter  lie  intern- 
ally to  the  orbit.  They  increase  in  size 
through  pneumatization  of  the  maxillae  and 
are  fully  developed,  extending  below  the 
nasal  floor,  about  the  age  of  thirteen  years. 
The  sphenoids  appear  immediately  \after 
birth  and  reach  adult  size  about  the  age 
of  seven,  when  the  frontals  begin  to  appear 
as  offshoots  of  the  ethmoid  cells  into  the 
frontal  bones.  They  are  fully  developed 
during  the  thirteenth  or  fourteenth  year, 
although  an  indentation  of  the  sinus  into 
the  fronal  bones  may  be  recognized  at  the 
age  of  three  or  thereabouts.  The  ethmoid 
cells,  anterior  and  posterior,  and  the  antra 
are  most  frequently  involved  in  infancy  and 
childhood,  due  to  their  early  embryological 
development.  Later  on  in  the  same  order 
of  sequence  the  frontals  and  lastly  the 
sphenoids  are  affected.” 

ETIOLOGY  IN  GENERAL. 

Paranasal  sinus  disease  occurs  as  a prim- 
mary  condition  and  may  also  be  secondary 
to,  or  a coexistent  factor  with,  numerous 
diseases,  such  as  influenza,  scarlet  fever, 


* Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930.  j ; | 


whooping  cough,  measles,  diphtheria,  ton- 
siltis,  and  pneumonia. 

The  most  common  source  of  infection  is 
from  diseased  tonsils  and  adenoids.  Not 
only  do  they  infect  the  sinuses  by  direct  con- 
tiguity of  tissue  and  through  the  lymphat- 
ics, but  they  also  mechanically  cause  infec- 
tion of  the  sinuses,  acting  as  a trap  for 
secretion  which  is  driven  backward  into  the 
nose  from  the  nasopharynx.  Adenoids  in 
this  way  may  keep  a mass  of  secretion  con- 
stantly in  the  upper  part  of  the  nose,  which 
being  stagnant,  would  soon  become  muco- 
purulent and  infect  the  sinuses. 

Other  etiological  factors  are  exposure, 
damp,  changeable  climate  with  high  annual 
rainfall,  inherited  tendencies,  deficient  and 
improperly  balanced  diet,  poor  hygienic 
surroundings,  including  improper  clothing 
and  ventilation,  lack  of  sunshine,  allergy 
malnutrition  or  any  metabolic  disturbance 
which  tends  to  lower  the  child’s  resistance. 

Sinus  disease  occurs  most  often  in  the 
fall,  winter  and  spring  months,  but  it  is 
also  seen  in  the  summer  months.  In  the 
summer  it  is  often  caused  by  swimming. 
Swimming  causes  a shrinkage  of  the  nasal 
mucous  membranes  and  virulent  bacteria 
from  water  or  from  the  bather’s  own 
diseased  tonsils,  adenoids  or  other  tissues, 
reach  previously  inaccessible  parts  of  the 
accessory  sinuses.  This,  combined  with  the 
chilling  of  the  body  and  lowered  resistance, 
favors  infection. 

SYMPTOMATOLOGY  IN  GENERAL  WITH  DIAGNOSIS. 

Paranasal  sinus  disease  is  divided  into 
acute,  sub-acute  and  chronic  sinusitis.  As 
mentioned  above  the  acute  infectious 
diseases  are  usually  complicated  with  an 
acute  sinusitis.  Other  forms  of  acute 
sinusitis  may  vary  from  an  acute  coryza 
or  rhinitis,  frequent  and  prolonged, 
especially  in  the  winter  months,  to  an  acute 
condition  which  resembles  influenza.  The 
fever  may  be  high  in  the  acute  type,  respir- 
ation is  increased,  general  malaise  and 
cough  are  evident.  Most  of  the  time  there 
will  be  an  enlargement  of  the  anterior  or 


482 


Simmons — Paranasal  Sinus  Disease  in  Infants  and  Children 


posterior  group  of  cervical  glands.  Head- 
ache is  a constant  symptom  in  older  chil- 
dren and  is  relieved  with  onset  of  free  nasal 
discharge,  either  through  anterior  nares  or 
naso-pharynx  or  both.  The  temperature 
usually  falls  with  the  appearance  of 
the  discharge,  which  may  be  purulent, 
mucopurulent  or  bloody.  Epistaxis  may 
occur,  and  there  is  usually  much  sneezing 
and  sniffing.  The  sneezing  is  most  marked 
in  the  morning. 

The  subacute  or  chronic  type  of  sinusitis 
gives  an  entirely  different  picture.  The 
child  on  first  appearance  is  below  normal, 
underweight,  poorly  nourished,  usually  a 
mouth  breather,  anemic,  nervous,  and  irri- 
table. He  is  forgetful ; and  if  he  is  of  school 
age,  the  teacher  will  complain  that  he  is 
inattentive  and  does  not  concentrate.  Often 
the  mother  will  say,  “Doctor,  my  child  picks 
his  nose  all  the  time,  grits  his  teeth  and 
groans  in  his  sleep.  I believe  he  is  wormy.” 
Don’t  let  the  mother’s  diagnosis  influence 
your  treatment.  Go  into  the  past  history 
thoroughly  and  see  if  the  child  does  not 
have  repeated  head  colds,  with  nasal  dis- 
charge, vertigo,  headache,  breathing 
through  the  mouth,  a non-productive  cough, 
early  morning  sneezing,  or  frequent  spells 
of  earache. 

On  examination,  some  of  these  “wormy” 
children  will  have  some  of  the  above  men- 
tioned symptoms,  and  in  addition  you  will 
find  crusting  around  the  anterior  nares,  or 
a mucopurulent  discharge  with  excoriation 
of  the  lips,  inability  to  breathe  through  the 
nose  because  of  enlarged  and  diseased  ade- 
noids. On  throat  examination  you  will  find 
diseased  tonsils,  hypertrophied  patches  of 
lymphoid  tissue  on  the  posterior  wall  of  the 
nasopharynx,  thickening  and  congestion  of 
the  posterior  pillars,  with  some  evidences 
of  mucoid  or  mucopurulent  discharge  down 
the  nasopharynx.  There  is  usually  an 
enlargement  of  the  anterior  or  posterior 
group  of  cervical  glands.  The  child  will  run 
a low-grade  fever,  rarely  above  99.4°  un- 
less there  is  an  acute  exacerbation. 


Some  of  these  children  have  had  their 
tonsils  and  adenoids  removed  without  com- 
plete relief  of  symptoms.  Sometimes  the 
remnant  of  adenoid  tissue  hypertrophies 
and  a second  operation  is  necessary. 

Unilateral  discharge  from  the  nose  should 
suggest  to  the  physician  foreign  bodies.  If 
some  of  the  above  symptoms  are  found 
after  ruling  out  foreign  bodies,  syphilis 
and  tuberculosis,  one  may  feel  satisfied  that 
he  is  dealing  with  sinus  disease. 

Direct  examination  of  the  nose  after 
shrinkage  will  often  reveal  pus  or  mucopus 
coming  from  under  the  middle  turbinate. 

Transillumination  and  careful  roentgen- 
ray  plates  are  other  methods  that  help  in 
the  diagnosis. 

COMPLICATIONS. 

The  complications  of  the  sinus  disease, 
both  acute  and  chronic,  are  numerous  and 
directly  or  indirectly  affect  different  parts 
of  the  body.  Some  of  the  most  frequent 
complications  are:  Laryngitis,  pyelitis 

(acute  and  chronic),  bronchitis,  bronchiec- 
tasis, otitis  media,  facial  erysipe’as,  mar- 
ginal blepharitis,  conjunctivitis,  keratitis, 
corneal  ulcer,  orbital  cellulitis,  with  edema, 
of  lids,  arthritis  (acute  and  chronic), 
nephrosis,  acidosis,  diarrhea  with  dehydra- 
tion, endocarditis,  myocarditis,  deafness, 
and  chorea. 

TREATMENT. 

The  vast  majority  of  the  cases  fall  into 
the  hands  of  the  general  practitioner  or 
pediatrician,  but  treatment  rightfully  be- 
longs to  the  rhinologist. 

A great  many  cases  get  well  without  any 
treatment;  many  of  them  develop  chronic 
sinusitis  and  receive  no  medical  care  other 
than  the  usual  home  remedies. 

The  proper  supervision  of  sinus  disease 
calls  for  the  closest  cooperation  of  mother, 
physician  or  pediatrician,  and  rhinologist, 
and  divides  itself  into  dietetic,  climatic, 
medical,  and  surgical  treatment. 

Dean  and  Daniels  proved  that  a diet  rich 
in  carbohydrates  and  lacking  in  Vitamine 
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A is  conducive  to  the  development  of  sinus 
disease.  The  child  should  have  an  abund- 
ance of  cod  liver  oil,  butter,  and  succulent 
vegetables,  as  a proper  diet  is  essential.  Sun- 
shine, ultra-violet  rays,  proper  ventilation 
of  living  and  sleeping  quarters  and  cloth- 
ing to  suit  the  changeable  weather  are  bene- 
ficial measures. 

Removal  of  diseased  tonsils  and  adenoids 
breaks  up  a vicious  cycle,  and  some  authors 
claim  that  as  high  as  90  per  cent  of  cases 
are  cured  by  this  procedure. 

For  the  acute  case,  rest  in  bed  is  essential. 
Mild  calomel  catharsis  and  shrinkage  of 
the  nasal  mucous  membrane  with  ephed- 
rine,  one  per  cent,  either  with  nebulizer  or 
by  medicine  dropper  every  three)  hours, 
followed  by  mild  suction,  will  hasten  the 
drainage  and  normal  ventilation  of  the 
sinuses. 

For  the  chronic  case  of  means,  removal 
to  a dry  climate  will  usually  clear  up  the 
sinuses. 

Other  surgical  measures,  such  as  antral 
lavage,  nasoantral  opening  and  more  radi- 
cal procedures,  are  sometimes  necessary. 

CONCLUSIONS. 

1.  Sinus  disease  is  often  the  cause  of 
obscure  fever,  and  is  a very  common  con- 
dition in  infants  and  young  children. 

2.  Paranasal  sinus  disease  in  infants 
and  children  can  be  the  focus  for  a large 
number  of  secondary  manifestations. 

3.  Removal  of  diseased  tonsils  and 
adenoids  benefits  all  and  cures  a majority 
of  the  cases  of  sinus  disease. 

4.  Active  cooperation  of  the  rhinolo- 
gist,  pediatrician  or  physician,  and  mother 
is  necessary  for  the  treatment  and  cure  of 
sinus  disease  in  infants  and  young  children. 
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DISCUSSION. 

Dr.  J.  W.  Gray  (Clarksdale)  : This  is  one  of  the 

most  valuable  and  practical  papers  we  have  had, 
and  there  is  little  to  add  to  what  he  has  said.  One 
point  I would  like  to  stress  is  the  extreme  value 
of  proper  diet.  Most  of  these  children  I think 
belong  to  the  general  practitioner  during  the  first 
year — I'  do  not  agree  that  the  nose  and  throat  man 
should  have  charge  of  them  at  all.  I have  not  ob- 
served much  benefit  from  local  treatment.  I think 
generally  diet  and  hygiene  will  do  more.  I think 
any  operation  on  the  sinuses  or  throat  is  a mistake. 
If  they  are  properly  nourished,  especially  so  far 
as  vitamins  A and  D are  concerned,  nearly  all 
will  get  well  without  surgical  interference.  They 
should  be  given  lots  of  cream.  The  diet  should 
be  increased  two  or  three  times.  If  they  cannot 
get  cream,  give  a good  cod  liver  oil,  not  the 
irradiated  kind  so  much  used  now — that  does  not 
contain  vitamin  A and  is  of  no  value  in  these 
cases.  Ultraviolet  irradiation  and  sunlight  will 
do  a great  deal  more  for  them  than  anything  else, 
at  least  I have  found  it  true  in  my  practice. 

Dr.  G.  L.  Arrington,  (Meridian)  : I disagree 
with  the  speaker — you  do  have  to  treat  them.  The 
general  plan  outlined  is  very  good.  Cod  liver  oil 
is  most  important.  Most  children,  however,  will 
vomit  it  or  refuse  to  take  it.  For  older  children, 
10  years  of  age  or  more,  tablets  are  the  best  form, 
and  it  will  absolutely  build  up  their  resistance. 
Transillumination  will  not  always  work.  Where 
you  have  a transillumination  which  is  not  positive, 
and  the  throat  man  says  it  is  all  right,  and  you 
do  not  know  what  is  the  trouble — take  a roentgen- 
ray.  It  is  much  more  satisfactory  than  trans- 
illumination in  the  child.  These  cases  we  get  in 
little  children  where  the  doctors  say  to  take 
them  off  proteins  and  fat  and  keep  them  in  bed, 
if  you  will  have  a roentgen-ray  made,  keep  them 
on  a high  caloric  diet  with  cod  liver  oil,  you  will 
cure  them  in  much  less  time. 
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SINUS  DISEASE  IN  GENERAL 
MEDICINE.* 

MONTE  F.  MEYER,  M.  D., 

New  Orleans. 

Why  should  sinus  infection  interest  the 
general  practitioner?  A large  number  of 
diseases  have  their  origin  in  affections  of 
the  accessory  nasal  sinuses.  Dr.  Joseph 
Evans  in  a recently  comprehensive  discus- 
sion of  the  subject  enumerates  37  well 
established  general  diseases  with  their  ori- 
gin largely  from  this  source.  Chief  among 
the  diseases,  listed  by  Dr.  Evans,  which 
arise  from  focal  infection  are  myocarditis, 
endocarditis,  arthritis,  pyelitis,  acute  rheu- 
matic fever,  affections  of  the  skeletal  mus- 
cles, eye  disorders,  asthma,  bronchitis, 
bronchiectasis  and  gastro-intestinal  dis- 
orders. 

The  occurrence  of  such  complications  is 
so  much  dependent  on  the  anatomy  of  the 
sinuses  that  a brief  description  is  at  least 
necessary  for  an  understanding. 

What  are  the  sinuses?  What  are  their 
functions? 

They  are  cavities  in  the  bones  of  the 
skull  lined  with  mucous  membrane  with 
openings  into  the  nose.  To  keep  healthy 
they  must  have  proper  ventilation  and 
drainage  for  their  natural  secretions. 

The  function  of  the  sinuses  is  to  make 
the  bones  which  contain  them  both  lighter 
and  stronger,  so  that  most  of  these  bones 
will  crush  before  they  break.  They  also 
separate  the  nose  from  the  delicate  struc- 
tures of  the  eye  behind,  and  from  the  cran- 
ial cavity  above.  Because  of  the  large 
number  of  cells  which  go. into  their  make 
up,  the  sinuses  provide  a means  whereby 
air  is  gradually  moistened  and  heated  by 
a slow  interchange.  They  are  also  of 
prime  importance  in  voice  production,  and 
may  be  likened  to  the  sounding  box  of  a 
musical  instrument,  thus  giving  resonance, 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 


the  essential  element  of  a good  carrying 
voice. 

The  sinuses  are  divided  into  two  groups: 

(1)  Anterior.  Made  up  of  the  maxil- 
lary antrum,  frontal  and  anterior  ethmoid. 

(2)  Posterior.  The  sphenoid  and  pos- 
terior ethmoid. 

The  former  group  have  their  openings 
into  the  nose  through  the  middle  meatus 
below  the  middle  turbinate.  The  posterior 
group  is  located  in  the  superior  meatus  or 
above  the  middle  turbinate.  Therefore, 
when  either  of  the  groups  is  affected.,  it  is 
the  location  of  the  pus  in  the  nose  which 
may  give  a clue  to  the  offending  sinus. 

What  is  the  cause  of  sinus  infection? 

It  is  the  result  of  some  local  disturbance, 
such  as  deflected  septum,  hypertrophied 
middle  or  inferior  turbinate,  or  anything 
which  prevents  proper  ventilation  and 
drainage  in  the  face  of  an  acute  nasal 
infection. 

There  is  probably  never  a case  of  influ- 
enza which  does  not  involve  the  nasal 
sinuses.  This  fact  must  be  remembered  for 
when  a patient  convalescing  from  influenza 
runs  a long,  continuous,  low  grade  tem- 
perature without  any  other  explanation,  the 
sinuses  should  be  carefully  examined. 

Which  sinuses  are  most  frequently  in- 
volved ? 

The  anterior  ethmoid  and  antrum  are  in 
equal  proportion,  then  the  sphenoid  and 
frontal  to  a lesser  extent.  Antrum  diseases 
in  about  30  per  cent  of  the  cases  are  due 
to  dental  infections  either  by  contiguous  or 
blood  stream  infection. 

What  symptoms  or  diseases  should  the 
medical  man  think  of  as  being  associated 
with  sinus  disease? 

(1)  Headaches.  (2)  Head  pains. 

(3)  Ocular  diseases.  (4)  Focal  infec- 
tion. (5)  Respiratory  infections.  (6)  Gas- 
tro-intestinal disturbances.  (7)  Anemia. 
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(8)  Cardiac  infections.  (9)  Neurologi- 
cal. (10)  Endocrine  disturbances. 

Headaches  and  head  pains  are  so  closely 
associated  by  patients,  that  they  are  unable 
to  differentiate  them.  When  there  seems  to 
be  no  relation  of  the  headache  or  pains  to 
the  use  of  the  eye  or  to  the  state  of  the 
gastro-intestinal  tract  or  in  the  case  of 
women  to  the  menstrual  period,  but  the 
patient  gives  a history  of  repeated  colds 
or  tells  of  pains  dating  back  to  a cold  asso- 
ciated with  a post-nasal  discharge  or  run- 
ning nose,  then  the  sinuses  should  be 
thought  of  as  the  offender. 

A further  clue  to  the  offending  sinus 
especially  in  acute  infections,  is  the  location 
of  the  pain  and  the  nature  and  the  character 
of  the  pus.  Frontal  sinus  headaches  usually 
have  a true  periodicity,  starting  around 
10:00  A.  M.,  lasting  until  12:00  M.,  then 
ceasing  and  beginning  the  next  day  at 
practically  the  same  time.  The  pain  is 
more  marked  over  the  frontal  region  and 
trans-illumination  may  show  some  interfer- 
ence with  light  transmission. 

In  antrum  infection  the  pain  is  greater 
over  the  antrum  and  cheek  bone  but  may 
be  frontal  or  supra-orbital.  It  lacks  the 
periodicity  of  the  frontal  and  often  keeps 
the  patient  awake  at  night.  The  pain  may 
be  referred  to  the  teeth,  mastoid  or  occiput. 
The  pus  in  acute  maxillary  sinusitis  is  usu- 
ally canary  yellow  in  color  and  is  often  ex- 
pectorated in  large  quantities  two  or  three 
times  a day  instead  of  in  a constant  dis- 
charge. In  latent  cases  of  antral  disease, 
lipoidal  injections  may  have  to  be  resorted 
to  for  further  differentiation. 

In  headaches  of  ethmoidal  infection  the 
most  prominent  symptom  is  constant  pain 
that  is  referred  to  the  region  between  or 
behind  the  eye.  Use  of  the  eye  muscles 
aggravate  it  and  tenderness  is  present 
below  the  inner  canthus.  In  acute  infec- 
tions the  eyelids  or  entire  face  may  be 
swollen,  these  symptoms  have  to  be  differ- 
entiated from  those  in  acute  orbital  cellu- 
litis. The  pus  is  watery  and  constant  in 
acute  inflammation. 


The  sphenoidal  type  is  the  hardest  type 
of  all  to  diagnose.  The  pain  is  usually  in 
the  occiput,  but  may  be  in  the  parietal  or 
temporal  region,  or  even  extend  to  the 
shoulder,  and  through  the  arm  down  to  the 
finger  tips.  In  the  process  of  an  acute  cold 
there  may  be  temperature  and  a headache 
so  intense  as  to  be  suggestive  of  meningis- 
mus  or  even  meningitis. 

The  chronic  inflammations  are  still  fur- 
ther classified  according  to  the  pathology  as 
to  hyperplasia,  empyema  or  chronic  inflam- 
mation. It  is  here  that  a roentgenogram  is 
essential  for  a diagnosis.  In  passing  let  me 
state  that  Dr.  Amedee  Granger  is  the  father 
of  sinus  roentgenograms  in  this  country. 
He  is  able  to  tell  implicity  as  to  the  path- 
ology existing  in  the  sinus  from  the  roent- 
genogram alone. 

Nearly  every  form  of  ocular  disease  can 
be  attributed  to  sinus  disease.  The  most 
important  is  retro-bulbar  neuritis,  in  which 
there  is  sudden  loss  of  vision,  usually 
monocular  in  which  opthalmoscopy  is 
normal.  The  sinuses  most  involved  in  this 
type  are  the  sphenoid  and  posterior 
ethmoid  cells.  Other  eye  diseases  that 
occur  are  blepharitis,  chronic  conjunctiv- 
itis, phlyctenular  conjunctivitis,  various 
forms  of  corneal  diseases,  iridocyclitis, 
vitreous  opacities,  orbital  cellulitis  and 
paralysis  of  the  fourth  and  fifth  nerves. 

In  many  cases  of  error  of  refraction, 
especially  in  young  people,  who  never  can 
accustom  themselves  to  the  glasses,  the  eyes 
themselves  are  not  at  fault,  but  rather  some 
sinus  disturbance  is  usually  in  the  back- 
ground. 

Wonderful  results  have  been  reported  by 
many  American  otolaryngologists  in  the 
restoration  of  vision  in  retro-bulbar  neu- 
ritis by  opening  of  the  sphenoid  and  pos- 
terior ethmoid  sinuses. 

It  has  been  agreed  by  Drs.  Masher,  Skil- 
lern,  Hurd,  Beck,  Fenton,  and  Lynch  that 
it  is  the  duty  of  the  rhinologist  to  operate 
on  these  sinuses  in  cases  of  sudden  blind- 
ness. They  all  agree  that  no  harm  can 
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ensue  if  proper  surgical  judgment  and  tech- 
nic is  used. 

In  focal  infections  the  nasal  accessory  sin- 
uses should  be  considered  as  the  third 
factor,  teeth  and  tonsils  preceding  it.  The 
gastro-intestinal  tract,  gall-bladder  and 
prostate  follow  in  the  order  stated. 

In  respiratory  infections  the  most  fre- 
quent are  chronic  bronchitis,  bronchiectasis, 
and  bronchial  asthma.  It  is  believed  that 
pus  from  the  sinuses  is  aspirated  into  the 
lungs  during  sleep.  Many  chronic  cases 
which  have  lasted  for  years,  some  even  be- 
ing diagnosed  pulmonary  tuberculosis,  have 
cleared  up  when  the  associated  sinus  disease 
cleared  up.  Bronchial  asthma  is  in  some 
cases  due  to  a hyperplastic  ethmoiditis  of  a 
chronic  origin.  Unless  there  is  a clear  cut 
sinus  picture,  nasal  operation  should  rather 
be  discouraged  than  encouraged  in  asth- 
matic conditions. 

The  gastro-  intertinal  symptoms  may  be 
either  acute  or  chronic  gastritis,  or  mucus 
colitis  due  to  the  swallowing  of  pus.  This 
is  especially  true  in  chronic  ethmoid  infec- 
tions. 

Dr.  Silverman  in  a personal  communica- 
tion tells  me  that  these  cases  of  chronic  gas- 
tritis are  on  the  increase  and  are  never 
cured  until  the  sinuses  are  cleared  up. 

Anemia  of  the  secondary  type  is  caused 
by  sinus  disease,  just  as  any  other  toxemia. 

Cardiac  infections  such  as  myocarditis, 
endocarditis,  and  arrhythmias  may  be  due 
to  sinus  diseases,  especially  a low  grade 
sphenoditis. 

Neurological  complications  and  insanity 
have  been  found  to  be  due  to  sinus  disease. 
In  such  cases,  patients  have  had  almost 
miraculous  cures  by  the  opening  of  the 
offending  sinus.  This  relationship  seems  to 
have  been  a little  exaggerated  in  some  of 
the  reported  cases. 

Then  too  endocrin  disturbances  may  be 
traced  to  the  sinuses.  The  proximity  of  the 
pituitary  gland  to  the  sphenoid  sinus  makes 
it  involved  at  times  and  its  dysfunction  pro- 


duces similar  dysfunctions  in  some  of  the 
other  endocrin  glands. 

CONCLUSIONS. 

(1)  The  nasal  accessory  sinuses  have  a 
real  relationship  to  many  diseases  and  must 
be  considered  by  every  one  practicing  medi- 
cine whether  he  is  a general  practitioner 
or  a specialist. 

(2)  No  examination  is  complete  without 
an  examination  of  the  sinuses,  and  if  the 
history  is  at  all  suspicious,  there  should  be 
a trans-illumination  and  roentgen-ray  con- 
firmation. 

(3)  Investigative- work  on  infections  of 
the  sinuses  has  just  begun;  medical  treat- 
ment is  constantly  being  improved,  and  the 
research  work  on  the  infection  of  sinus  and 
its  relation  to  diet  has  just  begun.  Like- 
wise order  is  taking  the  place  of  the  surgical 
pandimonium  that  has  reigned. 

(4)  Sinus  disease  is  increasing  in  this 
climate  and  even  children  are  becoming 
more  susceptible.  The  erroneous  ideas  that 
the  lay  person  has  of  sinus  diseases  and 
their  incurability  with  operation  should  be 
corrected.  The  whole  problem  of  sinus 
disease  cannot  and  should  not  be  under- 
taken by  the  rhinologist  and  the  otolaryn- 
gologist alone  but  he  needs  the  help  of  all  of 
his  brothers  in  medicine. 

DISCUSSIONS. 

Dr.  Val  Fuchs  (New  Orleans)  : Dr.  Meyer  has 

brought  to  your  attention  a focus  of  infection 
that  is  very  often  entirely  overlooked  by  the 
general  practitioner. 

It  is  surprising  how  little  knowledge  of  the 
anatomy  and  functions  of  the  sinuses  some  men 
have.  It  quite  frequently  happens,  that  when 
every  source  of  possible  infection  has  been  treated 
without  benefit  to  the  patient,  that  the  rhinolo- 
gist finally  sees  the  case  and  makes  a diagnosis  of 
sinus  infection. 

If  we  would  remember,  that  any  so-called  sim- 
ple head  cold,  lasting  over  10  days  to  two  weeks, 
means  a sinus  infection,  we  would  not  see  all  the 
sequelae  of  the  chronic  infections  that  we  now 
daily  encounter. 

While  headache  is  a common  symptom  of 
sinus  disease,  it  is  not  constantly  present  and  we 
do  see  far  advanced  cases  of  chronic  trouble 
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without  any  history  of  headache  or  any  com- 
plaints from  the  patient,  attributable  to  the 
sinuses.  Fairly  constant  symptoms  are  frequent 
head  colds  and  post-nasal  dripping  and  whenever 
a patient  gives  a history  of  such  conditions,  they 
should  at  once  put  us  on  guard. 

We  often  hear  patients  and  even  doctors  say 
that  once  anyone  starts  having  these  sinuses 
operated  upon  they  are  never  finished.  This  is 
entirely,  an  erroneous  impression.  It  is  humor- 
ously stated,  that  the  otolaryngologist  has  two 
methods  of  treatment:  the  squirtive  and  the  oper- 
ative. We  believe  we  go  a little  further  and  have 
a third  method,  namely,  the  curative. 

Except  in  the  hands  of  the  most  radical  men, 
all  sinus  infections  do  not  mean  operations,  and 
when  we  do  resort  to  surgery,  these  operations 
are  often  of  the  simple  variety  in  preference 
to  the  radical  work  formerly  done.  In  other 
words,  we  do  not  destroy  our  normal  anatomy 
to  reach  the  diseased  part  as  often  as  we  for- 
merly did. 

It  is  not  always  necessary  to  have  pus  present 
in  the  nose  to  establish  focal  infection  in  the 
sinuses.  The  chronic  hyperplasias  can  as  readily 
produce  systemic  diseases  from  absorption  as  the 
true  prevalent  conditions.  The  laboratory  has 
definitely  proven  that  the  products  of  hyperplastic 
infections,  when  injected  into  animals,  produce 
the  same  reactions  as  the  true  pus. 

Gastro-intestinal  conditions  are  not  infrequent. 
Some  months  ago,  an  elderly  woman  was  referred 
to  me  by  a general  surgeon  with  a history  that 
for  years  she  had  been  constantly  losing  weight, 
with  intermittent  attacks  of  nausea  and  vomiting. 
As  she  expressed  it,  “she  could  not  keep  anything 
on  her  stomach.”  On  examination  a definite 
maxillary  sinus  or  antrum  infection  was  found 
and  following  operation,  her  symptoms  immedi- 
ately cleared  up  and  all  stomach  disturbances 
ceased.  This  was  purely  a case  in  which  the  con- 
stant swallowing  of  pus  left  the  stomach  in  a 
state  of  ^urmoil.  This  is  not  an  unusual  case  and 
we  all  see  this  variety  quite  frequently. 

Recently  we  saw  a case,  referred  to  us,  for  in- 
stillation of  lipiodal  into  the  lungs,  to  confirm  a 
diagnosis  of  bron&hiectasis.  Examination  disclosed 
a bilateral  maxillary  sinusitis  and  without  opera- 
tion and  merely  by  treatment,  all  symptoms,  in- 
cluding a violent  persistent  cough  and  chest  rates 
cleared  up. 

You  are  all  familiar  with  the  cases  of  asthma 
that  are  greatly  benefitted  by  the  treatment  and 
eradication  of  a long  standing  ethmoidal  or  max- 
illary sinusitis.  Dr.  Dowling,  of  Rochester,  N.  Y., 
m an  article,  some  years  ago,  stated  that  he  has 
checked  violent  acute  attacks  of  asthma,  by  his 
method  of  placing  tampons  in  the  nose. 

Neuralgias  of  the  fifth  nerve,  particularly  that 
type  which  the  late  Dr.  Sluder  called  “upper  half 


headaches”  are  involvements  of  the  spheno-pala- 
tive  ganglion  from  an  infection  of  the  posterior 
ethmoids  or  sphenoid  sinuses. 

Again,  I say,  Dr.  Meyer  has  called  your  atten- 
tion to  a rather  neglected  area  to  think  of  when 
looking  for  focal  infection  and  if  you  will  keep 
sinus  infections  in  mind,  this  will  undoubtedly 
rebound  to  the  good  of  your  patients,  and  many 
obscure  cases  will  be  cleared  up. 

Dr.  Cecil  Lorio  (New  Orleans)  : I suppose  it 

is  really  not  within  my  line  to  appear  on  the 
floor  now,  but  I left  the  medical  session  for  the 
purpose  of  hearing  this  paper  on  sinus  disease. 
I was  disappointed  in  not  hearing  Dr.  Meyer  men- 
tion anything  about  sinus  diseases  in  children. 

Dr.  Val  Fuchs  has  just  made  a statement  that 
any  chronic  running  nose  can  be  considered  as 
sinusitis.  I suppose  there  is  no  type  of  individ- 
ual in  the  practice  of  medicine  that  would  be  more 
common  than  the  infant  or  child.  It  is  my  pur- 
pose principally  to  ask  questions — just  to  tell 
me  something  about  sinus  diseases  in  children  and 
infants.  I have  repeatedly  examined  them  for 
sinus  diseases,  unsuccessfully  in  most  cases.  I 
have  had  assistance,  I have  had  eye,  ear,  nose 
and  throat  specialists  to  help  me,  and  it  is  only 
rarely  that  we  really  find  the  actual  pus  of  sinus 
disease.  I would  like  to  know  whether  it  is  pos- 
sible, or  whether  with  extra  technic  it  is  possi- 
ble, to  determine  when  you  have  sinusitis,  sphe- 
noiditis,  or  whether  it  is  parasynovitis  in  children. 

Again  I would  like  to  ask  what  would  be  the 
treatment  for  any  one  of  the  sinusitis  cases  in 
children,  because  operative  procedure  in  infancy 
is  rather  something  that  the  family  objects  to — - 
those  two  weeks  old  I should  like  to  ask. 

Dr.  Meyer  (closing)  : Dr.  Lorio  asked  how  we 

could  tell  sinus  diseases  in  children.  In  addition 
to  the  local  symptoms  of  the  chronic  running 
nose  bilateral  over  a period  of  time  without  any 
inclination  to  stop  by  itself,  then  roentgenograms 
are  taken  and  the  ethmoids  are  seen  in  the  roent- 
genogram from  birth  on,  the  antrums  around  the 
age  of  2 years,  and  the  frontals  around  6 years, 
the  sphenoids  between  2 and  6 years.  Only  last 
week  I made  a roentgen-ray  examination  of  a 
child  3 years  old  and  showed  antrum  disease 
almost  positively  in  this  way.  The  treatment  in 
young  children  is  to  use  nasal  packs  of  10  per 
cent  argyrol,  and  if  tonsils  and  adenoids  are 
enlarged  to  remove  them.  It  is  surprising  how 
well  these  children  tolerate  nasal  packs  that  are 
left  in  for  an  hour  with  a piece  of  adhesive  tape 
in  front  of  their  nose  so  they  will  not  slip  out, 
but  remember  to  tell  the  parents  of  the  child’s 
affected  sinuses  and  that  it  takes  a long  time  to 
get  well.  In  antrum  operation  on  a child,  the 
only  thing  necessary  is  a naso-antral  opening 
made  with  a Douglas  puncher,  and  enlarge  with 
small  Wagner  puncher. 
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LOUISIANA  MORTALITY  STATISTICS. 

During-  the  year  1929,  according  to  the 
figures  just  released  by  the  Department  of 
Commerce,  there  occurred  24,723  deaths  in 
Louisiana,  as  contrasted  with  24,987  in  the 
previous  year.  There  were  three  diseases 
which  showed  a marked  increase  in  1929 
over  1928.  The  influenza  death  rate  was 
1,707,  whereas  in  1928  it  was  as  low  as 
1,304.  Parenthetically  in  conjunction  with 
a large  number  of  patients  who  died  from 
influenza,  it  might  be  interesting  to  specu- 
late on  how  many  patients  with  influenza 
actually  did  die,  as  a result  of  this  disease, 
how  many  of  these  cases  would  have  been 


called  influenza  had  there  been  some  posi- 
tive laboratory  method  of  diagnosing  the 
disease,  and  how  many  of  them  represented 
fever  from  some  other  cause.  Diseases  of 
the  heart  increased  from  3,721  to  3,965,  and 
meningococcus  meningitis  from  24  to  65. 
It  is  most  encouraging  to  note  that  typhoid, 
pneumonia,  measles,  whooping  cough  and 
other  more  or  less  controllable  diseases  had 
decreased  considerably  since  1926.  There 
was  an  increase  in  the  number  of  accidental 
deaths,  1,505  people  dying  as  a result  of  ac- 
cidents, 190  of  which  were  due  to  accidental 
falls,  and  of  these  probably  175  represented 
unfortunate  bath  tub  skids. 

As  in  previous  years,  diseases  of  the 
heart  led  all  other  causes  of  death.  One 
wonders  how  frequently  heart  disease  was 
put  down  when  there  was  apparently  noth- 
ing which  could  explain  the  exitus  of  the 
patient.  Nephritis  was  the  next  great  cause 
of  death,  with  a total  number  of  2,227,  the 
next  most  frequent  cause  being  tubercu- 
losis, 1,807,  and  then  pneumonia,  1,741.  In- 
fluenza is  another  disease  well  up  in  the 
thousands,  1,707  deaths  being  reported,  al- 
most ten  times  as  many  deaths  as  any  con- 
tagious and  infectious  disease  except 
tuberculosis.  Cancer,  cerebral  hemorrhage, 
and  congenital  malformations  and  diseases 
of  early  infancy  are  well  up  in  the  thou- 
sand mark.  From  these  common  causes  of 
death,  there  was  quite  a drop  to  the  next 
cause  in  frequency.  Diarrhea  and ‘enteritis 
of  children  caused  667  deaths,  with  syphilis 
the  next  great  cause,  accounting  *f or  555 
deaths  in  the  State  of  Louisiana.  We  are 
glad  to  say  that  the  number  of  homicides 
diminished  from  406  to  345,  although  there 
was  an  increase  of  25  deaths  from  auto- 
mobile accidents,  373  people  having  been 
removed  from  this  terrestrial  sphere  this 
way. 


EDEMA  IN  NEPHRITIS 
Some  recent  work  of  Van  Slyke  and  his 
co-workers  which  has  appeared  in  several 
Journals  has  substantiated  a conception 
that  was  advanced  by  Starling  thirty-five 
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years  ago  concerning  the  mechanism  of 
production  of  edema.  The  distinguished 
English  psychologist  showed  at  this  time 
the  osmotic  pressure  of  the  plasma  protein 
to  be  about  35  mm.,  between  arterial  and 
venous  blood  pressure.  He  pointed  out  that 
the  osmotic  attraction  of  the  proteins  in 
the  plasma  counterbalanced  the  hydraulic 
pressure  in  the  capillaries  that  would  na- 
turally drive  the  blood  fluids  out  of  the 
capillary  bed  into  the  tissue  spaces.  Con- 
sequently, if  the  concentration  of  the  pro- 
tein in  the  plasma  diminished  excesses  of 
fluid  would  go  into  the  body  tissues. 

During  the  course  of  the  degenerative 
types  of  nephritis,  some  of  which  are 
spoken  of  as  the  nephroses,  there  is  a very 
large  amount  of  albumin  excreted  through 
the  kidneys.  As  a result  of  the  loss 
of  this  albumin,  there  occurs  correspond- 
ingly a diminution  in  this  substance  in  the 
plasma.  Van  Slyke  and  his  associates 
show  that  when  the  total  protein,  normally 
averaging  seven  per  cent,  obtains  a figure 
of  from  5.2  to  5.8  per  cent,  or  the  albumin, 
normal  figures  of  which  are  4.3  per  cent, 
falls  to  2.3  per  cent  edema  developes.  The 
globulin  seems  to  have  very  slight  effect 
because  of  the  fact  that  albumin  has  an 
osmotic  pressure  which  is  four  times 
greater  per  gram  than  that  of  globulin. 

Other  factors  play  some  part  in  the  pro- 
duction of  edema  in  nephritis,  such  as 
variations  in  salt  intake,  the  effect  of  fever, 
disturbances  of  the  heart  and  circulation 
and  so  on,  but  undoubtedly  the  hydropigen- 
ous  effect  of  the  plasma  protein  lack  ex- 
plains in  a very  large  measure  the  edema 
that  develops  during  the  course  of  the 
nephroses  in  which  there  is  not  a con- 
comitant heart  lesion  but  merely  degenera- 
tive disease  of  the  renal  tubules. 


THE  NEW  HUTCHINSON  MEMORIAL 
BUILDING. 

The  excercises  on  the  night  of  December 
tenth,  when  the  New  Hutchinson  Memorial 
Building  was  formally  opened,  marked  an 
epochal  event  in  the  Medical  School  of  Tu- 
lane  University,  and  one  which  should  be 


of  importance  to  the  medical  profession  of 
New  Orleans  and  Louisiana.  The  new 
building,  made  possible  by  a contribution 
of  $1,250,000.00  from  the  General  Educa- 
tional Board  of  the  Rockefeller  Foundation, 
will  be  utilized  for  the  carrying  out  in  every 
way  the  purposes  of  the  bequest  of  the  late 
Mr.  Joseph  Hutchinson.  It  will  be  devoted 
to  the  care  of  the  ambulatory  sick  and  the 
injured  and  at  the  same  time  will  be  utilized 
for  the  purpose  of  instruction  of  medical 
students  in  a manner  which  is  both  unusual 
and  without  precedent.  Each  student  will 
be  given  his  own  office,  wherein  the  work- 
ing arrangements  will  resemble  closely 
those  of  private  practice.  Here  he  will 
examine  and  treat  patients  assigned  to  him 
under  the  supervision  of  an  instructor. 
There  are  105  such  offices  in  the  new  build- 
ing under  the  different  divisions  of  the 
medical  school.  Each  of  the  offices  is 
equipped  with  small  dressing  room,  ex- 
amining table,  desk,  laboratory  table  with 
equipment,  a centrifuge,  and  a wash-stand. 
In  addition  to  this  novel  pedagogic  arrange- 
ment there  are  other  laboratories  where 
diagnostic  and  therapeutic  procedures  more 
complicated  than  routine  office  procedures 
may  be  carried  out.  There  are  also  labora- 
tories for  the  staff,  teaching  rooms,  con- 
ference rooms,  an  auditorium  and  other 
facilities  which  will  go  to  make  a most 
complete  medical  school. 

On  the  first  floor  of  the  building,  quarters 
have  been  assigned  to  the  Louisiana  State 
Medical  Society.  A large,  bright,  sunny 
and  cheerful  secretaries  room  is  part  of 
the  suite  which  contains  as  well  the  office 
of  the  Secretary-Treasurer  and  the  Editor 
of  the  New  Orleans  Medical  and  Surgical 
Journal.  The  Secretary  of  the  Orleans 
Parish  Medical  Society  also  has  an  office  in 
this  same  suite,  and  adjoining  it  is  a large 
board  room  furnished  magnificently  by  the 
Orleans  Parish  Medical  Society.  The 
Library  of  the  Orleans  Parish  Medical  So- 
ciety is  just  above  the  offices  of  the  State 
and  Parish  Societies  which  are  connected 
with  it  by  a private  stairway  and  small 
private  elevator.  The  library  of  the  Or- 
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leans  Parish  Medical  Society  and  the  Tu- 
lane  Medical  School  Library,  while  housed 
in  the  same  stack  room  are  filed  separately. 
They  are  under  the  care  of  the  same  library 
force  so  that  duplications  are  avoided  in 
both  the  book  files  and  current  medical 
journals.  In  this  way  there  is  splendid 
opportunity  for  enlarging  the  Library 
which  already  is  the  largest  in  the  South 
and  which  has  possibilities  of  being  made 
one  of  the  largest  in  the  United  States. 

Members  of  the  Louisiana  State  Medical 
Society  will  be  welcome  at  any  time  in  the 
new  domicile  of  the  organization,  and  the 


HOSPITAL  STAFF 

CLINICO-PATHOLOGICAL  CONFERENCE,  OUR 
LADY  OF  THE  LAKE  SANITARIUM, 
BATON  ROUGE,  LA. 

The  first  of  a series  of  Clinico-Pathological  Con- 
ferences was  held  at  Our  Lady  of  the  Lake  Sani- 
tarium of  December  2,  1930.  The  following  phy- 
sicians were  present:  Drs.  T.  S.  Jones,  L.  J.  Wil- 
liams, C.  A.  Weiss,  Jas.  M.  Adams,  W.  K.  Irwin, 
U.  S.  Hargrove,  W.  H.  Cook,  W.  Pipes,  T.  C. 
Paulsen,  T.  J.  McHugh,  H.  T.  Nicolle. 

The  following  cases  were  presented  and  dis- 
cussed. Both  the  gross  and  microscopical  pathol- 
ogy were  shown. 

Case  1. — Recurrent  sinuses  of  the  chin  due  to 
abscess  of  teeth;  by  Dr.  T.  S.  Jones;  Case  2.- — Sar- 
coma of  the  leg,  by  Dr.  W.  K.  Irwin;  Case  3. — 
Papillary  cyst-adenoma  of  the  ovary;  Case  4. — 
Colloidal  carcinoma  of  the  breast;  Case  5. — Mem- 
branous enteritis  following  appendectomy;  Case 
6. — Subperiosteal  abscess  of  lower  end  of  femur 
following  trauma. 

The  meeting  was  presided  over  by  Dr.  T.  S. 
Jones,  the  Chief  of  Staff  and  Dr.  L.  J.  Williams 
acted  as  Secretary. 

Case  3. — Papillary  cystadenoma  of  the  ovary. 
— Mrs.  K.,  aged  21,  admitted  October  29,  1930, 
discharged  November  9,  1930.  Irregular  menstru- 
ation. Chief  complaint  was  biliousness,  headache 
and  pain  in  right  lower  quadrant,  from  which 
the  preoperative  diagnosis  of  chronic  appendicitis 
and  right  cystic  ovary  was  made  following  a physi- 
cal examination.  Patient  was  operated  on  Octo- 
ber 29,  1930.  Ovary  and  appendix  removed.  Re- 
covery uneventful. 


Library  facilities  of  the  Orleans  Parish 
Medical  Society  and  Tulane  Medical  School 
may  be  used  whenever  members  of  the  or- 
ganization will  have  need  of  its  facilities. 

The  close  relationship  of  this  new 
Hutchinson  Memorial  building  to  the 
Charity  Hospital,  the  propinquity  of  the 
Hotel  Dieu  and  the  Eye,  Ear,  Nose  and 
Throat  Hospital  make  for  a potential  hos- 
pital center  in  which  many  of  the  members 
of  the  Society  already  carry  on  the  bulk  of 
their  medico-charitable  activities  as  well  as 
some  of  their  practice  in  those  hospitals 
accepting  private  patients. 


TRANSACTIONS 

Laboratory  Examinations: — Urine,  trace  of  al- 
bumen; Blood;  WBC  9200,  L 31,  M6,  P 59,  E 3, 
B 1. 

Tissue: — Appendix  showed  chronic  inflamma- 
tory changes.  Ovary  measured  5x4x3  cm.  There 
was  a cauliflower-like  excressence  through  an 
opening  of  the  sac  where  the  ovary  was  separated 
from  the  broad  ligament.  On  section  the  ovary 
appeared  to  be  completely  filled  with  a gray  white 
papillomatous  growth  with  the  spaces  filled  with 
a mucoid  material.  The  capsule  was  very  thin 
measuring  about  1mm.  thick.  The  microscopial 
examination  showed  the  wall  to  be  composed  of 
connective  tissue  with  very  little  ovarian  tissue. 
The  central  mass  showed  a typical  papillomatous 
mass  which  was  covered  over  with  one  or  more 
layers  of  ciliated  epithelium  which  was  thrown 
into  folds. 

Case  4. — Mrs.  E.  E.  C.,  age  unknown.  Patient 
old  and  talks  incoherently.  No  personal  history 
could  be  obtained.  Patient  admitted  September 
24,  1930,  discharged  October  7,  1930.  Working 
diagnosis:  cystic  tumor  of  breast. 

Physical  examination  was  negative  except  as 
follows: — Tumor  the  size  of  an  orange  in  outer 
area  of  left  breast.  Near  the  nipple  there  was 
fluctuation  while  deeper  there  was  felt  a hard 
mass  which  was  not  adherent  to  the  underlying 
tissues.  No  axillary  glandular  enlargement. 

Laboratory  Reports:— Urine,  faint  trace  of  al- 
bumen. WBC  6500,  L.  38;  M 5;  P 54;  E 2:  B 1. 

Preoperative  and  post  operative  diagnosis  was 
cystic  degeneration  of  the  breast. 
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Tissue  report: — Breast  measures  12x10x7  cm. 
Near  the  nipple  the  skin  was  discolored  and  there 
was  fluctuation.  No  fluid  could  be  aspirated 
through  a 20  ga.  needle.  On  sectioning  the  breast 
there  was  found  a large  cavity  near  the  nipple. 
This  was  filled  with  a colloidal  fluid.  Deeper  and 
under  the  fluid  there  was  a mass  measuring  about 
2.5cm.  in  diameter.  This  was  hard  and  mottled 
white  and  gelatinous.  In  the  colloidal  mateiial 
were  white  masses  which  were  composed  exclu- 
sively of  carcinomatous  cells.  The  tumor  showed 
typical  carcinoma  areas  interspersed  with  areas 
of  colloidal  degeneration. 

Case  5. — Mrs.  A.  G.,  white,  aged  53  years.  Ad- 
mitted November  13,  1930,  died  November  25, 
1930.  Patient  was  operated  on  October,  1929, 
for  hernia  and  was  advised  to  return  for  a lapa- 
rotomy and  plastic.  On  admission  patient  com- 
plained of  pain  in  right  lower  quadrant  of  abdo- 
men. Appetite  poor.  Bowels  constipated.  Physi- 
cal examination  disclosed  tenderness  in  right 
lower  quadrant;  small,  retro-placed  uterus  causing 
a sense  of  bearing  down  upon  standing.  Other- 
wise negative.  On  November  17,  the  patient  was 
operated  upon.  The  appendix  was  removed  and 
the  uterus  suspended.  On  November  18  the  pa- 
tient’s temperature  rose  to  10314°.  On  November 
20  there  was  copious  diarrhea,  nausea,  frequent 
urination.  Temperature  98°.  Pulse  hardly  per- 
ceptible. From  this  time  until  November  25  the 
temperature  was  from  98°  to  96°.  Pulse  84  to  68, 
weak  and  barely  perceptible. 

Laboratory  reports: — Urine  faint  trace  of  al- 
bumen, otherwise  negative.  Stools  contained  a 
large  amount  of  blood  after  November  19,  with 
a very  foul  odor.  Blood:  11/13  WBC  5500;  L 32, 
mono  5;  P 58;  E 1;  B 1;  myelocytes  3.  November 
19;  WBC  3000;  L 38;  Mono  8;  P 54. 

An  autopsy  was  held  on  November  25,  the 
same  day  of  death.  On  opening  the  abdomen 
there  was  found  about  500  cc  of  slightly  cloudy 
fluid.  Several  of  the  loops  of  the  small  intestines 
were  found  matted  together  with  a recent  exudate. 
The  area  involved  began  about  three  inches  from 
the  ileo-cecal  valve  and  extended  in  the  ilium 
about  eighteen  inches.  This  part  of  the  intestine 
was  very  hyperemic  as  was  also  a portion  of 
the  omentum.  On  opening  of  the  intestine  there 
was  a dirty  gray  membrane  which  was  rather 
firmly  adherent  and  on  removal  left  a raw  surface. 
Microscopic  examination  showed  that  there  was  a 
necrosis  of  the  entire  mucosa  and  in  some  places 
of  the  submucosa.  The  external  coat  was  appar- 
ently normal.  The  liver  showed  a chronic  hepati- 


tis. The  kidneys  showed  an  acute  nephritis.  Spleen, 
chronic  splenitis.  The  site  of  operation  showed 
no  infection  nor  was  there  leakage  from  the 
appendiceal  stump. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting,  December  11,  1930. 

Abstract:  Intestinal  Obstruction  Complicated 

by  Pregnancy. — Dr.  J.  A.  K.  Birchett,  Jr. 

Patient:  Colored,  female,  aged  32  years; 

housewife;  three  children;  admitted  to  hospital 
November  19,  1930. 

Chief  Complaint. — Unable  to  have  bowel  move- 
ment for  one  week.  Began  with  pain  in  abdomen 
and  desire  to  defecate.  Was  given  several  doses 
of  castor  oil  and  salts  and  an  enema,  all  without 
results.  The  same  day  began  to  vomit  and  has 
vomited  off  and  on  since  that  time.  For  past 
three  days  vomitus  has  had  a foul  odor.  Three 
days  following  onset  family  doctor  was  called  and 
made  a diagnosis  of  locked  bowel  and  advised 
operation,  going  so  far  as  to  make  arrangements 
for  the  patient  to  be  sent  to  the  hospital.  How- 
ever, the  pain  became  less  and  vomiting  ceased  for 
48  hours,  the  doctor  having  given  her  a hypoder- 
mic, presumably  morphine.  Two  days  later  the  pain 
again  became  severe  and  gradually  increased  in 
intensity  until  patient  readily  consented  to  come 
to  hospital  for  operation. 

Past  History. — Had  operation  last  year  about 
this  time  for  low  abdominal  pain  and  was  told 
that  she  had  a pus  tube  and  appendicitis.  Tube 
and  appendix  were  removed.  Has  had  three  nor- 
mal deliveries,  the  children  living  and  doing  well. 
No  history  of  digestive,  circulatory,  respiratory, 
or  renal  disease.  No  tuberculosis  or  cancer  in 
family.  Menstrual  history  not  abnormal  except 
for  excess  of  pain  in  the  right  lower  quadrant; 
usually  regular;  three  to  seven  days’  duration. 
Has  not  menstruated  for  the  past  five  months. 

Family  History. — Mother,  aged  58  years,  and 
father,  aged  60  years,  living  and  well.  Three  sis- 
ters and  two  brothers  living  and  well. 

Physical  Examination.  Temperature  100°F.; 
pulse  140,  weak;  blood  pressure  100/80;  respira- 
tion 22.  Slender,  of  medium  height,  complaining 
of  severe  pain  in  abdomen  and  appearing  to  be 
acutely  ill.  Tongue  coated;  breath  foul;  heart 
rapid,  regular.  Abdomen  distended;  tender 
throughout.  Midline  scar  of  previous  operation, 
well  healed;  no  hernia.  Symmetrical  tumor  of 
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lower  abdomen  extending  as  high  as  the  umbilicus, 
consistent  with  a fibroid  or  pregnancy.  Peristaltic 
movement  is  noted  in  the  distended  loops  of  the 
intestine  and  the  pressing  against  the  abdominal 
wall.  At  the  upper  end  of  the  old  scar,  the  patient 
complains  of  intermittent  but  acute  attacks  of 
pain.  Pelvic  examination  reveals  soft  pregnant 
cervix;  no  evidence  of  beginning  of  labor. 

Blood:  Leukocytes,  5,000;  differential  leuko- 

cyte count,  small  lymphocytes  11,  large  lym- 
phocytes 6,  polymorpho-neutrophiles  83,  with 
58  immature  forms;  hemoglobin  87;  red  cells 
5,000,000;  no  malaria  found;  Wassermann,  Kahn, 
and  Kline  and  Young  tests  negative.  Urine — nega- 
tive except  for  a few  pus  cells. 

Procedure:  A diagnosis  of  acute  obstruction 

with  pregnancy  was  made  and  an  immediate  lapa- 
rotomy advised  with  a poor  result  in  view  as  the 
patient  had  now  been  obstructed  for  one  week. 
After  passing  the  duodenal  tube  and  washing  the 
stomach  thoroughly  of  fecal  contents  and  the 
administration  of  1,000  cc.  of  glucose  solution  in- 
travenously, the  patient  was  sent  to  surgery.  Un- 
der spinal  anaesthesia,  using  150  mg.  of  novocaine, 
an  exploratory  incision  was  made  parallel  with 
the  old  incision.  As  the  peritoneum  was  opened, 
there  was  a gush  of  free  peritoneal  fluid  but  no 
evidence  of  any  ruptured  intestine.  At  the  upper 
end  of  the  old  scar,  a loop  of  ileum  was  complete- 
ly shut  off  by  the  pressure  of  the  large  pregnant 
uterus  against  the  adherent  loop  and  there  was 
some  recently  formed  adhesions  between  the  bowel 
loop  and  the  uterus.  After  separation  of  these 
loops  and  severing  of  the  bands  the  continuity  of 
the  bowel  was  established.  On  further  search, 
another  band  was  found  occluding  the  terminal 
ileum,  this  band  stretching  from  the  region  of 
the  appendix  to  the  surface  of  the  mesentery. 
When  this  was  freed,  all  collapsed  bowel  became 
filled  and  though  there  was  some  interference  with 
the  blood  supply  of  several  inches  of  the  ileum,  hot 
packs  soon  restored  the  circulation  and  active  per- 
istalsis was  noted  over  the  distended  loops.  With 
this  evidence  a contemplated  enterostomy  was 
not  done  and  the  abdomen  was  closed  with  the 
patient  in  a serious  condition  though  not  mark- 
edly more  so  than  before  operation  was  begun. 

Progress. — First  48  hours  were  very  stormy  but 
continuous  lavage  of  the  stomach,  removing  the 


regurgitated  intestinal  contents  and  2000  cc.  of 
glucose  solution  daily  and  with  spontaneous  abor- 
tion on  the  night  following  operation,  there  was 
rapid  improvement  after  the  third  day.  On  the 
third  day  the  patient  had  a large  free  bowel  move- 
ment. Patient  discharged  as  well  on  the  four- 
teenth posto-perative  day. 


TRANSACTIONS  OF  THE  CHARITY  HOSPITAL 
SURGICAL  STAFF. 

The  regular  monthly  meeting  of  the  Charity 
Hospital  surgical  staff  was  held  on  Wednesday, 
November  19  last.  After  the  usual  order  of  busi- 
ness several  interesting  cases  were  presented.  A 
case  of  fistula  in  ano,  operated  upon  by  Dr.  F.  L. 
Loria,  and  developing  an  extensive  ischio-rectal 
abscess  on  the  opposite  side  some  six  days  after 
the  operation,  and  at  a time  when  the  patient  ap- 
peared well  on  her  way  to  recovery  showed  sev- 
eral interesting  points.  The  abscess  dissected  its 
way  out  toward  the  outer  surface,  then  under  the 
labia  majora  of  the  same  (right)  side,  and  an  ex- 
tensive cellulitis  and  lymphangitis  extended  up 
onto  the  right  side  of  the  abdomen.  The  fever 
was  septic  in  type  and  continued  so  after  the  in- 
stitution of  drainage.  After  several  negative  cul- 
tures the  last  was  finally  positive,  showing  the 
streptococcus  hemolyticus  in  the  blood  stream. 
The  patient  died  of  a profound  septicemia  some 
six  days  after  the  incision  and  drainage. 

Dr.  Ambrose  Storck,  of  the  Surgical  House 
Staff,  next  presented  a case  of  aneurism  of  the 
aortic  arch  on  whom  he  did  a “decompression” 
operation,  according  to  the  technic  recently  ad- 
vised, creating  an  arterio-venous  aneurism  between 
the  right  carotid  artery  and  vein.  Dr.  Storck 
pointed  out  that  this  case  showed  considerable 
improvement  since  the  operation,  being  now  free 
from  pain,  whereas  before  the  operation  it  was 
frequently  necessary  to  give  him  opiates.  Over 
a short  period  of  time  however  the  thrill  appeared 
to  disappear  entirely.  There  was  definite  evidence 
of  the  vessels  being  thrombosed  at  the  time  the 
case  was  shown  by  Dr.  Storck. 

At  the  next  regular  meeting  held  on  December 
17  last,  five  cases  of  variable  interest  were  pre- 
sented and  discussed.  The  first  was  a case  of 
Ludwig’s  angina  which  died  on  the  operating  table 
before  an  abscessed  tooth  could  be  extracted  and 
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following  the  administration  of  ethylene  anesthe- 
sia. As  the  surgeons  operating  upon  this  case 
were  not  present  nothing  of  particular  value  was 
brought  out  in  the  discussion.  A case  of  stran- 
gulated hernia  operated  upon  by  Dr.  Mattingly 
and  dying  on  the  night  of  the  eighth  post  operative 
day,  evidentally  of  a pulmonary  embolism,  was 
presented  by  the  operator.  In  the  brief  discussion 
Dr.  Loria  brought  out  the  fact  that  most  cases 
of  pulmonary  embolism,  perhaps  75  per  cent  of 
them,  died  within  a very  short  period  of  time  after 
the  onset  of  the  attack — as  a rule  within  five  to 
ten  minutes.  The  subject  of  embolectomy  in  these 
cases,  as  recently  recommended  by  Gunnar  Nys- 
trum,  of  Upsalla  Sweden,  was  gone  into  by  Dr. 
Loria,  who  also  added  that  such  a procedure  is 
at  this  time  impracticable  in  Charity  Hospital. 
The  third  case  was  that  of  granuloma  inguinale 
in  a negro  female,  who  died  a short  time  after 
cauterization  of  the  area.  Dr.  R.  L.  Gordon,  in 
discussing  the  case,  brought  out  the  fact  that  the 
coincidental  administration  of  neosalvarsan  and 
tartar  emetic  was  rather  a dangerous  practice  be- 
cause these  individuals  have  all  they  can  handle 
taking  care  of  one  poisonous  metal  at  a time.  This 
opinion  was  concurred  in  by  Drs.  Reed  and  I.  M. 
Gage.  A fourth  case  operated  upon  by  Dr.  C.  J. 
Miller  proved  to  be  interesting.  This  was  a case 
of  rather  intractible  vesico-vaginal  fistula,  upon 
whom  an  hysterectomy  and  then  a transplantation 
of  both  ureters  into  the  sigmoid  were  performed. 
The  case  did  nicely  for  four  days  following  which 
time  she  developed  a high  fever  frequently  pre- 
ceded by  chills,  the  patient  dying  on  the  eighth 
day  after  operation.  Dr.  Gage,  in  his  discussion, 
suggested  that  possibly  the  transplanting  of  one 
ureter  at  a time  might  prove  more  successful,  and 
dwelt  some  time  on  the  careful  preparation  of 
these  patients.  The  fifth  case  was  that  of  an 
elderly  female  72  years  of  age  who  was  operated 
upon  by  Dr.  F.  L.  Loria  for  a suspected  malig- 
nancy of  the  gall-bladder.  The  operative  findings 
consisted  of  extensive  adhesions  extending  from 
the  gall-bladder  over  onto  and  ensleeving  the  sec- 
ond portion  of  the  duodenum,  producing  a stenosis 
of  the  duodenum  in  this  region.  The  adhesions 
were  broken  up  and  the  gall-bladder  removed.  The 
patient  did  nicely  for  nine  days,  at  no  time  being 
nauseated,  nor  did  she  vomit,  when  through  a mis- 
understanding the  sutures  were  removed  and  an 


attempt  was  made  to  pass  a duodenal  tube,  caus- 
ing the  patient  to  gag  strenuously  and  to  eviscer- 
ate. Although  repair  was  performed  within  20 
minutes  she  went  badly  on  the  fourth  day  after 
the  repair  and  died.  There  was  no  discussion  of 
this  case. 

Frank  L.  Loria,  M.  D. 


MEETING  OF  THE  FRENCH  HOSPITAL 
STAFF. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Friday,  November  28,  1930, 
Dr.  M.  J.  Lyons  presiding.  Those  present  were: 
Drs.  H.  B.  Alsobrook,  J.  N.  Ane,  C.  J.  Brown,  E. 
N.  Haller,  F.  Gallo,  P.  Graffagnino,  M.  Lescale, 
L.  Hanckes,  M.  J.  Lyons,  S.  C.  Lyons,  M.  L.  Sta- 
diem  and  E.  L.  Zander. 

The  reports  of  discharges  and  deaths  for  the 
month  of  October  were  given  by  the  secretary. 
The  only  death  of  interest  was  a case  of  septi- 
cemia and  staphylococcal  meningitis.  This  case 
was  presented  by  Dr.  S.  C.  Lyons  and  opened  to 
general  discussion. 

The  committee  on  Cesarean  Sections  reported 
that  several  hospitals  of  the  city  required  a con- 
sultation to  be  held  with  a Gynecologist  or  Ob- 
stetrician of  some  reputation  before  a cesarean 
section  could  be  done  these  institutions  also  had 
rules  and  regulations  concerning  this  subject.  A 
motion  was  made  to  accept  the  committee’s  report 
and  to  give  it  more  time  to  draw  up  such  rules 
and  regulations  as  the  members  saw  fit  for  the 
French  Hospital.  The  report  of  the  Membership 
Committee  was  also  accepted. 

Several  suggestions  from  the  Inspector  for  the 
American  College  of  Surgeons  were  read  by  the 
secretary.  It  was  decided  to  have  a place  alloted 
on  the  regular  program  for  the  presentation  of 
interesting  cases  or  specimens,  and  also  to  pur- 
chase the  Minute  Book  and  Application  Forms  for 
Membership  as  suggested  by  the  Inspector. 

Two  moving  pictures  entitled  “A  High  Posterior 
Gastroentererostomy”  and  “Colie’s  Fracture”  were 
shown  through  the  courtesy  of  the  Petrolagar 
Company. 

There  being  no  further  business  the  meeting 
adjourned. 

Edwin  L.  Zander,  M.  D. 
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TRANSACTIONS  OF  ORLEANS  PARISH 
MEDICAL  SOCIETY. 

CALENDAR. 

January  5 Orleans  Parish  Medical  Society. 

Annual  Installation  meeting,  8:30  P.  M. 

January  5 — Eye,  Ear,  Nose  and  Throat  Hos- 
pital Staff,  8 P.  M. 

January  9 — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 P.  M. 

January  9 — French  Hospital  Staff,  8 P.  M. 

January  12 — Sectional  meeting,  American  College 
of  Surgeons. 

January  13 — Baptist  Hospital  Staff,  8 P.  M. 

January  14 — -Touro  Infirmary  Staff,  8 P.  M. 

January  15— Eye,  Ear,  Nose  and  Throat  Club, 
8 P.  M. 

Januai’y  15— New  Orleans  Hospital  Council,  Eye, 
Ear,  Nose  and  Throat  Hospital,  8 P.  M. 
January  16 — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

January  20 — I.  C.  R.  R.  Hospital  Staff,  12  Noon. 
January  20 — Charity  Hospital  Medical  Section, 
8 P.  M. 

January  21 — Charity  Hospital  Surgical  Section, 
8 P.  M. 

January  26 — Orleans  Parish  Medical  Society, 

8 P.  M. 


During  the  month  of  December,  besides  the 
regular  meeting  of  the  Board  of  Directors,  the 
Society  held  two  special  meetings. 

On  December  2,  a joint  meeting  of  the  New 
Orleans  Gastro-Enterological  Society  and  the 
Orleans  Parish  Medical  Society  was  held.  Dr. 
Frank  Smithies  of  Chicago  was  the  guest  speaker. 

December  12  the  fifth  Stanford  E.  Chaille  Me- 
morial Oration  was  held  in  the  New  Hutchinson 
Memorial  Building.  Dr.  Irving  S.  Cutter,  Dean  of 
Northwestern  Medical  School,  was  the  orator. 

Saturday,  December  13,  the  annual  election  of 
Officers  for  1931  was  held  in  the  office  of  the 
Society.  The  following  candidates  were  elected: 

President — Dr.  Emmett  Irwin. 

First  Vice-President — Dr.  E.  L.  King. 

Second  Vice-President— Dr.  Louis  Levy. 

Third  Vice-President — Dr.  Waldemar  R.  Metz. 

Secretary — Dr.  H.  Theodore  Simon. 

Treasurer — Dr.  John  A.  Lanford. 

Librarian — Dr.  Daniel  N.  Silverman. 


Additional  Members — Board  of  Directors — Dr. 
C.  Grenes  Cole,  Dr.  W.  P.  Gardiner,  Dr.  J.  D. 
Rives. 


Following  the  election,  the  annual  dinner  of  the 
Society  was  held  at  the  Chess,  Checkers  and  Whist 
Club.  The  attendance  was  good. 


The  Society  has  invited  the  American  Society 
of  Tropical  Medicine  to  meet  here  next  year  with 
the  Southern  Medical  Association. 


Longer  Life  Week  was  held  December  8-13. 
Dr.  Frederick  L.  Fenno  was  Chairman  of  this 
Committee.  The  members  participated  by  mak- 
ing speeches  before  Luncheon  Clubs,  Schools, 
Universities  and  Co-operative  Clubs. 


The  President  appointed  the  members  of  the 
Women’s  Auxiliary  as  the  Committee  of  Arrange- 
ments for  the  Installation  Meeting. 


DR.  NIX  HONORED. 

It  is  a very  real  pleasure  for  us  to  announce 
that  one  of  the  Board  of  Directors  of  the  Orleans 
Parish  Medical  Society  has  been  honored  most 
highly  at  the  recent  meeting  of  the  American  Col- 
lege of  Surgeons.  Among  the  five  hundred  candi- 
dates submitting  histories  and  case  reports  to  be  | 
acted  upon  by  the  Committee  on  Membership,  j 
those  sent  in  by  Dr.  Nix  were  held  to  be  the  most  ; 
complete,  most  thoroughly  worked  up  and  best 
prepared.  In  recognition  of  this  the  College 
awarded  to  him  a life  membership  in  the  organi- 
zation. This  is  a splendid  recognition  of  the 
doctors  of  the  South.  Dr.  Nix  not  only  has 
brought  credit  upon  the  South,  but  has  also  added 
luster  to  the  New  Orleans  doctors,  as  we  mem- 
bers of  the  Orleans  Parish  Medical  Society  are 
able  to  shine  in  the  reflected  light  of  a splendid 
accomplishment. 


TREASURER’S  REPORT. 


Credits  $2,157.60 

Expenditures  1,191.23 

Actual  Book  Balance $ 966.37 
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LIBRARIAN’S  REPORT. 

During  November,  100  books  were  added  to  the 
Library.  Of  these  two  were  received  by  binding, 
9 by  purchase,  78  by  gift  and  11  from  the  New 
Orleans  Medical  and  Surgical  Journal.  New 
titles  of  recent  date  are  listed  below. 

The  Library  will  be  moved  into  the  new  build- 
ing during  the  first  week  of  December.  Great 
care  is  being  taken  to  transfer  the  collection  shelf 
by  shelf  in  exact  rotation  in  order  to  avoid  confu- 
sion and  be  settled  in  our  new  quarters  as  soon  as 
possible.  The  library  will  be  closed  to  borrowers 
and  readers  during  the  moving  process,  the  Medi- 
cal School  Library  caring  for  all  calls  on  those 
days. 

NEW  BOOKS— NOVEMBER. 

Williams — Obstetrics.  1930. 

Stedman — Practical  Medical  Dictionary.  1930. 
Cecil — Textbook  of  Medicine.  1930. 

Jellett — Manual  of  Midwifery.  1929. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY. — The  American  Board  of  Obstet- 
rics and  Gynecology,  composed  of  nine  members 
and  examiners,  elected  by  The  American  Associa- 
tion of  Obstetricians,  Gynecologists,  and  Abdomi- 
nal Surgeons,  The  American  Gynecological  Society, 
and  the  Section  on  Obstetrics,  Gynecology,  and 
Abdominal  Surgery  of  The  American  Medical  As- 
sociation, was  formally  organized  in  Niagara 
Falls,  September  16,  1930.  The  function  of  the 
Board  is  to  grant  certificates  indicating  proficiency 
and  specialization  in  Obstetrics  or  Gynecology,  or 
both,  to  those  who  comply  with  its  requirements: 
This  Board  has  been  in  the  process  of  organiza- 
tion since  1927.  It  puts  into  action  a determined 
effort  on  the  part  of  these  three  national  organi- 
zations to  improve  the  standards  of  practice  of 
obstetrics  and  gynecology.  It  expects  to  accom- 
plish this  by  various  activities,  such  as  the  investi- 
gation and  encouragement  of  graduate  extension 
study  facilities  and  active  clinical  assistantships 
for  men  desiring  to  specialize  in  these  branches, 
and  it  will  endeavor  by  regular  examinations  to 
determine  the  competence  of  specialists  in  obstet- 
rics in  obstetrics  and  gynecology  who  apply  for 
the  certificate.  Certain  outstanding  specialists 
will  be  granted  certificates  on  the  basis  of  their  at- 
tainments alone,  but  only  by  a vote  of  the  entire 
Board  after  recommendation  by  the  Committee  on 
Requirements.  A second  group  is  asked  to  undergo 
a practical  clinical  examination,  whereas  a third 
and  younger  group  has  both  written  and  clinical 
examination  and  must  submit  records  of  a group 
of  cases  in  order  to  qualify. 


Marfan — Rachitisme.  1930. 

Rolleston — Internal  Medicine.  1930. 

Williams — Minor  Surgery  and  Bandaging.  1930. 
Young — Handbook  of  Anatomy.  1930. 

Lambert— Histology  and  Microscopic  Anatomy. 
1930. 

Hartridge — Histology.  1930. 

Tracy — Basis  of  Epilepsy.  1930. 

Grasset — Les  Centres  Nerveux.  1930. 

Boyd — Introduction  to  Malariology.  1930. 
Tubercle — Vol.  2-9.  1920-28. 

Young — Treatment  of  Infections  with  Mercuro- 
chrome.  1925. 

U.  S.  Medical  Service — Aviation  Medicine  in  the 
A.  E.  F.  1925. 

U.  S.  Labor  Dept. — Family  Status  of  Bread  Win- 
ning Women  in  four  cities.  1920. 

Pelnar — Das  Zittern.  1925. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


The  Board  does  not  intend  in  any  way  to  inter- 
fere with  or  limit  the  professional  activities  of  any 
duly  licensed  physician,  but  it  does  aim  toward 
standardized  qualifications  for  specialists  in  ob- 
stetrics and  gynecology. 

The  first  examination  for  candidates  will  be 
held  simultaneously  in  nineteen  different  cities  of 
this  country  and  Canada  on  Saturday,  March  14, 
1931.  Detailed  information  and  application 
blanks  may  be  secured  from  Dr.  Paul  Titus,  Secre- 
tary, 1015  Highland  Building,  Pittsburgh,  Penna. 


NEW  PSYCHIATRIC  DIRECTORY— In  1928, 
the  second  edition  of  the  Directory  of  Psychiatric 
Clinics  for  Children  in  the  United  States,  was 
published.  This  directory  included,  in  addi- 
tion to  a list  of  clinics  offering  psychiatric 
service  for  children,  a brief  description  of  any 
psychiatric  services  conducted  by  state  depart- 
ments, a list  of  state  hospitals  and  institutions  for 
mental  cases,  and  a statement  of  the  activities  of 
state  and  local  societies  for  mental  hygiene.  This 
material  is  now  being  again  revised  and  brought 
up-to-date.  In  addition  to  what  was  obtained  in 
1928,  material  will  be  gathered  relative  to  psy- 
chiatric clinics  for  adults. 

The  success  of  this  compilation  depends  largely 
on  the  cooperation  and  assistance  of  the  directors 
of  psychiatric  clinics.  The  gathering  of  data  rela- 
tive to  psychiatric  clinics  for  adults  is  especially 
difficult,  as  no  recent  directory  of  such  clinics  is 
available. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D,,  Associate  Editor. 


The  following  Parish  Medical  Societies  have 
elected  officers  for  1931: 

Bienville  Parish:  President,  Dr.  R.  C.  Ferguson, 
Arcadia;  Vice-President,  Dr.  J.  M.  Mosley,  Ar- 
cadia; Secretary-Treasurer,  Dr.  J.  N.  Blume, 
Arcadia;  Delegate,  Dr.  0.  L.  Kidd,  Gibsland; 
Alternate,  Dr.  C.  C.  Allums,  Ringgold. 

East  Baton  Rouge  Parish:  President,  Dr.  Rufus 
Jackson,  Baton  Rouge;  Vice-President,  Dr.  T.  C. 
Foreman,  Baton  Rouge;  Secretary-Treasurer,  Dr. 
W.  H.  Pipes,  Baton  Rouge;  Delegates,  Dr.  R.  G. 
McMahon,  Dr.  H.  W.  A.  Lee,  and  Dr.  Rufus  Jack- 
son,  all  of  Baton  Rouge. 

East  and  West  Feliciana  Bi-Parish:  President, 
Dr.  J.  B.  Sewell,  St.  Francisville;  Vice-President, 
Dr.  S.  L.  Shaw,  Clinton;  Secretary-Treasurer,  Dr. 
E.  M.  Toler,  Clinton;  Delegate,  Dr.  Glen  J.  Smith, 
Jackson;  Alternate,  Dr.  E.  M.  Robards,  Jackson. 

Jackson-Lincoln  Bi-Parish:  President,  Dr.  J.  J. 
Bennett,  Ruston;  Vice-President  from  Lincoln 
Parish,  Dr.  D.  S.  Calhoun,  Ruston;  Vice-President 
from  Jackson  Parish,  Dr.  W.  M.  McBride,  Hodge; 
Secretary-Treasurer,  Dr.  W.  S.  Rutledge,  Ruston; 
Delegate,  Dr.  M.  T.  Green,  Ruston;  Alternate,  Dr. 
W.  M.  McBride,  Hodge. 

Pointe-Coupee  Parish:  President,  Dr.  Jos.  0.  St. 
Dizier,  Walls;  Vice-President,  Dr.  J.  F.  Cazayoux, 
New  Roads;  Secretary-Treasurer,  Dr.  F.  F.  Rou- 
gon,  New  Roads;  Delegate,  Dr.  R.  McG.  Carruth, 
New  Roads;  Alternate,  Dr.  J.  0.  St.  Dizier,  Walls. 

Rapides  Parish:  President,  Dr.  G.  C.  Antony, 
Alexandria;  First  Vice-President,  Dr.  D.  K.  Tex- 
ada,  Alexandria;  Second  Vice-President,  Dr.  W. 
L.  Murrell,  Alexandria;  Secretary-Treasurer,  Dr. 
E.  Weiner,  Alexandria;  Delegates,  Dr.  R.  O.  Sim- 
mons, Dr.  J.  H.  Landrum,  both  of  Alexandria,  Dr. 
E.  DeNux,  Echo;  Alternates,  Dr.  J.  N.  Thomas, 
Alexandria;  Dr.  J.  W.  Phillip,  Boyce;  Dr.  J.  A. 
Packer,  Alexandia. 

Washington  Parish:  President,  Dr.  D.  A.  Ber- 
wick, Bogalusa;  Vice-President,  Dr.  H.  V.  Jones, 
Bogalusa;  Secretary-Treasurer,  Dr.  Frank  A. 
Williams,  Franklinton;  Delegate,  Dr.  J.  W.  Paf- 
ford,  Bogalusa. 

Webster  Parish:  President,  Dr.  C.  T.  Deloach, 
Sarpeta;  Vice-President,  Dr.  S.  M.  Richardson, 
Minden;  Secretary- Treasurer,  Dr.  W.  McDade, 


Minden;  Delegate,  Dr.  S.  F.  Martin,  Minden;  Alter- 
nate, Dr.  John  Pugh,  Cotton  Valley. 


ASCENSION  PARISH  MEDICAL  SOCIETY. 

A meeting  of  the  Ascension  Parish  Medical 
Society  was  held  at  the  Elks’  Home  in  Donaldson- 
ville,  La.,  at  11  A.  M.  Sunday,  December  14,  1930, 
with  the  following  members  present:  Drs.  T.  H. 
Hanson,  D.  T.  Martin,  E.  S.  Keyes,  D.  C.  Brum- 
field, G.  H.  St.  Amant,  and  H.  A.  Folse.  After 
call  to  order,  roll  call,  and  reading  of  minutes, 
the  application  for  membership  of  Dr.  Myer  Ep- 
stein of  Gonzales,  La.,  was  voted  upon  favorably. 

Dr.  D.  T.  Martin,  Parish  Health  Officer,  re- 
ported that  serums  necessary  for  the  treatment 
of  the  indigent  sick  were  available  through  the 
Parish  Board  of  Health.  Dues  of  $7.00  for  the 
State  Society  were  paid  by  all  members  present. 
The  Society  collected  no  local  dues  for  the  year 
1931. 

Officers  elected  at  this  meeting  were:  Dr.  H.  A. 
Folse,  President;  Dr.  C.  D.  Simmons,  Vice-Presi- 
dent, and  Dr.  D.  C.  Brumfield,  Secretary-Treas- 
urer; Dr.  D.  T.  Martin,  delegate  to  Louisiana 
State  Medical  Society  meeting  April,  1931;  Dr. 
T.  H.  Hanson,  Alternate. 


EAST  AND  WEST  FELICIANA  BI-PARISH 
MEETING. 

The  Bi-Parish  Medical  Society  met  in  the  din- 
ing room  of  the  Rist  Hotel,  December  3,  1930. 
At  the  close  of  the  elegant  banquet,  Mrs.  August 
Rist  was  presented  to  the  assembled  physicians  by 
the  Secretary,  and  words  of  felicitation  were 
spoken  to  Mrs.  Rist  by  Dr.  Rufus  Jackson  on  the 
feast  she  had  prepared  and  served. 

The  scientific  program  consisted  of  a paper  and 
clinical  patient  on  Myositis  Fibrosa  by  Dr.  E.  M. 
Toler  of  Clinton.  A helpful  and  instructive  dis- 
course on  Accessory  Sinusitis,  Nonpurulent,  by  Dr. 
Rufus  Jackson  of  Baton  Rouge.  Last,  but  not 
least,  came  the  enlightening  address  on  Charity 
Hospital  by  the  Superintendent,  Dr.  Arthur 
Vidrine  of  New  Orleans. 

Officers  for  1931:  Dr.  J.  B.  Sewell,  President; 
Dr.  S.  L.  Shaw,  Vice-President;  Dr.  E.  M.  Toler, 
Secretary-Treasurer;  Delegate  to  the  Louisiana 
State  Medical  Society  Meeting,  Dr.  Glen  J.  Smith; 
Alternate,  Dr.  E.  M.  Robards. 
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Physicians  present:  Drs.  Smith,  Vidrine,  Cook, 
Shaw,  Jackson,  Wilkinson,  Levert,  Lea,  Daniel, 
Robards,  Norris,  Miller,  Sewell,  C.  S.  and  E.  M. 
Toler. 

Glen  J.  Smith,  President. 

E.  M.  Toler,  Secretary. 


WOMAN’S  AUXILIARY  OF  THE  OUACHITA 
PARISH  MEDICAL  SOCIETY. 

The  physicians’  wives  of  Ouachita  Parish  have 
established  a Woman’s  Auxiliary,  which  will  meet 
once  a month  at  the  Business  and  Professional 
Women’s  Club. 

A course  of  study  will  feature  the  meetings  in 
the  future,  interspersed  with  social  affairs,  the 
nature  of  which  will  be  discussed  and  voted  upon 
at  the  next  meeting.  The  most  important  feature 
of  yesterday’s  meeting  was  the  election  of  officers 
as  follows:  Mrs.  J.  B.  Vaughan,  President;  Mrs. 
Armand  McHenry,  First  Vice-President;  Mrs.  J. 
Q.  Graves,  Second  Vice-President;  Mrs.  C.  P.  Grey, 
Recording  Secretary;  Mrs.  F.  C.  Bennett,  Corre- 
sponding Secretary;  Mrs.  E.  R.  Yancey,  Publicity 
Secretary;  Mrs.  R.  W.  O’Donnell,  Treasurer;  Mrs. 
J.  E.  Walsworth,  Parliamentarian. 

Present  at  the  initial  meeting  were:  Mrs.  A.  E. 
Fisher,  Mrs.  D.  M.  Moore,  Mrs.  John  Williams, 
Mrs.  John  Snelling,  Mrs.  E.  R.  Yancey,  Mrs.  J.  B. 
Vaughan,  Mrs.  C.  P.  Grey,  Mrs.  J.  Q.  Graves,  Mrs. 
H.  Guerriero,  Mrs.  J.  Prather,  Mrs.  E.  Powell, 
Mrs.  R.  M.  McKoin,  Mrs.  Peters,  Mrs.  R.  W. 
O’Donnell,  Mrs.  Armand  McHenry,  Mrs.  J.  W. 
Murphy,  Mrs.  C.  H.  Hill,  Mrs.  W.  M.  Johnson,  Mrs. 
Clifford  Johnson,  Mrs.  I.  Wolff,  Mrs.  .Perot,  and 
Mrs.  J.  P.  Brown. 


HEALTH  OF  NEW  ORLEANS. 

The  Bureau  of  Census  of  the  Department  of 
Commerce  of  the  Division  of  Vital  Statistics  re- 
ported that  during  the  week  ending  November  15 
there  occurred  in  the  City  of  New  Orleans  159 
deaths,  93  of  whom  were  white  and  66  colored, 
giving  a death  rate  of  18.1,  contrasting  with  the 
corresponding  week  of  a year  ago  when  the  death 
rate  was  15.5.  The  next  week  ending  November 
22  there  were  160  deaths  in  the  city,  the  same 
proportion  between  the  white  and  the  colored,  giv- 
ing a death  rate  of  18.2,  whereas  in  the  corre- 
sponding week  of  1929  the  death  rate  was  16. 
The  report  was  not  received  for  the  week  ending 
November  29,  but  for  the  week  ending  December 
6 it  was  found  that  the  death  rate  had  fallen 
slightly,  there  being  152  deaths,  88  among  the 
white  population  and  64  in  the  colored,  with  a 
death  rate  of  17.3,  whereas  in  the  corresponding 


week  of  1929  there  was  179  deaths  and  the  rate 
was  20.7. 


CIVIL  SERVICE  EXAMINATIONS. 

The  United  States  Civil  Service  Commission 
announces  the  following  named  open  competitive 
examinations:  Medical  Officer,  Associate  Medical 
Officer,  Assistant  Medical  Officer  (General  Medi- 
cine and  Surgery). 

Applications  for  the  above-named  positions  will 
be  rated  as  received  by  the  U.  S.  Civil  Service 
Commission  at  Washington,  D.  C.,  until  June  30, 
1931.  These  examinations  are  to  fill  vacancies  in 
the  Department  Service,  Veterans’  Bureau,  Public 
Health  Service,  Indian  Service,  Coast  and  Geodetic 
Survey,  and  Panama  Canal  Service.  Competitors 
will  not  be  required  to  report  for  examination  at 
any  place,  but  will  be  rated  on  their  education 
and  training,  and  on  their  experience. 

Full  information  may  be  obtained  from  the 
United  States  Civil  Service  Commission,  Wash- 
ington, D.  C.,  or  from  the  Secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the 
Post  Office  or  Custom  House  in  any  city. 


Surgeon  O.  E.  Denny  was  directed  by  the  Sur- 
geon General  to  proceed  from  Carville,  La.,  to 
Washington,  D.  C.,  and  return,  for  conference  at 
the  Bureau. 


A NEW  LOUISIANA  MEDICAL  SCHOOL. 

After  going  to  press  announcement  has  been 
made  that  there  will  be  established  a new  medical 
department  in  the  Louisiana  State  University.  This 
news  is  of  so  much  importance  to  the  medical  pro- 
fession of  Louisiana  that  we  feel  obliged  to  run 
it  in  the  Journal  despite  the  fact  that  it  can  only 
be  put  in  as  an  addition  to  this  column. 

Governor  Long  in  his  announcement  said  that 
the  first  two  years  will  be  conducted  at  Baton 
Rouge;  the  last  two  years  will  be  in  New  Orleans 
in  the  Charity  Hospital.  The  general  plan  is  that 
the  new  school  will  start'  to  function  next  fall. 
There  will  be  required  of  the  students  a year’s 
service  as  an  interne  before  receiving  their  degree. 
The  Charity  Hospital  will  have  ample  space  not 
only  for  the  new  school  but  also  for  the  Tulane 
Medical  School.  The  Governor  announces  that  it 
is  his  plan  to  give  to  the  prospective  medical  stu- 
dents of  Louisiana  of  Louisiana  an  education, 
which  will  be  within  their  financial  resources  and 
which  will  increase  the  number  of  physicians  prac- 
ticing in  the  State,  more  particularly  in  the  coun- 
try districts.  The  new  school  will  be  a splendid 
addition  to  the  medical  activities  of  the  State,  and 
should  be  welcomed  by  everyone  in  the  profession. 
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FROM  OUR  PRESIDENT 
COUNTY  SECRETARIES’  REPORTS 

If  we  did  not  get  our  dues  paid  in  December, 
and,  of  course,  some  of  us  forgot  about  it,  we  had 
better  get  busy  now  and  send  them  in,  because  the 
Council  cannot  defend  any  suits  for  malpractice 
that  may  be  brought  against  us  during  the  time, 
after  January  first,  if  the  are  unpaid.  Of  course, 
no  one  expects  to  be  sued,  but  it  is  astonishing  how 
many  are  and  we,  ourselves,  may  be  the  next  ones. 

Remember,  too,  that  the  County  Secretaries’  re- 
ports should  be  in  the  hands  of  the  iState  Secre- 
tary “by  February  first;”  and  that  unless  they 
are,  the  delinquent  society  is  automatically  sus- 
pended until  the  report  is  sent.  This  kind  of 
suspension  is  usually  not  particularly  painful  and 
doesn’t  leave  any  bad  after-effects,  but  it  isn’t  to 
the  credit  of  anyone  to  be  suspended  for  non- 
payment of  dues,  even  though  Dr.  Dye,  out  of  the 
kindness  of  his  heart,  doesn’t  make  the  bad  news 
present.  And  it  is  easier  to  pay  dues  in  January 
than  in  February,  because,  even  though  the  Christ- 
mas bills  may  be  staggering,  taxes  seem  worse. 

The  County  Secretary  is  the  hardest  worker  in 
the  Society  and  all  he  gets  in  the  way  of  reward 
is  the  knowledge  that  he  is  doing  a job  for  organ- 
ized medicine,  plus  an  occasional  word  of  thanks 
and  frequently  some  criticism.  We  should  en- 
deavor to  make  his  work  as  light  as  possible  and 
we  can  best  do  this  by  “coming  across”  promptly. 
Do  it  now! 

Best  wishes  for  a happy  New  Year! 

E.  F.  Howard. 


A VERY  HAPPY  AND  PROSPEROUS 
NEW  YEAR  TO  EVERYONE 
is  the  sincere  wish  of  your  editors.  Those  whom 
you  have  chosen  to  represent  you  on  the  staff  of 
“our  Journal”  are  working  conscientiously  to  make 
the  Mississippi  section  worthy  of  the  great  pro- 
fession they  serve.  They  take  this  opportunity  to 
gratefully  acknowledge  the  fine  spirit  of  co- 
operation and  kind  words  of  encouragement  that 
have  been  so  generously  given.  They  realize  fully 
that  to  carry  on  the  work  to  your  satisfaction  and 
as  you  would  desire,  it  is  very  necessary  that 
every  member  of  the  Mississippi  State  Medical 
Association  take  an  active  and  constructive  interest 
in  every  month’s  issue  of  the  Journal.  They  know 
that  unless  you  let  us  know  what  you  are  doing, 
what  your  colleagues  are  doing,  what  your  hospi- 
tals are  doing,  what  your  County  Medical  Societies 
are  doing,  many  items  of  interest  to  the  medical 
profession  of  the  State  will  go  unchronicled.  It  is 
the  wish  of  your  editors  to  make  the  Mississippi 


section  a complete  history  of  the  profession  from 
month  to  month,  so  that  in  the  years  to  come, 
there  may  be  a reliable  record  for  our  successors. 
Many  times,  had  we  such  a record  of  the  past,  it 
would  now  be  invaluable. 

Will  you  not  today  and  now  make  a great  New 
Year’s  resolution  to  inform  your  editors  at  least 
once  a month  of  the  medical  happenings  of  your 
community. 

We  are  here  to  serve  you.  Will  you  help? 


SOUTH  MISSISSIPPI  MEDICAL  SOCIETY. 

At  the  quarterly  meeting  of  the  South  Missis- 
sippi Medical  Society  held  at  Laurel  on  Decem- 
ber 12,  Dr.  W.  13.  Harper,  Laurel,  was  elected 
President;  Dr.  W.  N.  Blount,  Laurel,  first 
Vice-President;  Dr.  Lowery,  Hattiesburg,  second 
Vice-President;  Dr.  J.  H.  Newcomb  Richton, 
Secretary-Treasurer  (re-elected).  The  new  officers 
do  not  take  office  until  June. 

The  program  included  addresses  and  papers  by 
Drs.  J.  G.  Gardner,  Columbia;  C.  C.  Hightower, 
Hattiesburg;  D.  W.  Jones,  Jackson;  Joseph  E. 
Green,  Richton;  C.  C.  Buchanan,  Hattiesburg; 
T.  E.  Wilson,  Jackson;  J.  P.  Culpepper,  Hatties- 
burg; and  T.  R.  Beech,  Ellisville. 

The  next  meeting  of  the  Society  will  be  held  in 
Hattiesburg  in  March. 


NEW  REGISTRATIONS. 

At  a meeting  of  the  Mississippi  State  Board  of 
Health  on  December  11,  licenses  to  practice  medi- 
cine in  the  State  were  granted  through  reciprocity 
to  the  following:  Drs.  Crit  Harris,  Louisville; 

Henry  Grady  Cook,  Hattiesburg;  Daniel  Lester 
Hollis,  Biloxi;  Vinton  Porter  King,  Hattiesburg; 
John  K.  Bullock,  Jackson;  Martin  L.  Smith,  Hat- 
tiesburg; A.  M.  McCarthy,  Electric  Mills;  Adolph 
Henriques,  Pascagoula;  and  J.  E.  Hart  (negro), 
Hub. 


CENTRAL  MEDICAL  SOCIETY. 

The  Annual  meeting  of  the  Central  Medical 
Society  was  held  on  December  16,  in  the  Club 
Room  of  the  Edwards  Hotel,  Jackson.  After  a 
banquet,  the  following  scientific  program  was 
presented : 

Granuloma  Ingunale — Dr.  John  H.  McLain, 
Jackson. 

Foreign  Bodies  in  the  Lower  Respiratory  Tract 
and  Esophagus  with  a General  Review  of  the 
Subject  of  Broncho-Esophagoscopy — Dr.  Richmond 
McKinney,  Memphis. 

The  meeting  closed  with  a business  session  and 
election  of  officers  for  1931. 
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CRAWFORD  CLINIC. 

As  an  aid  to  the  unemployed  during  the  emer- 
gency period,  a free  medical  and  sugical  clinic 
has  been  opened  at  the  Crawford  Clinic  and 
South  Mississippi  Infirmary,  to  be  operated  in  con- 
junction with  all  local  welfare,  civic,  fraternal 
and  church  bodies. 

The  services  of  clinic  physicians  will  be  avail- 
able to  both  white  and  colored  patients.  The 
entire  lower  floor  of  the  clinic  building  has  been 
made  available  for  this  work  and  a separate 
entrance  has  been  provided.  At  present  the  clinic 
is  in  operation  on  Monday,  Wednesday,  and  Friday 
afternoons  from  three  to  five  o’clock.  Should  need 
develop  for  more  frequent  hours,  changes  will  be 
made  in  the  schedule. 

No  person  will  be  admitted  to  the  clinic  for 
treatment  who  has  not  come  through  one  of  the 
established  welfare  agencies.  Organizations  send- 
ing patients  will  be  required  to  purchase  necessary 
medicines.  Several  drug  stores  have  already  agreed 
to  fill  prescriptions  on  a cost  basis. 

Mr.  W.  Hamilton  Crawford,  Superintendent,  is 
in  charge  of  the  clinic. 


DR.  I.  A.  SHELBY. 

Dr.  J.  Gould  Gardner,  Columbia,  reports  that 
following  an  illness  of  only  a few  days’  duration, 
Dr.  I.  A.  Shelby,  Columbia,  died  December  10. 

Dr.  Shelby  was  58  years  of  age  and  has  prac- 
ticed in  Columbia  for  about  25  years.  He  is  sur- 
vived by  his  wife,  two  brothers,  Mark  Shelby  of 
New  Orleans,  and  Will  Shelby  of  Port  Gibson,  and 
one  sister,  Mrs.  Willis  Maxwell,  Port  Gibson. 


Mrs.  L.  L.  Polk,  Purvis,  President  of  the 
Women’s  Auxiliary  of  the  Mississippi  State  Medi- 
cal Association,  continues  ill  and  is  now  at  the 
South  Mississippi  Infirmary,  Hattiesburg.  Mrs. 
Polk  has  the  best  wishes  of  her  many  friends 
throughout  the  State  for  an  early  and  complete 
recovery. 

DE  SOTO  COUNTY  MEDICAL  SOCIETY. 

Dr.  A.  J.  Weissinger,  reports  as  follows: 

“I  am  sorry  I have  no  medical  news  for  you  at 
this  time,  but  will  be  glad  to  respond  whenever 
anything  of  interest  occurs  in  our  society  or 
otherwise.  We  are  plodding  along  in  the  usual 
way  up  here  in  DeSoto.” 


NOTHEAST  MISSISSIPPI  THIRTEEN 
COUNTY  MEDICAL  SOCIETY. 

A very  pleasing  courtesy  was  accorded  to 
Dr.  F.  J.  Underwood,  Jackson,  when  the  regular 
quarterly  meeting  of  the  Northeast  Mississippi 
Thirteen  County  Medical  Society,  held  at  Aber- 
deen on  December  16,  was  designated  “Underwood 
Day.” 


The  announcement  of  the  meeting  contains  the 
following: 

“This  meeting  is  dedicated  to  Dr.  F.  J.  Under- 
wood, recently  elected  President  of  the  Southern 
Medical  Association,  commemorating  the  honor 
that  has  justly  fallen  on  a former  Monroe  County 
Doctor,  a life  long  member  of  this  Society,  and 
the  Executive  head  of  the  Mississippi  State  Board 
of  Health.” 

The  program  included: 

Invocation — Rev.  R.  E.  McBlaine. 

The  X-Ray  as  an  Aid  in  Differential  Diagnosis — 
Dr.  A.  J.  Stacy,  Tupelo. 

Discussion  opened  by  Drs.  J.  R.  Williams  and 
R.  M.  Boyd. 

President’s  Address — Dr.  K.  F.  McRea,  Corinth. 

Hemophilia,  with  Case  Report — Dr.  W.  M. 
Adams,  Booneville. 

Discussion  opened  by  Drs.  M.  Q.  Ewing  and 
N.  S.  Dickson. 

The  Diagnosis  and  Treatment  of  Allergic  Dis- 
eases— Dr.  Ray  M.  Balyeat,  Oklahoma  City. 

Discussion  opened  by  Drs.  W.  H.  Anderson 
and  J.  P.  Henry. 

The  County  or  Community  Hospital — Dr.  R.  B. 
Caldwell,  Baldyn. 

The  Acute  Ear — Dr.  D.  W.  Hamrick,  Corinth. 

Discussion  opened  by  Drs.  G.  G.  Armstrong 

and  D.  E.  Staton. 

At  the  business  session,  officers  were  elected  for 
the  coming  year.  A banquet  was  served  after  the 
business  session. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  I.  E.  Stennis,  Secretary,  Pike  County  Medi- 
cal Society,  reports  as  follows: 

“The  Pike  County  Medical  Society  met  in  the 
Palm  Room,  McColgan  Hotel,  McComb,  December  4, 
at  7 P.  M. 

“There  were  only  sixteen  of  the  members  present. 
No  doubt  the  reduced  attendance  was  due  to  the 
rainstorm  that  started  in  the  afternoon  and  con- 
tinued through  the  night. 

“Roll-call  and  reading  of  the  minutes  of  the 
last  meeting.  Unfinished  business  disposed  of, 
under  the  head  of  which  was  the  report  of  a com- 
mittee appointed  by  the  President  at  the  Novem- 
ber meeting  to  draft  resolutions  of  respect  for 
Dr.  E.  B.  French,  who  died  October  10. 

“Other  matters  coming  under  the  head  of  new 
business  being  disposed  of,  the  Society  went  into 
the  election  of  officers  to  serve  during  1931. 
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“Dr.  E.  M.  Givens,  Summit,  offered  Dr.  I.  E. 
Stennis  name  for  nomination  for  President; 
nomination  seconded  by  Dr.  W.  F.  Cotton.  Dr. 
Stennis  was  unanimously  elected. 

Dr.  B.  J.  Hewitt,  McComb,  nominated  by 
Dr.  E.  M.  Givens,  for  Vice-President;  nomination 
seconded  by  Dr.  W.  0.  Biggs,  Osyka.  Dr.  Givens 
was  unanimously  elected. 

‘Dr.  R.  H.  Brumfield,  McComb,  was  nominated 
for  Secretary  by  Dr.  W.  O.  Biggs;  nomination 
seconded  by  Dr.  B.  J.  Hewitt.  Dr.  Brumfield  was 
unanimously  elected. 

Following  the  election  of  the  new  officers, 
President  L.  W.  Brock  made  a very  interesting 
talk  to  the  members  of  the  Society,  appealing  to 
the  members  to  co-operate  with  the  officers  of  the 
Society,  and  in  that  way  to  help  keep  the  Pike 
County  Medical  Society  on  the  ‘Honor-Roll.’  He 
said,  in  part,  in  order  to  do  that,  you  must  help 
the  Secretary  to  keep  his  membership  roll  repre- 
senting 100  per  cent  of  practicing  physicians  of  the 
County.  You  must  also  co-operate  with  him  in 
arranging  his  programs  for  the  monthly  meetings. 
The  more  attractive  his  programs,  the  better  at- 
tendance we  will  have  at  our  monthly  meetings. 
The  larger  our  monthly  attendance,  the  better  the 
harmony  and  fine  fellowship  that  will  exist  in  our 
Society,  which  is  one  of  the  most,  if  not  the  most 
important  feature  of  the  Society. 

“The  scientific  features  of  the  program  included 
the  following:  Paper  by  Dr.  Thomas  Purser,  sub- 

ject, Report  of  Case  of  Cancer  of  the  Omentum. 
Discussion  opened  by  Dr.  L.  W.  Brock,  followed 
by  others.  Discussion  closed  by  Dr.  Purser. 
Dr.  T.  E.  Hewitt  was  on  the  program,  but  was 
unable  to  attend  the  meeting.  Several  clinical 
cases  were  reported  by  members  of  the  Society, 
followed  by  general  discussions.” 


PIKE  COUNTY  HEALTH  DEPARTMENT. 

Dr.  Louis  D.  Dickerson,  McComb,  reports  that 
Pike  County  has  been  assured  a model  health  unit 
by  the  Board  of  Supervisors  appropriating  sufficient 
funds  to  match  the  State  Board  of  Health  and 
town  appropriations.  This  brings  to  Pike  County 
a model  county  health  unit,  the  like  of  which  are 
to  be  found  only  in  Massachusetts  and  Tennessee. 
This  unit  has  been  brought  about  through  the 
consideration  of  Dr.  Underwood,  who  was  influ- 
enced largely  by  a $2500.00  appropriation  from 
Mr.  Bradshaw,  a former  citizen  of  Summit.  These 
funds  make  it  possible  for  Pike  County  to  par- 
ticipate in  the  benefits  of  the  Commonwealth  Fund 
of  New  York  State. 


The  McComb  City  Hospital  has  added  to  its 
equipment  a modern  laboratory  and  solarium,  with 
Miss  Margaret  Ann  Supple  of  the  University  of 
Minnesota  as  technician  and  physiotherapist. 


CLARKSDALE  AND  SIX  COUNTIES 
MEDICAL  SOCIETY. 

Dr.  D.  V.  Galloway,  Clarksdale,  Secretary  of  the 
Clarksdale  and  Six  Counties  Medical  Society,  re- 
ports that  at  the  Fifty-seventh  Semi-Annual  Meet- 
ing of  the  Society,  at  Clarksdale,  on  November  5, 
it  was  voted  to  hold  one  session  at  each  meeting 
instead  of  two,  as  heretofore,  the  meeting  to  begin 
at  6 P.  M.  with  a business  program,  to  be  fol- 
lowed by  a banquet  and  the  scientific  program. 

The  Society  voted  to  hold  a joint  meeting  with 
the  Delta  Medical  Society,  the  date  to  be  set  at 
the  March  meeting. 

The  annual  election  of  officers  resulted  as 
follows.  President,  Dr.  W.  S.  Slaughter,  Jones- 
town; Vice-President  from  Coahoma  County, 
Dr.  A.  W.  Rhyne,  Coahoma;  Vice-President  from 
Bolivar  County,  Dr.  H.  L.  Cockerham,  Gunnison; 
Vice-President  from  Tallahatchie  County,  Dr.  J.  G. 
Backstrom,  Tutwiler;  Vice-President  from  Tunica 
County,  Dr.  H.  L.  Williams,  Tunica;  Vice-Presi- 
dent from  Quitman  County,  Dr.  J.  D.  House, 
Sledge;  Member  of  the  Board  of  Censors,  Dr.  A.  G. 
Everett  (re-elected)  ; Member  of  Committee  on 
Medico-Legal  Defense,  Dr.  J.  W.  Gray  (re-elected) ; 
Secretary  and  Treasurer,  Dr.  D.  V.  Galloway, 
Clarksdale  (re-elected). 


LEAKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  W.  S.  Martin,  President  Leake  County 
Medical  Society,  writes  as  follows: 

“Leake  County  Medical  Society  met  and  re- 
organized on  November  17,  with  eight  members 
present.  The  members  have  agreed  to  meet  bi- 
monthly and  to  be  punctual  in  attendance. 

“On  December  9 we  will  have  a 'meeting  and 
have  invited  a number  of  Jackson  doctors  to  meet 
with  us  and  after  this  meeting  I will  give  you  a 
report  of  same. 

“About  ten  of  17  doctors  in  Leake  County  ai’e 
members  and  the  rest  will  not  join  anything.” 

December  3,  1930. 


IN  MEMORY  OF 

CHARLES  THOMPSON  CHAMBERLAIN,  M.  D. 

On  November  6,  1930,  in  the  death  of  Dr. 
Charles  T.  Chamberlain  the  Homochitto  Valley 
Medical  Society  lost  one  of  its  charter  members. 

He  was  a keen  and  untiring  student  of  medicine, 
skillful  in  the  practice  of  his  profession  and  his 
untiring  interest  and  broad  charity  knew  no  class 
or  distinction.  He  is  missed  and  mourned  for  by 
rich  and  poor,  by  white  and  colored,  alike. 

As  a physician  and  as  a soldier  the  memory  of 
what  he  sacrificed  for  patients  and  for  his  country 
will  be  a lasting  mpnument  to  him. 
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Be  it  resolved,  That  the  Homochitto  Valley 
Medical  Society  make  known  its  sympathy  to  the 
bereaved  family  and  that  these  resolutions  be 
spread  on  the  minutes  of  the  Society  and  that 
they  be  published  in  the  New  Orleans  Medical  and 
Surgical  Journal. 

R.  D.  Sessions, 

L.  S.  Gaudet, 

J.  S.  Ullman,  Chairman. 


NORTHEAST  MISSISSIPPI  THIRTEEN 
COUNTIES  MEDICAL  SOCIETY. 
REPORT  OF  COMMITTEE  ON  NECROLOGY. 

We  your  Committee  on  Necrology,  beg  leave  to 
report : 

During  1930  death  has  claimed  five  from  our 
ranks.  Five  physicians  have  gone  to  their  reward 
and  left  to  us  fellow  physicians  the  heritage  of 
lives  well  spent  in  our  calling.  Their  virtues 
attracted  us;  their  fidelity  inspired  us,  and  their 
faithfulness  to  duty  has  challenged  us  to  continue 
our  best  efforts  to  alleviate  human  suffering,  cure 
and  prevent  disease  and  live  a life  worthy  of 
emulation.  “To  live  in  the  hearts  of  those  we 
love  is  not  to  die.”  We  rejoice  that  they  have 
lived  and  labored  amongst  us  and  have  upheld 
and  represented  the  best  in  our  profession. 

As  we  enter  the  task  of  recording  their  names 
we  tender  on  behalf  of  our  society  our  sincere 
sympathy  to  all  who  are  bereaved  on  account  of 
their  going. 

DR.  J.  AUGUSTUS  EVANS. 

Dr.  Evans  was  born  June  13,  1861.  He  grad- 
uated from  the  Kentucky  School  of  Medicine, 
Louisville,  Ky.,  in  1885.  He  did  post-graduate 
work  at  Tulane  in  1897  and  1925.  He  was  a 
member  of  the  Houston  Lodge,  No.  67,  F.  & A.  M., 
and  of  the  Methodist  Church. 

He  was  beloved  by  every  one  in  his  territory. 
It  could  truly  be  said  of  him,  he  practiced  medi- 
cine for  the  love  of  the  profession,  and  the  money 
consideration,  if  considered  at  all,  was  a second 
consideration.  The  poor  never  called  him  in  vain. 
Verily  it  could  be  said  of  him,  “The  poor  in  his 
territory  have  medical  attention.” 

As  a civilian  he  stood  for  the  highest  and  best 
in  his  community.  He  was  always  on  the  moral 
side  of  every  question  and  championed  every  pro- 
gressive movement  in  the  community. 

He  died  February  11,  1930,  at  Houston,  Miss., 
where  he  spent  his  life. 

DR.  WILLIAM  HOWARD  MILLER. 

He  was  born  August  24,  1845,  at  Pontotoc, 
Mississippi.  He  attended  the  University  of  Lou- 
isiana and  Bellevue  Hospital  College,  1870-73.  He 
began  practice  in  Okolona,  Miss.,  in  1873. 


Full  of  years  and  full  of  honors  he  has  upheld 
the  best  traditions  of  our  profession. 

DR.  J.  :S.  VOYLES. 

Born  November  14,  1869,  in  Corinth,  Mississippi, 
he  lived  there  and  practiced  continuously  until  his 
death,  May  20,  last.  He  was  graduated  from 
Memphis  Hospital  Medical  College  in  1892.  For 
many  years  he  was  Health  Officer  for  the  City  of 
Corinth  and  local  surgeon  for  both  the  Mobile  & 
Ohio  and  Southern  Railways.  For  a few  months 
he  located  at  Burnsville,  but  returned  to  his  prac- 
tice in  Corinth. 

As  a man  and  physician,  he  enjoyed  the  confi- 
dence and  esteem  of  the  community  in  which  he 
lived. 

DR.  CHARLES  DANIEL  SHIPP. 

Charles  Daniel  Shipp,  son  of  Mr.  and  Mrs.  O.  W. 
Shipp,  deceased,  was  born  near  Big  Creek,  Miss., 
October  16,  1862.  He  received  his  literary  train- 
ing in  the  public  schools  of  Calhoun  County,  and 
the  University  of  Mississippi.  He  took  his  degree 
in  medicine  with  the  class  of  1885  at  the  Memphis 
Hospital  College  of  Medicine  and  began  practicing 
in  his  home  community  and  practiced  continuously 
there  till  his  death.  He  was  married  to  Miss 
Nannie  Forest  of  Kilmichael,  Miss.,  on  March  6, 
1880.  His  wife  preceded  him  to  death,  hav- 
ing died  on  May  9,  1923.  His  death  occurred 
February  18,  1930,  as  a result  of  paralysis.  He 
had.  five  brothers,  all  of  whom  are  dead  except 
two,  T.  F.  and  S.  T.  Shipp,  of  Big  Creek;  he 
also  had  one  sister,  Mrs.  G.  W.  Pullen,  who  is 
dead.  Two  children  survive  him,  J.  Neely  Shipp, 
and  Mrs.  Elliott  Norman,  both  of  Big  Creek.  He 
was  an  efficient  and  successful  physician,  loved 
by  his  professional  colleagues  and  patrons;  kind 
and  patient  in  the  sick  room  and  lenient  in  his 
fees.  He  was  above  the  average  in  intellect  and 
took  considerable  interest  in  political  affairs  as 
also  in  the  civic  activities  in  his  community. 


MISSISSIPPI  STATE  BOARD  OF  HEALTH. 

The  Mississippi  State  Board  of  Health  conducted 
a Maternity  Institute  for  public  health  nurses  at 
Jackson  on  December  8 and  9.  Classes  were  in 
charge  of  Miss  Anita  Jones,  R.  N.,  of  the  Maternity 
Center,  New  York  City. 

The  Eighteenth  Annual  Conference  of  Health 
Officers  and  Sanitary  Inspectors  was  held  in  the 
Convention  Hall,  Robert  Lee  Hotel,  Jackson, 
December  11  and  12.  The  program  was  published 
last  month. 


NORTH  MISSISSIPPI  SIX  COUNTY 
MEDICAL  SOCIETY. 

The  program  announced  for  the  meeting  of  the 
North  Mississippi  Six  County  Medical  Society  for 
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November  19,  at  New  Albany,  was  as  follows: 

Invocation — Rev.  Dorsey. 

The  Future  Role  of  the  Family  Physician  in 
Organized  Medicine. — Dr.  W.  H.  Anderson,  Boone- 
ville. 

Amebic  Dysentery — Dr.  H.  J.  Gondolf,  Uni- 
versity. 

Discussion  opened  by  Drs.  L.  A.  Barnett  and 
iS.  E.  Cooper. 

Some  Opthalmoscopic  Problems  of  the  General 
Practitioner— Dr.  J.  B.  Stanford,  Memphis. 

Discussion  opened  by  Drs.  J.  I.  Mayfield  and 

W.  C.  Lester. 

Injection  Treatment  of  Varicose  Veins — Dr. 
G.  A.  Brown,  Water  Valley. 

Discussion  opened  by  Drs.  C.  M.  Speck  and 
G.  H.  Wood. 

A Consideration  of  Deaths  from  Heart  Disease — 
Dr.  Whitman  Rowland,  Memphis. 

Discussion  opened  by  Drs.  Ira  B.  Seale  and 
W.  W.  Phillips. 


BAPTIST  HOSPITAL. 

A regular  meeting  of  the  Staff  of  the  Baptist 
Hospital,  Jackson,  was  held  on  November  14,  Dr. 
F.  H.  Hagaman,  President,  presiding. 

Drs.  R.  C.  O’Ferrall  and  W.  L.  Hughes  were 
elected  to  the  Staff  and  the  name  of  Dr.  L.  B. 
Mosely  was  proposed  for  membership.  Reports  of 
interesting  features  of  the  meeting  of  the  Ameri- 
can College  of  Surgeons  at  Philadelphia  were  given 
by  Drs.  Wall,  Armstrong,  Dobson,  and  Hagaman. 

A report  of  the  meeting  of  the  Inter-state  Post- 
graduate Medical  Association  in  Minneapolis  was 
given  by  Drs.  Neal  and  Hagaman. 


JACKSON  INFIRMARY. 

November  12,  1930. 

Meeting  called  to  order  by  President  at  7 P.  M. 

Minutes  of  previous  meeting  read  and  approved. 

Two  deaths  during  the  previous  month  reported, 
one  by  Dr.  Rehfeldt;  a very  unusual  case,  “Luetic 
Obstruction  of  the  Pylorus  and  Other  Complica- 
tions.” 

Dr.  Crisler  spoke  to  the  subject  of  the  “Ideal 
Doctor.”  He  stated  that  Robert  E.  Lee  was  his 
ideal  of  all  men,  mentioned  the  qualities  of  mind 
and  heart  necessary  to  be  an  ideal  man. 

Dr.  Wilde  reported  an  unusual  case  of  “chronic 
blepharitis,”  parasitic  in  origin,  and  unyielding 
to  the  usual  forms  of  treatment,  finally  cured  by 
the  use  of  xylol.  He  demonstrated  the  form  of 
parasite  responsible. 

Dr.  Hall  reported  a case  under  special  case 
reports  of  “granuloma  fungoides,”  stating  that  the 
disease  occurs  in  three  definite  stages,  not  only 
very  rare,  but  difficult  to  diagnose.  Treatment  is 
roentgenray. 

Dr.  Hughes  reported  “Impaction  of  Wisdom 
Teeth,”  simulating  sinusitis  in  its  symptomatology. 


Those  present  were  doctors  Crisler,  Hughes, 
Wilde,  W.  H.  Watson  of  Pelahatchee,  Hall,  Reh- 
feldt, Walker,  Moseley,  Maxwell,  Sims,  Hand,  Hug- 
gins, Howard,  Adkins  and  Womack. 

G.  E.  Adkins,  Pres. 

N.  C.  Womack,  iSec’ty. 


MISSISSIPPI’S  FIRST  STATE  BOARD 
OF  HEALTH. 

The  State  Board  of  Health  is  making  an  effort 
to  secure  a photograph  of  each  physician  who  was 
a member  of  the  first  State  Board  of  Health,  and 
will  appreciate  any  information  that  will  assist  in 
securing  these  pictures. 

The  following  was  compiled  from  the  minutes  of 
the  Board,  dated  April  7,  1877,  and  shows  that 
the  following  were  members  of  the  first  Board  of 
Health : 

President — Robert  Kells,  M.  D.,  Jackson. 

Secretary — Wirt  Johnson,  M.  D.,  Jackson. 

For  the  State-at-large  (Appointed  March  28,  1877) 

W.  M.  Compton,  M.  D.,  Jackson,  term  six  years. 

D.  L.  Phares,  M.  D.,  Woodville,  term  four  years. 

F.  W.  Dancy,  M.  D.,  Holly  Springs,  term  two 
years. 

Appointed  upon  recommendation  of  the  Missis- 
sippi State  Medical  Association  on  April  7,  1877 : 


Name 

PostOffice 

Term 

First  District — 

J.  M.  Taylor,  M.  D. 

Corinth 

Six  years 

A.  G.  Smythe,  M.  D. 

Baldwyn 

Two  years 

Second  District — 

T.  D.  Isom,  M.  D. 

Oxford 

Four  years 

John  Wright,  M.  D. 

Sardis 

Two  years 

Third  District — 

E.  W.  Hughes,  M.  D. 

Grenada 

Four  years 

S.  V.  D.  Hill,  M.  D. 

Macon 

Two  years 

Fourth  District — 

A.  H.  Cage,  M.  D. 

Canton 

Two  years 

P.  J.  McCormick,  M.  D. 

Yazoo  City 

Six  years 

Fifth  District — 

Robert  Kells,  M.  D. 

.ackson 

Six  years 

C.  A.  Rice,  M.  D. 

Brandon 

Six  years 

Sixth  District — 

R.  G.  Wharton,  M.  D. 

Port  Gibson 

Four  years 

P.  F.  Whitehead,  M.  D. 

Vicksburg 

Four  years 

During  1878  (the  year  after  the  appointments 
were  made)  the  great  yellow  fever  scourge  visited 
the  state  and  four  of  the  above-named  members  of 
the  State  Board  of  Health  lost  their  lives.  They 
were:  Drs.  E.  W.  Hughes,  P.  F.  Whitehead,  A.  H. 
Cage,  and  W.  M.  Compton. 


REPORT  TUBERCULOSIS. 

Dr.  H.  C.  Ricks,  Director,  Bureau  of  Communi- 
cable Diseases,  Mississippi  State  Board  of  Health, 
calls  the  attention  of  all  physicians  to  the  law 
which  requires  that  all  cases  of  tuberculosis  shall 
be  reported  by  name  to  the  Secretary  of  the  State 
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Board  of  Health.  Under  the  present  scheme  of 
obtaining  reports,  such  reports  should  be  made 
through  the  County  Health  Officer  in  the  same  way 
that  reports  of  other  communicable  diseases  for 
which  clinical  report  cards  are  required  are  made. 


PREVENTABLE  DISEASES. 

The  report  of  the  Bureau  of  Communicable 
Diseases  of  the  Mississippi  State  Board  of  Health 
for  the  month  of  October,  1930,  shows  128  cases  of 
typhoid  fever,  4 cases  of  small-pox,  and  301 
cases  of  diphtheria.  All  of  these  diseases  were 
preventable ! 


ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

The  regular  monthly  and  annual  meeting  of  the 
Issaquent-Sharkey-Warren  Counties  Medical  So- 
ciety, in  joint  session  with  the  Fifth  District  Medi- 
cal Society  of  Louisiana,  was  held  at  Vicksburg  on 
December  9 with  112  in  attendance. 

Guests  of  the  Society  included  physicians  from 
five  states. 

During  the  banquet  the  following  distinguished 
guests  were  introduced  and  made  brief  talks:  Dr. 

F.  J.  Underwood,  Jackson,  President,  Southern 
Medical  Association;  Dr.  William  Gross  Harrisoh, 
Birmingham,  Vice-President,  Southern  Medical 
Association  and  President,  Alabama  State  Medical 
Association;  Dr.  Hermann  B.  Gessner,  New 
Orleans,  President  Louisiana  State  Medipal 
Society;  Dr.  E.  F.  Howard,  Vicksburg,  President, 
Mississippi  State  Medical  Association;  Dr.  John  C. 
Culley,  Oxford,  President-elect,  Mississippi  State 
Medical  Association;  Dr.  C.  L.  Mengis,  Sterling- 
ton,  La.,  President,  Fifth  District  Medical  Society; 
Dr.  F.  P.  Rizzo,  Monroe,  Secretary,  Fifth  District 
Medical  Society;  Dr.  C.  L.  Mull,  Oxford,  Dean, 
Medical  School,  University  of  Mississippi;  Dr. 
Daniel  J.  Williams,  Gulfport,  President,  Council, 
Mississippi  State  Medical  Association;  Dr.  D.  W. 
Jones,  Jackson,  Councilor  of  Fifth  District,  Secre- 
tary of  Council,  Mississippi  State  Medical  Associ- 
ation. 

The  scientific  program  included  addresses  as  fol- 
lows : 

The  Occurrence  of  Luetic  Nephritis  in  Infancy 
and  Childhood.- — Dr.  W.  W.  Butterworth,  New 
Orleans. 

The  Anatomy  and  Surgical  Treatment  of  Undes- 
cended.  Testicle. — Dr.  Virgil  S.  Counseller,  Roch- 
ester, Minn. 

Cardiac  Pain;  Characteristics  and  Significance. 
— Dr.  James  G.  Carr,  Chicago,  111. 

During  the  meeting,  at  the  request  of  Dr.  A.  G. 
Payne,  Greenville,  President-elect,  Tri-State  Medi- 
cal Association,  it  was  announced  that  the  next 
meeting  of  the  Association  would  be  held  in  Mem- 
phis about  the  middle  of  February.  Letters  and 


telegrams  of  regret  for  non-attendance  were  read 
from  Drs.  H.  W.  Kostmayer,  New  Orleans;  M.  Y. 
Dabney,  Birmingham,  Editor,  Journal  Southern 
Medical  Association;  J.  H.  Musser,  New  Orleans, 
Editor,  New  Orleans  Medical  and  Surgical  Journal; 
Dr.  S.  J.  Couvillon,  Moreauville,  First  Vice-Presi- 
dent, Louisiana  State  Medical  Society;  Dr.  C.  A. 
Weiss,  Baton  Rouge,  Louisiana,  Second  Vice- 
President,  Louisiana  State  Medical  Society;  Dr. 
James  S.  McLester,  Birmingham;  Dr.  E.  E.  Bar- 
low,  Dermott,  Ark.,  President,  Arkansas  State 
Medical  Association;  Dr.  C.  P.  Talbot,  New 
Orleans,  General  Manager,  New  Orleans  Medical 
and.  Surgical  Journal;  Dr.  S.  C.  Barrow,  President- 
elect, Louisiana  State  Medical  Society,  Shreveport. 

The  following  officers  for  the  year  of  1931  were 
elected:  President,  Dr.  J.  B.  Benton,  Valley  Park; 
Vice-President,  Issaquena  County,  Dr.  T.  W.  Huey, 
Grace;  Vice-President,  Sharkey  County,  Dr.  H.  S. 
Goodman,  Cary;  Vice-President,  Warren  County, 
Dr.  F.  M.  Smith,  Vicksburg;  Secretary-Treasurer, 
Dr.  L.  S.  Lippincott,  Vicksburg;  Member  of  Board 
of  Censors  for  three  years,  Dr.  L.  J.  Clark,  Vicks- 
burg; Member  of  Committee  on  Medical  Defense, 
Dr.  E.  F.  Howard,  Vicksburg. 

Dr.  John  Edwin  Quidor,  Vicksburg,  was  elected 
to  membership  in  the  Society. 

A feature  of  the  meeting  was  the  presence  of  the 
President  and  Vice-President  of  the  Southern  Medi- 
cal Association  and  three  Presidents  of  State 
Associations. 


VICKSBURG  SANITARIUM. 

The  regular  meeting  of  the  Staff  of  the  Vicks- 
burg Sanitarium  was  held  on  December  11  with 
Dr.  L.  J.  Clark,  President,  presiding. 

After  analysis  of  the  work  of  the  hospital  for 
the  month  of  November,  special  case  reports  were 
presented  as  follows: 

Carcinoma  of  the  Ovary. — Dr.  G.  M.  Street. 

Discussed  by  Drs.  A.  Street,  L.  S.  Lippincott, 
S.  W.  Johnson,  J.  A.  K.  Birchett,  Jr.,  and  C.  S. 
Clayton. 

Intestinal  Obstruction  Complicated  by  Preg- 
nancy.— Dr.  J.  A.  K.  Birchett,  Jr. 

Dr.  A.  Street  presented  a report  of  the  recent 
meeting  of  the  Southern  Medical  Association  at 
Louisville. 

(Selected  radiographic  studies  were  shown  and 
discussed  as  follows:  Fracture  of  femur;  fracture 
of  tibia  and  fibula  ( 2 cases) ; carcinoma  of  media- 
stinal glands,  metastatic  from  carcinoma  of  breast; 
pulmonary  tuberculosis,  probably  arrested;  carci- 
noma of  the  rectum;  inverted  stomach. 

Officers  for  the  year  of  1931  were  elected  as 
follows : 

President,  Dr.  G.  C.  Jarratt;  Vice-President, 
Dr.  L.  J.  Clark;  Secretary,  Dr.  L.  S.  Lippincott. 


BOOK  REVIEWS 


Internal  Medicine:  By  Sir  Humphrey  Rolleston, 
Bart.,  G.  C.  V.  0.,  K.  C.  B.,  M.  D.,  Hon.  D.  Sc. 

D.  C.  L.,  LL.  D.  New  York,  Paul  B.  Hober, 
Inc.  1930.  Pp.  92. 

Another  one  of  the  series  of  hand  books  of  medi- 
cal history  edited  by  Krumbhaar,  dealing  in  this 
instance  with  the  story  of  internal  medicine. 
Delightfully  presented  and  written  with  decided 
charm,  Rolleston’s  rather  succinct  and  brief  re- 
view of  the  history  of  internal  medicine  will  well 
repay  perusing  by  those  interested  in  a narrative 
of  the  development  of  the  science  of  medicine. 

J.  H.  Musser,  M.  D. 


Manual  of  Physiology  for  Students  and  Practition- 
ers: By  H.  Willoughby  Lyle,  M.  D.,  B.  S. 

(Lond.),  F.  R.  C.  S.  (Eng.)  and  David  deSouza, 
M.  D.,  D.  Sc.  (Lond.),  F.  R.  C.  P.  (Lond.)  3rd 
ed.  Oxford  University  Press.  1930.  3 pi.,  138 
fig.  803. 

A third  edition  of  a work,  first  published  in  1911, 
and  written  from  the  point  of  view  of  giving  the 
student  of  physiology  in  a book  of  convenient  size 
the  chief  facts  of  physiology.  This  it  does  con- 
cisely and  accurately.  Such  a book  is  not,  how- 
ever, a substitute  for  the  text-books  of  physiology 
dealing  as  they  do  with  the  historical  development 
of  the  facts  of  physiology  as  they  result  from 
observation,  experiment  and  interpretation. 

Henry  Laurens,  Ph.  D. 


Principles  and  Practice  of  Medicine:  By  Sir  Wil- 
liam Osier,  M.  D.,  F.  R.  S.  & Thomas  McCrae, 
M.  D.  11th  ed.  New  York.  D.  Appleton  & Co. 
1930. 

Osier’s  and  McCrae’s  “The  Principles  and  Prac- 
tice of  Medicine”  makes  its  appearance  in  the  11th 
Edition,  and  from  the  standpoint  of  its  suitability 
as  a text  book  for  students,  causes  considerable 
discussion  at  this  time.  The  present  trend  of 
using,  as  a text,  one  written  by  a multiplicity  of 
experts  in  polyglot  styles  carries  with  it  objections 
not  occasioned  by  a treatise  on  the  entire  field  of 
internal  medicine  which  comes  from  the  pen  of 
one  man.  If  we  could  conceive  of  an  omniscient 
individual  “who  knew  medicine”  and  who  could 
present  in  one  small  volume  what  he  thinks  are 
the  essentials,  we  would  indeed  have  the  ideal 
medical  text  book.  In  Osier’s  day  when  clinical 
medicine  was  unembellished  and  ungarnished  by 
endless  experimental  aids  and  abettments  and  he, 
the  Arch-Clinician  was  regarded  as  one  whose  word 
was  law  and  whose  opinion  dare  not  be  questioned, 
his  book  answered  the  need.  However,  in  the 
past  few  years  of  devastating  specialization  and 
investigation  with  the  attendant  advances  any 


single  brain  child  is  put  to  shame  by  the  combined 
efforts  of  many. 

Faithful  to  the  senior  author,  the  editor  immor- 
talizes his  style  so  that  it  is  difficult  to  tell  which 
parts  are  written  by  whom  and  quotations  from 
the  literature  of  1929  seem  to  flow  from  the  pen 
of  Sir  William  himself. 

Considerable  alterations  or  additions  have  been 
made  to  Undulant  Fever,  Diabetes  Mellitus  (includ- 
ing the  use  of  Synthalin),  Duodenitis,  Cardiospasm 
(Phrenospasm) , Hemorrhagic  Nephritis,  Nephrosis, 
Nephritis  in  general,  Purpura  (the  various  forms), 
Paroxysmal  Cardiac  Dyspnea,  Infantile  Splenic 
Anemia,  Glosso-pharyngeal  Neuralgia,  and  Com- 
pression Fractures  of  the  Spine. 

The  following  clinical  gems  have  been  added: 
Melioidosis,  Uveoparatid  Fever,  Bacillus  faecalis 
alfcaligenes  Infection,  Exanthema  Subitum,  Poison- 
ing from  Radio-active  Substances,  Poisoning  from 
Arseniuretted  Hydrogen,  Poisoning  from  Methyl 
Chloride,  Hypoglycemia,  Asbestosis,  Pentosuria, 
Subacute  Leukemia,  Coronary  Artery  Aneurism, 
Macrogenitosomia  Praecox,  Myelophthisic  Splen- 
omegaly, Lipoid  Histocytosis,  Post-vaccinal 
Encephalitis,  Encephalitis  Periaxialis  Diffusa, 
Centro-labor  Cerebral  Sclerosis,  Osteitis  Firbosa 
Cystica,  Albers-Schonberg  Disease,  Spondylolis- 
thesis, Defects  in  Membranous  Bones  with  Exoph- 
thalmos and  Diabetes  Insipidus,  Hypophyseal 
Cachexia,  and  Hemiballismus. 

Despite  the  obvious  objections  to  the  book  one 
can  not  deny  that  it  is  the  best  book  of  its  type 
we  know  and  it  will  probably  enjoy  a limited  period 
of  usefulness  as  a text.  Whether  it  can  be  per- 
petuated ad  infinitum,  however,  is  very  doubtful. 

Maurice  Sullivan,  M.  D. 


Diseases  of  the  Skin:  A Text-book  for  Practitioners 
and  Students:  By  George  Clinton  Andrews,  A. 
B.,  M.  D.  Philadelphia.  W.  B.  Saunders  Com- 
pany, 1930.  998  illus.  pp.  1091. 

Dr.  Andrews  has  divided  his  subject  into  thirty- 
six  chapters  and  index. 

The  chapters  on  Roentgen-ray  Therapy,  Super- 
Soft  X-Rays  (w  Rays,  Grenz  Rays),  Radium  Ther- 
apy, Ultra-Violet  Light,  and  Surgical  Diathermy 
are  master  pieces  in  themselves.  The  chapter  on 
Syphilis  is  also  well  above  par.  The  author  has 
spared  no  expense  or  time  in  collecting  illustra- 
tions, a very  complete  bibliography,  and  the  last 
accepted  opinion  on  Fungi,  Tropical  Diseases  and 
Neoplasms.  Dr.  Andrews  has  learned  from  hard 
work  and  late  study  in  American  and  European 
clinics  what  should  be  included  in  a text  for  Study, 
Reference  and  Practice.  Here  it  is! 

M.  T.  Van  Studdiford,  M.  D. 
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Le  Ditabete  Sucre,  Son  Traitement:  Par  P.  A. 

Carrie.  Paris.  G.  Doin  & Cie.  1930.  94  pp. 

A concise,  practical  presentation  of  the  problem 
of  the  treatment  of  the  diabetic  patient.  It  can  be 
heartily  recommended  to  the  French  reading  mem- 
bers of  the  profession. 

While  the  dominating  influence  of  the  French 
school  (chiefly  that  of  Marcel  Labbe)  is  naturally 
apparent  throughout,  still  generous  recognition  is 
given  to  the  numerous  valuable  contributions,  par- 
ticularly by  Americans  and  Germans.  In  this  con- 
nection it  may  be  urged  that  a proper  bibliography 
or  at  least  the  addition  of  footnotes  giving  definite 
references  would  add  greatly  to  the  value  of  the 
work. 

The  author  follows,  in  general,  the  views  now 
generally  accepted  in  America.  He  strives  to  ren- 
der simple  the  instructions  for  determining  the 
proper  diet  for  any  given  patient.  The  reviewer 
is  in  hearty  sympathy  with  this  endeavor,  and  re- 
grets that  the  author  may  have  somewhat  con- 
fused his  readers  by  inserting  alternate  methods 
of  calculation  as  suggested  by  various  Americans. 
Insulin  is  apparently  resorted  to  more  reluctantly 
in  France  than  in  the  United  States.  The  author 
refers  to  and  apparently  employs  methods  of  under- 
nutrition, all  of  which  have  been  given  up  in  this 
country.  I.  I.  Lemann,  M.  D. 


The  Pathology  of  Diabetes  Mellitus:  By  Shields 
Warren,  M.  D.  With  a foreword  by  Elliott  P. 
Joslin,  M.  D.  Philadelphia.  1930.  Lea  & 
Febiger.  212  pp. 

This  study  is  based  on  the  autopsies  of  300  dia- 
betics and  200  non-diabetics.  The  author  begins 
by  considering  the  historical  development  of  the 
pancreatic  theory  of  diabetes.  He  then  takes  up 
in  turn  the  evidence,  pro  and  con,  of  the  involve- 
ment of  the  whole  organ,  the  involvement  of  the 
islet  tissue  and  the  acinar  tissue,  and  of  the  transi- 
tion theory  of  the  interrelation  of  islands  and  acini. 
He  then  points  out,  justly,  that  the  cases  of  hyper- 
insulinism  due  to  carcinoma  of  the  islands  of  Lan- 
gerhans  reported  in  the  last  few  years  have  served 
to  clinch  the  truth  of  the  insular  hypothesis.  His 
experience,  however,  has  shown  that  “practically 
any  lesion  found  in  the  pancreas  of  diabetic  indivi- 
duals either  involving  the  island  tissue,  the  acinar 
tissue  or  both  can  be  duplicated  in  the  pancreas 
of  non-diabetics.  However,  the  frequency  of  lesions 
of  the  islands  is  much  less  in  non-diabetic  indivi- 
duals than  in  diabetics.  Therefore,  the  occurrence 
of  any  of  the  generally  accepted  insular  lesions 
may  be'  considered  as  presumptive  evidence  of  dia- 
betes. However,  without  information  of  the  pre- 
vious clinical  course  or  without  studies  of  the  glyco- 
gen distribution  in  other  organs,  the  diagnosis 
of  diabetes  cannot  be  made.  Interstitial  pancreati- 
tis occurs  too  frequently  and  too  wide  a range  of 


disease  processes  to  be  considered  a characteristic 
lesion  of  diabetes.  Lipomatosis  is  probably  more 
nearly  related  to  the  amount  of  stored  fat  in  the 
body  than  it  is  to  pathological  changes  in  the  pan- 
creas.” “In  any  case,  the  pathology  of  the  pan- 
creas in  diabetes  cannot  be  considered  as  static. 
As  seen  at  any  one  time  it  represents  a balance 
struck  between  the  factors  tending  to  produce 
degenerative  changes  of  the  islands  and  the  regen- 
erative powers  of  the  pancreas.”  “The  pancreas  in 
diabetes  is  not  simply  the  scarred  field  of  an  old 
battle  ground,  but  is  the  actual  field  of  conflict.  It 
does  not  submit  without  a struggle  to  injury,  but 
endeavors  to  regenerate.” 

Dr.  Warren’s  work  is  not  confined  to  the  path- 
ology of  the  pancreas.  He  has  covered  adequately 
the  whole  field  of  pathological  changes  occurring 
in  the  diabetic,  and  apparently  related  to  the 
diabetic  process.  The  chapter  concerning  the  in- 
volvement of  the  spleen  and  the  reticulo-endothelial 
system  by  the  abnormal  deposition  of  lipoid  mate- 
rial therein  is  of  particular  interest.  Diabetics 
have  a disturbed  fat  metabolism  and  suffer  more 
commonly  from  gall-stones  than  do  non-diabetics. 
Naturally,  the  author  has  to  discuss  the  old  ques- 
tion of  the  relation  of  the  gall-bladder  disease  and 
diabetes,  and  to  consider  whether  diabetes  or  gall- 
bladder disease  appeared  first.  He  does  not,  how- 
ever, come  to  any  conclusion. 

Of  the  greatest  importance  is  the  relationship  of 
the  disturbance  of  fat  metabolism  to  the  production 
of  arteriosclerosis  leading  not  only  to  gangrene  of 
the  extremities,  but  also  to  coronary  occlusion  and 
infarction  of  the  heart. 

Dr.  Warren’s  book  is  a welcome  and  important 
addition  to  our  knowledge  of  diabetes. 

I.  I.  Lemann,  M.  D. 


The  Mycoses  of  the  Spleen:  By  Alexander  George 
Gibson,  M.  D.,  F.  R.  C.  P.  New  York,  The 
Macmillan  Co.  1930.  Pp.  169. 

This  little  volume  of  some  160  pages  is  a pre- 
sentation of  the  investigations  of  Dr.  Gibson  in 
regard  to  the  mycelial  origin  of  certain  spleno- 
megalies. He  believes  that  acholuric  jaundice, 
splenic  anemia  and  Banti’s  disease  are  infective 
in.  origin  and  that  the  infective  agent  is  a strepto- 
thrix.  This  organism  was  obtained  in  most 
instances  from  the  spleen.  Gibson’s  work  is  corro- 
borated mainly  by  the  French  school  headed  by 
Prof.  Nanta.  In  this  country  and  England  spleen 
cultures  failed  to  demonstrate  the  presence  of 
mycotic  organisms  in  the  splenomegalies.  While 
the  book  is  well  written  and  sounds  quite  convinc- 
ing, it  clearly  does  not  settle  the  etiology  of  this 
group  of  diseases  until  much  further  confirmation 
is  at  hand.  Whatever  the  ultimate  result  may  be, 
it  is  safe  to  say  that  Dr.  Gibson’s  book  should 
stimulate  further  research  in  this  interesting  field. 

Randolph  Lyons,  M.  D. 
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Warren’s  Handbook  of  Anatomy:  By  John  War- 

ren, M.  D.,  and  Robert  M.  Green,  M.  D.  Cam- 
bridge, Harvard  University  Press.  1930. 
xiv+384  pp.,  324  illus. 

At  the  death  of  Doctor  Warren,  over  two  years 
ago,  his  projected  topographical  atlas  of  anatomy 
was  left  unfinished.  Though  the  original  plan  of 
the  work  has  been  modified,  the  present  volume 
embodies  the  extensive  series  of  drawings  which 
had  been  completed,  accompanied  by  text  written 
largely  by  Doctor  Green.  “This  volume  is  intended 
to  be  an  atlas,  with  a descriptive  text  designed  to 
adapt  it  as  a handbook  for  dissection  and  as  a 
work  of  reference  for  the  surgeon  and  practitioner 
rather  than  as  a complete  textbook  of  anatomy.” 
The  arrangement  of  the  illustrations  and  text 
is  regional,  with  parts  devoted  successively  to: 
head  and  neck;  trunk;  upper  extremity;  lower 
extremity;  thoracis  cavity;  abdominal  cavity;  pel- 
vic cavity;  perineal  region.  The  dissections  are 
planned  especially  for  the  demonstration  of  import- 
ant relationships,  and  on  the  whole  the  drawings 
illustrating  them  are  of  excellent  workmanship. 

Harold  Cummins,  Ph.  D. 


The  Hair;  Its  Care,  Diseases  and  Treatment:  By 
W.  J.  O’Donovan,  0.  B.  E.,  M.  D.  (Lond.), 
M.  R.  C.  P.  Philadelphia,  P.  Blakeston’s  Son 
& Co.  Inc.  1930.  Pp.  218. 

In  this  book,  facts  are  evaluated,  ad  seriatum, 
due  prominence  given  to  the  most  important:  a 
compact  presentation  of  the  subject  with  practi- 
cally no  irrevalent  matter. 

The  chapters  pertaining  to  prophylaxis  are 
excellent.  T.  A.  Maxwell,  M.  D. 


Medical  and  Surgical  Year  Book:  Physicians 

Hospital  of  Plattsburgh,  Vol.  1,  1929.  Platts- 
burgh, N.  Y.,  Wm.  H.  Miner  Foundation. 
1930.  pp.  322. 

This  year  book  deserves  high  commendation. 
Although  its  varied  contents  includes  no  articles 
of  glaring  originality  there  are  several  of  unusual 
interest.  Campbell  reports  a case  of  extensive 
coronary  thrombosis,  whose  electrocardiograph 
tracing  was  normal  and  whose  pulse  until  36  hours 
before  death  was  regular  with  good  quality,  and 
had  a rate  of  80  per  minute.  The  symptom  of 
cardiac  pain  was  the  important  factor  in  making 
the  diagnosis.  The  best  and  completest  article  is 
Parounagian’s  “Diagnosis  of  Congenital  Syphilis 
and  Its  Role  in  the  Etiology  of  Degenerative 
Disease.”  Dr.  Walter  Shiever  makes  a dedicatory 
address  in  appreciation  of  the  memory  of  William 
Beaumont  and  traces  the  life  history  of  that 
romantic  figure,  describing  in  fascinating  fashion 
his  ups  and  downs  and  the  immortal  Alexis  St. 
Martin  of  gastric  juice  fame. 


To  the  editor  and  not  the  authors,  however, 
should  go  the  most  of  the  credit.  The  binding, 
arrangement,  printing,  photographic  reproductions 
and  charts  are  splendid. 

Maurice  Sullivan,  M.  D. 
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PHYSICAL  DIAGNOSIS  OF  RHEU- 
MATIC HEART  DISEASE  IN 
CHILDREN.* 

by  hugh  mcculloch,  m.  D.,t 

St.  Louis,  Mo. 

The  purpose  of  this  paper  is  to  direct 
attention  to  the  symptoms  and  signs  which 
point  to  rheumatic  heart  disease  in  chil- 
dren and  which  leads  them  to  seek  medical 
advice;  to  direct  attention  to  the  manner 
in  which  the  physical  signs  in  such  chil- 
dren differ  from  those  in  adults  with  heart 
disease,  and  to  emphasize  certain  impor- 
tant physical  signs  in  the  recognition  of 
valvular  lesions,  particularly  in  children. 

Heart  disease  in  children  originates  as 
a result  of  some  type  of  infection,  usually 
in  the  nose  and  throat,  due  to  streptotocci. 
Associated  with  the  heart  disease  is  rheu- 
matism, chorea  and  occasionally  nephritis. 
A few  children  suffer  from  congenital 
developmental  defects  in  the  heart  and 
because  of  this  defect  may  be  predisposed 
to  acquire  heart  disease  later  in  life.  Such 
children,  however,  represent  only  a small 
number  of  those  with  acquired  heart  dis- 
ease who  are  seen  after  the  first  two  years 
of  life.  Occasionally  other  infections,  such 
as  diphtheria  and  influenza,  may  produce 
a cardiac  lesion  and  be  followed  by  symp- 
toms of  heart  disease.  Such  children  again 
form  a fairly  small  number  observed  in 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  La.,  April  30,  1930. 

fFrom  the  Department  of  Pediatrics,  Washing- 
ton University  School  of  Medicine  and  the  St.  Louis 
Children’s  Hospital. 


a heart  clinic.  By  far  the  largest  number 
of  children  attending  a clinic  give  a his- 
tory of  a rheumatic  infection  at  some 
previous  time  and  form  the  most  impor- 
tant group  for  study. 

SYMPTOMS  AND  SIGNS  WHICH  POINT  TO  RHEUMATIC 
HEART  DISEASE  IN  CHILDREN. 

Children  with  rheumatic  heart  disease 
seek  advice  for  one  of  three  symptoms. 
The  most  common  symptom  is  that  of 
fatigue.  The  child  tires  easily,  is  not  able 
to  undertake  more  than  ordinary  exertion 
without  distress,  does  not  eat  well  and  is 
restless  at  night.  The  second  important 
symptom  seen  in  these  children  is  painful 
joints  and  extremities.  This  pain  is  often 
ill  defined  and  poorly  localized;  it  may 
show  itself  chiefly  at  night  after  a day’s 
activity,  causing  restlessness  and  moaning 
in  sleep.  Occasionally  it  takes  the  form 
of  definite  pains  with  objective  signs  of 
swelling,  tenderness  and  redness  coming  in 
attacks  and  migrating  from  one  joint  to 
another.  The  third  common  symptom  pre- 
sented by  these  patients  is  that  of  failure 
to  grow  and  gain  in  weight.  This  can  be 
noted  at  school  or  when  children  are  under 
constant  medical  observation  over  periods 
of  time.  These  three  symptoms  are  to  be 
found  in  the  child  who  seeks  relief  early 
in  the  course  of  rheumatic  heart  dis- 
ease. Occasionally  other  symptoms  may 
be  present,  such  as  fever  of  undetermined 
origin,  skin  rash,  chorea,  frequent  colds 
and  tonsilitis.  Children  who  present  signs 
of  congestive  heart  failure,  i.  e.,  dyspnea, 
edema,  cyanosis,  etc.,  have  advanced  far 
in  the  progress  of  rheumatic  heart  disease, 
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though  occasionally  in  children  with  low 
resistance  and  with  a severe  rheumatic  in- 
fection, congestive  failure  may  appear 
early  in  the  course  of  the  infection.  These 
children  with  aplastic  responde  to  the  in- 
fection, however,  are  fortunately  not  very 
common.  Again,  children  with  rheumatic 
heart  disease  are  discovered  when  a child 
is  examined  in  the  course  of  some  other 
acute  infection  or  when  the  rheumatic 
heart  disease  simulates  some  other  acute 
infection  such  as  pneumonia,  nephritis, 
etc.  Recent  studies  by  Coombs(1)  of  chil- 
dren in  a heart  clinic  indicates  that  of  all 
children  seen  in  the  clinic,  only  about  one- 
third  come  voluntarily  for  advice  because 
of  one  of  these  manifestations  of  rheu- 
matic fever  and  heart  disease. 

The  largest  number  of  children  suffer- 
ing from  organic  heart  disease  due  to 
rheumatism  or  any  other  cause  are  found 
in  the  course  of  routine  or  periodic  physi- 
cal examinations  at  school,  at  camps  and 
the  course  of  some  other  disease.  Physical 
examination  during  convalescence  from 
such  a disease  is  a particularly  fruitful 
time  for  discovery  of  the  heart  disease. 
Such  children  may  on  careful  study  give  a 
history  of  fatigue,  painful  joints  and 
periods  of  slow  growth  and  gain  in 
weight ; they  also  give  a history  of  rather 
frequent  nose  and  throat  infections.  These 
symptoms,  however,  have  not  been  present 
in  such  children  to  a degree  sufficient  to 
bring  them  to  a physician  for  medical 
advice.  Coombs’(1)  study  has  shown  that 
about  two-thirds  of  the  children  in  a car- 
diac clinic  belong  to  this  group.  It  is 
obvious  from  this  observation  and  from 
common  knowledge  that  in  order  to  recog- 
nize this  type  of  child  the  examining 
physicians  should  make  careful  physical 
examinations  of  all  children  applying  for 
medical  advice,  particularly  children  who 
are  not  “up  to  par.”  In  this  way  many 
cases  with  early  or  slight  degrees  of  rheu- 
matic heart  disease  will  be  recognized  in 
territory  supposedly  free  of  this  infection. 
This  is  the  lesson  which  was  learned  years 


ago  in  the  early  recognition  of  tuberculosis. 
Indeed,  such  symptoms  of  fatigue,  colds, 
failure  to  grow  and  pallor  will  always  call 
for  a consideration  of  tuberculosis  and 
heart  disease  in  the  differential  diagnosis. 

MANIFESTATIONS  OF  RHEUMATIC  FEVER  AND  HEART 
DISEASE  IN  CHILDREN  AS  COMPARED  WITH  ADULTS. 

It  has  been  pointed  out  by  Swift, <2) 
that  the  manifestation  of  rheumatic  fever 
varies  with  the  age  at  which  the  patient 
has  the  attack  of  rheumatism  and  at  which 
the  heart  disease  develops.  The  younger 
child  shows  more  frequently  a generalized 
infection  involving  the  heart  and  its  main 
blood  vessels,  the  peripheral  arteries  and 
vital  structures  of  the  body.  These  lesions 
have  been  called  proliferative  and  are 
made  up  of  changes  arising  in  the  fixed 
tissue  cells  of  the  body.  In  most  charac- 
teristic form  they  constitute  the  rheumatic 
nodule  to  be  found  about  joints,  tendon 
sheaths  and  aponeuroses  and  in  the  heart 
in  the  form  of  Aschoff  bodies.  These 
lesions  are  made  up  of  fibroblasts,  epithe- 
loid  cells,  occasionally  plasma  cells  grouped 
about  a central  area  of  hyalin  material 
with  a giant  cell.  These  changes  account 
for  the  progressive  feature  of  the  valvul- 
itis, the  myocardial  lesion  and  the  obliter- 
ating adhesive  pericarditis.  Musser  and 
Herrmann(3)  have  pointed  out  the  fre- 
quency of  pericarditis,  have  emphasized 
its  silent  insidious  progress  and  the  diffi- 
culties of  its  diagnosis.  They  account  for  the 
lesions  to  be  found  in  the  lungs,  the  pleura, 
spleen,  kidney  and  peripheral  arterioles. 
They  correspond  to  the  widely  distributed 
miliary  lesions  in  tuberculosis  in  young 
children  and  represent  a hyperplastic  re- 
sponse of  the  child  to  the  rheumatism. 

In  the  older  adolescent  child  and  in  early 
adult  life,  the  manifestations  of  rheuma- 
tism are  apt  to  take  on  the  form  of  an 
acute  attack  consisting  of  joint  pains  with 
redness,  swelling  and  tenderness;  fever, 
leukocytosis,  erythema  multiforme  and  cho- 
rea. These  symptoms  are  due  to  changes 
in  the  wandering  elements  of  the  blood  and 
body  tissue  namely  edema,  leukocytosis, 
capillary  dilatation  and  reaction.  They 
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rarely  call  forth  changes  in  the  fixed  tissue 
elements.  These  exudative  phenomena  re- 
spond usually  to  salicylates,  the  attack  sub- 
sides and  no  trace  is  left  of  the  change 
which  existed.  They  account  for  the  toxic 
features  of  rheumatism.  In  such  cases  the 
heart  shows  the  same  changes  in  the  valves 
which  was  to  be  found  in  the  joints,  occa- 
sionally in  the  muscle,  and  in  the  pericar- 
dium there  may  be  an  attack  of  acute 
serofibrinous  pericarditis.  An  acute  pneu- 
monic infection  of  this  same  nature  may 
occur.  While  a child  may  show  signs  be- 
longing to  this  exudative  group,  the  ten- 
dency is  for  the  young  child  to  have 
proliferative  phenomena  and  for  the  older 
child  to  have  exudative  phenomena.  Age 
is,  therefore,  of  importance  in  determining 
the  type  of  attacks  the  patient  will  have. 
In  adult  life  single  attacks  of  acute  rheu- 
matism are  the  rule.  In  childhood,  and 
particularly  in  younger  children  multiple 
attacks  are  the  rule,  and  it  is  at  this 
period  of  life  when  the  progressive  pro- 
liferative lesions  creep  on  without  many 
symptoms.  The  probability,  therefore,  of 
structural  changes  occurring  throughout 
the  body  and  particularly  in  the  heart  are 
much  more  likely  in  the  young  child. 

Age  is  of  importance  in  determining  the 
probability  of  the  heart  involvement  dur- 
ing the  attack  since  the  infection  is  always 
more  widespread  in  a young  child.  This 
again  is  similar  to  the  process  of  tuber- 
culosis where  the  younger  child  tends  to 
show  extensive  military  lesions,  whereas 
the  older  individual  shows  localized  focal 
changes.  When  the  first  attack  occurs  in 
childhood,  the  probability  of  heart  in- 
volvement in  some  degree  is  almost  cer- 
tain. If  the  first  attack  occurs  in  adult 
life,  irrespective  of  the  severity  of  the 
exudative  signs,  the  chances  are  that  such 
a patient  will  escape  permanent  heart  in- 
jury. Furthermore,  the  probability  of 
second  attacks  of  rheumatism  are  much 
greater  in  children  than  in  adults  and 
since  each  attack,  whether  first  or  second 
or  subsequent,  has  the  same  chances  of 


involving  the  heart,  it  would  seem  that 
when  rheumatism  once  starts  in  childhood 
it  would  be  difficult  for  the  child  to  escape 
heart  injury. 

PHYSICAL  SIGNS  IN  CHILDREN  AS  COMPARED 
WITH  ADULTS. 

Since  the  onset  of  rheumatism  is  usually 
in  childhood,  it  should  be  a period  of  life 
when  an  excellent  opportunity  presents 
itself  to  see  the  early  heart  lesion  of 
rheumatic  infection.  After  studying  a 
large  group  of  children  of  this  kind,  it  is 
apparent  that  proper  allowance  is  not  made 
for  the  early  signs  of  the  heart  lesion  in 
the  usual  description  of  heart  disease  in 
text  books.  The  changes  that  occur  in  the 
precordium  with  bulging,  deformity  and 
pulsation  are  extremely  common.  The  ex- 
tensive involvement  of  the  heart  with  val- 
vulitis, endocarditis,  aortitis,  enlargement 
of  the  heart  and  pericarditis,  either  acute 
serofibrinous  or  chronic  adhesive  is  clear. 
In  the  past,  a great  deal  of  emphasis  has 
been  placed  on  the  presence  or  absence  of 
systolic  murmurs  at  the  apex  in  such  chil- 
dren. While  such  murmurs  are  usually 
present  in  children  with  rheumatic  heart 
disease,  it  must  be  fully  recognized  that 
the  murmurs  also  occur  at  times  in  many 
children  when  there  is  no  actual  heart 
injury.  Either  the  murmur  is  caused  by 
some  transient  condition  or  by  some  con- 
dition which  has  no  relation  to  heart  dis- 
ease. It  would  seem  that  less  emphasis, 
therefore,  should  be  placed  on  either  the 
presence  or  absence  of  such  a murmur.  At 
the  same  time,  insufficient  importance  has 
been  placed  on  the  evidence  of  cardiac 
enlargement.  It  is  true  that  all  children 
with  rheumatic  heart  disease  show  some 
degree  of  cardiac  enlargement  and  that 
such  enlargement  is  rarely  caused  by  ex- 
traneous or  transient  conditions.  This 
should  be  a most  important  sign  in  determ- 
ining the  presence  of  heart  disease  in  young 
children.  Careful  palpation  of  the  precor- 
dium offers  a most  satisfactory  routine  bed- 
side method  for  such  determinations. 

Recently  the  American  Heart  Associa- 
tion(4)  has  established  important  criteria 
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to  be  met  for  the  diagnosis  of  the  various 
heart  lesions.  These  criteria  have  been 
carefully  selected  from  the  large  group  that 
are  known  to  occur  and  represent  signs 
that  are  essential  in  making  a diagnosis. 
A study  of  these  criteria  indicates  that  the 
most  important  valvular  lesions  in  patients 
with  rheumatic  heart  disease  are  mitral 
valvulitis  (stenosis  and  insufficiency)  and 
aortic  valvulitis  (insufficiency).  A study 
of  the  children  in  the  Cardiac  Clinic  of  the 
St.  Louis  Children’s  Hospital  indicates 
that  a larger  number  show  signs  of 
aortic  insufficiency  than  is  usually  sup- 
posed. The  lesions  in  this  valve  may  occur 
alone  or  in  combination  with  mitral  val- 
vulitis. Recently  pathological  studies*5*  in- 
dicate that  the  pulmonary  valve  is  in- 
volved occasionally  and  probably  in  a 


greater  frequency  that  has  hitherto  been 
suspected.  It  has  been  our  observation 
that  physical  signs  of  aortic  insufficiency 
can  be  seen  best  and  more  frequently  in 
those  children  who  are  in  good  condition 
with  good  muscle  compensation.  During 
periods  of  congestive  cardiac  failure  the 
physical  signs  may  diminish  or  disappear, 
particular  the  aortic  diastolic  murmur 
which  is  usually  heard  along  the  left 
sternal  border,  whereas  the  vascular  signs 
persist  and  become  exaggerated.  The  phy- 
sical signs  are  otherwise  similar  to  those 
seen  in  adults.  In  adults  aortic  insuffi- 
ciency is  more  commonly  caused  by 
syphilitic  heart  disease. 

Mitral  valvulitis  occurs  so  frequently  in 
rheumatic  heart  disease  in  children  that  it 
should  be  looked  for  in  every  case  under 
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observation.  This  valve  lesion  varies  more 
with  the  age  of  the  patient  than  any  other 
lesions  in  the  heart.  Recent  pathological 
studies  also  show  that  tricuspid  valvulitis 
occurs  with  greater  frequency  in  rheumatic 
heart  disease  than  was  previously  sus- 
pected. The  physical  signs  in  the  cases 
that  have  been  under  observation  in  the 
Clinic  are  about  the  same  as  those  produced 
by  mitral  valvulitis  (stenosis  and  insuffi- 
ciency) though  the  presystolic  thrill  is  to 
be  found  near  the  sternum  and  the  signs 
of  enlargement  of  the  right  side  of  the 
heart  are  very  obvious. 

The  chart  indicates  some  of  the  interpre- 
tations that  have  been  placed  on  these 
physical  signs  of  mitral  stenosis  in  children. 
It  is  at  this  period  of  life  that  one  can 
observe  the  earliest  lesions  in  this  valve 
and  to  follow  their  development  into  better 
known  supposedly  characteristic  signs  of 
mitral  stenosis  in  adults. 

Figure  1 of  the  chart  represents  the  nor- 
mal heart  sounds  at  the  apex  found  in 
children  who  are  lying  quietly  during 
examination.  The  diagram  indicates  the 
intensity,  duration  and  pitch  (quality)  of 
these  sounds.  Figure  2 represents  the  phy- 
sical signs  observed  under  these  same 
conditions  in  the  course  of  early  rheumatic 
heart  disease.  It  will  be  noted  that  the 
first  heart  sound  (SI)  has  become  slightly 
prolonged  and  also  louder.  There  also 

occurs  a systolic  murmur  ( ) in  this 

same  area.  The  actual  stenosis  in  the  valve 
area  at  this  time  is  probably  functional 
rather  than  structural  and  is  probably  very 
slight.  No  thrill  can  be  felt  at  the  apex. 
The  second  sound  is  not  changed.  The 
term  valvulitis  is  used  to  include  both 
stenosis  and  insufficiency.  The  prolifera- 
tive and  exudative  changes  in  the  valve  are 
sufficient  to  produce  some  functional  in- 
terference with  the  flow  of  blood  through 
the  orifice  (Thayer) (5)  and  physical  signs 
of  stenosis  can  usually  be  demonstrated 
with  the  patient  lying  supine  or  in  the  left 
lateral  position  or  after  exercise.  A mitral 
valve  injured  by  the  infection  will  be  un- 


able, especially  after  strain,  to  properly 
approximate  the  line  of  closure  of  the  valve 
leaflets  and  consequently  will  allow  blood 
to  flow  back  through  the  imperfection  into 
the  auricle.  It  is  to  be  supposed  that  all 
such  cases  do  or  can  be  made  to  show  a 
valvular  insufficiency.  As  the  lesion  in  the 
valve  progresses  to  the  second  stage  of 
stenosis  (Figure  3)  and  the  leaflets  be- 
come thickened  with  proliferative  lesions 
on  the  valve  margins,  the  first  sound  be- 
comes still  more  prolonged.  It  begins  with 
a low  pitched  weak,  dull  sound,  and  pro- 
gresses to  a louder,  medium  pitched  ter- 
mination. A diastolic  murmur  may  be 
heard  preceding  the  sound.  This  murmur 
begins  early  in  diastole,  is  short  and  may 
be  followed  by  a second,  short,  late  dias- 
tolic murmur.  The  systolic  murmur  be- 
comes louder  and  longer  and  it  is  possible 
to  demonstrate  the  precordial  presystolic 
thrill  at  the  apex.  (***)  The  second 

sound  at  this  time  is  also  slightly  louder 
though  not  so  loud  as  it  may  be  heard  at 
the  base  of  the  heart.  Under  these  condi- 
tions the  heart  muscle  is  usually  well 
compensated.  These  are  the  physical  signs 
observed  most  frequently  in  children  with 
mitral  valvulitis.  Figure  4 represents  the 
extreme  prolongation  of  the  first  sound  as 
the  disease  progresses  in  the  valve.  At  this 
time  the  muscle  begins  to  show  signs  of 
incompetence.  The  first  sound  is  not  so 
loud  and  becomes  definitely  lower  in  pitch. 
The  apical  thrill  is  weaker,  the  diastolic 
murmur  is  longer  and  louder.  The  systolic 
murmur  becomes  shorter  and  weaker.  The 
second  sound  is  distinctly  accentuated. 
Figure  5 represents  the  final  stage  of  com- 
plete muscle  decompensation  in  which  the 
first  sound  becomes  again  shortened,  very 
much  weaker  in  intensity  and  still  lower  in 
pitch.  The  thrill  also  is  very  weak  or  may 
be  absent.  The  systolic  murmur  is  very 
faint  and  the  diastolic  murmur  becomes 
shorter  and  more  in  mid  diastole.  The  second 
sound  becomes  weaker,  and  along  the  left 
sternal  border  one  may  hear  a soft  diastolic 
murmur  due  to  relative  pulmonary  insuffi- 
ciency (Graham-Steele  murmur).  When 
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following  children  with  rheumatic  heart 
disease  it  is  possible  to  see  the  lesion  pro- 
gress through  these  various  stages  until 
the  patient  dies.  It  is  also  possible  to  see 
certain  children  recover  either  partly  or, 
rarely,  completely.  This  process  of  pro- 
gress therefore  might  be  called  a reversible 
process  and  has  been  so  indicated  in  the 
chart. 

In  patients  who  have  recovered  from 
their  rheumatic  infection  and  show  no  fur- 
ther attacks  the  process  in  the  heart 
becomes  arrested  and  cured.  The  lesions 
may  disappear  entirely  or  may  continue  as 
healed  fibrous  lesions  of  an  inactive  sort. 
It  is  this  type  of  patient  who  is  seen  most 
frequently  in  adult  life  and  who  shows  the 
usual  text  book  physical  signs  of  mitral 
valvulitis  (stenosis).  Such  an  individual 
has  a well  compensated  heart  muscle  and 
has  at  the  apex  (Figure  6)  a first  sound 
which  is  very  loud,  beginning  as  a fairly 
low  pitched  sound  showing  a crescendo  rum- 
bling quality  and  terminating  in  a very 
high  pitched  snapping  (SI).  The  systolic 
murmur  to  be  heard  is  short  and  loud.  The 
diastolic  murmur  is  short  and  very  loud 
apparently  almost  continuous  with  the  rum- 
bling first  sound.  The  presystolic  thrill 
under  these  conditions  is  also  very  strong 
and  well  localized.  The  second  sound  is 
loud,  high  pitched  and  slightly  prolonged 
and  at  the  base  frequently  reduplicated.  A 
heart  showing  such  physical  signs  as  these 
has  a structurally  narrowed  mitral  orifice 
made  up  of  thickened  valve  leaflets,  con- 
tracted chordae  tendinae  and  scar  forma- 
tion. Such  a process  is  irreversible  and 
permanent.  If  auricular  fibrillation  occurs 
(Figure  7)  in  such  a patient,  the  physical 
signs  at  the  apex  change  materially  ( Eggles- 
ton). (7)  The  thrill  disappears,  the  first 
sound  becomes  weaker,  shorter  and  again 
about  normal  pitch.  The  late  diastolic  mur- 
mur due  to  auricular  systole  disappears 
though  the  short  systolic  murmur  remains 
and  usually  the  mid  diastolic  murmur.  The 
second  sound  becomes  again  weaker  and 
shorter  and  about  normal  pitch.  Such 
physical  signs  are  rarely  seen  in  children. 
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DISCUSSION. 

Dr.  R.  T.  Lucas  (Shreveport)  : It  is  rather  pre- 

sumptous  of  me  to  try  to  discuss  the  paper  of  a 
man  who  is  such  an  authority  as  Dr.  McCulloch. 
He  is  dealing  with  a subject  which  is  much  more 
prevalent  in  colder  climates  than  is  the  case  here. 
Arthritis  and  the  rheumatic  heart  is  surprisingly 
uncommon  in  this  immediate  locality.  In  the  colder 
regions,  my  experience  was  that  the  rheumatic 
heart  comprised  easily  the  larger  group  of  defec- 
tive hearts  found  in  children.  I do  not  believe 
that  is  the  case  here.  We  find  some  congenital 
defective  hearts,  some  defective  hearts  following 
infectious  diseases,  and  occasionally  we  find  a 
rheumatic  heart. 

The  thing  that  I recall  most  as  being  associated 
with  these  cases,  as  Dr.  McCulloch  has  mentioned, 
is  that  you  get  a history  of  repeated  colds,  tonsil- 
litis, often  chorea.  Chorea  is  almost  unknown 
here.  Acute  attacks  of  rheumatic  heart  are  prone 
to  recur. 

The  case  I have  had  the  longest  experience  with 
is  a nephew  who,  when  he  was  about  five,  had  two 
or  three  attacks.  He  always  had  a loud  blowing 
murmur  on  the  occasions  that  I examined  his 
heart.  After  an  interval  of  several  years,  I saw 
him  again  four  years  ago  and  examined  his  heart. 
I could  not  say  there  was  anything  wrong  with 
the  heart  at  that  time.  So  far  as  the  heart  sound 
were  concerned,  the  fellow  was  all  right.  He  has 
finished  college,  and  leads  a normal  life.  A few 
months  ago,  he  had  a return  of  this  condition. 

The  thing  that  impresses  me  in  this  rheumatic 
heart  is  that  you  cannot  promise  your  patient  he 
is  going  to  recover,  that  is,  permanently.  It  may 
clear  up  clinically  to  all  apparent  purposes,  but 
there  is  a great  pronesness  to  recur. 

While  Dr.  McCulloch  did  not  go  into  the  treat- 
ment, I think  it  is  permissible  that  we  touch  on  it 
as  being  that  in  which  the  patient  is  mostly  con- 
cerned. These  cases  during  the  infectious  stage 
need  to  be  rested  and  must  be  rested,  but  once 
the  acute  stage  is  passed  it  is  not  right  to  limit 
activity  too  much.  A damaged  heart  in  a child 


McCulloch — Diagnosis  of  Rheumatic  Heart  Disease  in  Children 


513 


will  usually  regenerate  and  compensate  very  nice- 
ly. In  older  individuals,  that  is  not  so  much  the 
case. 

I think  it  is  difficult  sometimes  for  one  who  has 
not  seen  a great  deal  of  heart  conditions  to  differ- 
entiate so-called  hemic  murmur  that  has  no  sig- 
nificance from  the  organic  murmur.  The  impor- 
tant thing  is  that  in  hemic  or  non-organic  murmur, 
which  is  not  constant,  and  is  not  apt  to  be  trans- 
mitted and  your  patient  is  usually  not  sick.  That 
child  who  is  undernourished,  not  gaining  in  weight, 
tires  easily,  will  not  infrequently  pass  through  one 
or  more  hands  before  some  one  listens  to  the  heart 
carefully  and  discovers  the  main  factor  responsi- 
ble for  the  child’s  condition. 

Dr.  Randolph  Lyons  (New  Orleans) : I appre- 

ciate being  asked  to  speak  on  this  subject  of  Dr. 
McCulloch’s  paper,  but  I have  to  admit  or  confess 
that  I am  not  a pediatrician  and  I rarely  see  the 
cases  at  the  age  which  Dr.  McCulloch  speaks  of 
and  describes  here.  I usually  get  them  after  they 
have  gone  through  the  hands  of  the  pediatrician 
and  come  to  the  internist,  and  if  he  has  treated 
them  well  we  don’t  find  very  much.  If  they  haven’t 
been  so  well  treated,  we  may  still  find  them  having 
trouble. 

I believe  that  in  this  section  of  the  country,  as 
has  been  stated  by  the  previous  speaker,  we  do 
not  see  as  many  cases  of  true  rheumatic  heart 
disease  as  they  do  further  north.  Of  course,  we 
have  it  with  us  and  it  is  possible  that  we  may  over- 
look a certain  proportion  of  those  cases  but  cer- 
tainly among  adults  true  rheumatic  fever  in  the 
section  around  New  Orleans  is  not  nearly  as  com- 
mon as  I have  seen  it  in  New  York  or  even  in 
St.  Louis! 

The  diagnosis  and  recognition  of  these  cases  in 
childhood  is  of  extreme  importance.  If  they  can 
be  diagnosed  early  and  properly  handled  with  rest 
and  salicylates,  and  so  forth,  as  Dr.  McCulloch 
stated,  their  chances  of  recovery  are  apparently 
much  better  than  in  adult  life. 

Cases  that  we  see  with  rheumatic  endocarditis 
have  already  had  a previous  attack,  and  as  a rule 
secondary  attacks  when  they  come  on  increase  the 
damage  which  is  already  present,  and  the  outlook 
in  those  cases  is  bad,  of  course. 

Most  of  the  cases  of  mitral  stenosis  in  women, 
however,  which  occurred  in  early  childhood  are 
rheumatic  in  nature,  and  we  find  they  frequently 
live  many  years  in  good  health  and  undergo  one 
or  two  pregnancies  without  any  difficulty,  provid- 
ing they  are  properly  handled.  When  we  examine 
the  hearts  we  find  that  there  has  been  practioelly 
no  enlargement  of  the  heart  after  maybe  thirty 
years’  duration,  but  the  clinical  findings,  the  pre- 


systolic  murmur  or  the  late  diastolic  with  the  other 
physical  findings  are  there.  But  there  is  prac- 
tically no  enlargement  of  the  heart  except  possi- 
bly a slight  enlargement  at  the  base  in  the  left 
auricle.  In  such  individuals  the  lesion  is  appar- 
ently stationary  for  many  years.  Even  after  auric- 
ular fibrillation  has  taken  place  they  will  very 
frequently  live  for  many  years  in  comparative 
comfort. 

I think  we  are  all  very  much  indebted  to  Dr. 
McCulloch  for  bringing  out  the  early  symptoms 
and  the  early  diagnostic  features  of  heart  disease 
in  children.  If  we  catch  them  at  that  stage,  we 
have  a fair  chance  of  giving  them  good  health  for 
many  years  to  come. 

Dr.  J.  H.  Musser  (New  Orleans) : I think  the 

Louisiana  State  Medical  Society  is  very  fortunate 
indeed  in  having  the  opportunity  of  hearing  Dr. 
McCulloch.  As  you  know,  Dr.  McCulloch  is  one 
of  the  outstanding  cardiologists  of  the  country  and 
probably  the  most  outstanding  cardiologist  who 
is  interested  at  the  same  time  in  pediatrics.  I am 
very  much  inerested  in  some  of  the  remarks  and 
statements  that  Dr.  McCulloch  has  made,  and  I 
think  there  are  two  or  three  points  he  has  brought 
out  which  deserve  to  be  accentuated  particularly. 
The  first  of  these  is  the  importance  of  the  history. 
That  applies  particularly  not  only  to  the  child 
who  is  ill  but  equally  so  to  the  adult  who  has  heart 
disease  of  undetermined  origin  and  who  presum- 
ably, because  of  the  type  of  lesion,  has  a heart 
condition  which  is  due  to  a previous  rheumatic 
fever  infection. 

The  manifestations  of  rheumatic  fever  in  the 
child  are  extremely  irregular,  most  bizarre,  and 
very  often  indeed  the  condition  is  totally  unrec- 
ognized. 

Go  back  into  the  history,  try  to  determine  the 
etiologic  factor  responsible  for  the  heart  lesions. 
The  story  of  irregular  types  of  fever,  repeated 
sore  throats  and  so  on,  such  as  Dr.  McCulloch  has 
brought  out,  really  I think  are  sufficient  to  show 
us  that  that  child  presumably  had  rheumatic  fever. 

I think  also  deserving  to  be  accentuated  is  his 
statement  that  the  mere  occurrence  of  a murmur 
is  not  indicative  of  a heart  lesion.  Dr.  Lucas 
brought  this  point  out,  too.  It  is  very  much  more 
important,  I think,  to  show  that  there  is  enlarge- 
ment of  the  heart  or  some  of  the  other  criteria 
of  organic  heart  disease  rather  than  merely  that 
the  child  has  a murmur,  because  murmurs  are 
extremely  common  in  children.  They  are  very 
common  in  young  adult  life  as  well. 

I should  like  to  ask  Dr.  McCulloch  one  or  two 
questions,  and  possibly  he  may  be  willing  to  elab- 
orate somewhat  upon  one  or  two  of  the  statements 
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he  made.  I should  like  to  ask  him  if  he  thinks 
that  the  proliferative  type  of  lesions  that  he  men- 
tioned occurring  in  very  early  childhood  are  sig- 
nificant of  first  infection,  and  whether  the  exuda- 
tive changes  that  occur  in  somewhat  older  children 
are  manifestations  of  secondary  involvement,  or 
a re-infection,  rather. 

I should  also  like  to  ask  him  if  he  has  any  fig- 
ures as  to  the  relative  frequency  of  an  aortic 
valvulitis  in  contrast  to  a mitral  valvulitis.  Con- 
siderable discussion  has  arisen  at  various  times. 
We  are  prone,  I think,  to  associate  rheumatic 
lesions  in  the  heart  as  being  primarily  something 
which  involves  a mitral  valve.  It  is  brought  out 
that  the  aorta  is  very  affected,  and  I have  had 
cardiologists  say  it  is  more  frequently  affected 
than  the  mitral  valve  itself. 

I should  also  like  to  ask  him  his  opinion  as  to 
the  benefit  derived  from  the  removal  of  the  ton- 
sils, from  his  own  personal  experience.  Again, 
there  have  been  innumerable  statistics  brought 
forth  to  show  that  the  removal  of  the  tonsils,  per 
se,  has  no  effect  upon  the  secondary  manifesta- 
tions of  rheumatic  fever  or  the  frequency  of  re- 
currence of  attack.  Likewise  other  figures  have 
been  brought  out  which  show  that  it  probably  has 
a very  definite  effect. 

I do  not  agree  totally  with  the  two  discussors 
of  Dr.  McCulloch’s  paper.  I really  think  rheu- 
matic heart  disease  is  very  much  more  frequent 
down  here  than  we  are  prone  to  believe,  and  I 
think  it  is  possibly  not  recognized  as  frequently 
as  it  should  be  because  we  do  not  allow  for  these 
irregular  manifestations  such  as  occur  in  child- 
hood. 

Dr.  J.  E.  Knighton  (Shreveport)  : While  Dr. 

McCulloch’s  paper  deals  especially  with  the  diag- 
nosis, I think  it  would  not  be  out  of  place  to  con- 
sider for  just  a moment  some  of  the  points  that 
he  has  mentioned  with  reference  to  the  history 
preceding  these  conditions  of  the  heart. 

Having  that  thought  in  mind,  I simply  want  to 
emphasize  the  importance  of  careful  management 
and  careful  watching  of  the  child  during  these 
mild,  very  mild  manifestations  of  rheumatic  fever 
which  antedate  the  real  condition  that  the  doctor 
has  under  discussion. 

I think  it  is  a good  rule  in  these  cases  that 
show  nodes  about  the  joints,  which  the  doctor 
mentioned,  to  keep  that  patient  at  rest,  in  bed 
over  a long  period  until  those  nodes  have  been 
absorbed  and  disappear  entirely. 

I think  it  is  a very  important  thing  for  the 
doctor  in  charge  of  the  case,  these  even  apparent- 
ly mild  attacks  of  rheumatic  fever,  to  keep  that 


child  at  rest  over  a long  period,  and  especially 
until  these  manifestations  have  all  disappeared. 

Dr.  Cecil  Lorio  (Baton  Rouge)  : There  were  a 

few  points  that  probably  were  not  brought  out 
because  of  lack  of  time  in  Dr.  McCulloch’s  paper, 
and  one  is  the  age  incidence  of  rheumatic  fever. 

I probably  would  be  correct  in  saying  that  it 
very  seldom  occurs  under  the  age  of  three.  That 
is,  in  the  cases  I have  seen;  they  have  all  been 
above  the  age  of  three. 

In  the  larger  cities,  New  York,  Boston,  St.  Louis 
and  Philadelphia,  the  percentage  of  rheumatic 
fever  in  connection  with  heart  disease  is  innum- 
erably larger  than  it  is  in  the  South.  Probably 
in  the  South  we  have  cases  that  are  unrecognized, 
and  in  that  class  I think  you  can  group  some  of 
the  undiagnosed  cases  of  chronic  temperature. 
We  have  a child  that  will  run  a temperature  for 
a month,  two  months,  three  months  or  four  months 
without  any  symptoms  and  are  practically  or  neg- 
ative physical  examinations.  I think  many  of 
these  children  would  fall  into  the  class  of  rheu- 
matic fever  or  rheumatic  infection  of  some  type, 
whether  it  is  the  heart  or  any  other  part  of  the 
body. 

I should  like  to  ask  Dr.  McCulloch  just  exactly 
what  the  treatment  is  in  the  cases  that  he  would 
see  early  and  could  make  a diagnosis  of  rheu- 
matic fever. 

I have  real  statistics  on  the  removal  of  tonsils. 
There  is  a prominent  man  in  Brooklyn,  I think  it 
is,  who  ran  a series  of  500  cases  with  tonsillec- 
tomies and  500  without  tonsillectomies,  and  it  was 
his  conclusion  that  tonsillectomies  had  practically 
no  curative  value  in  the  treatment  of  rheumatic 
fever.  I should  like  to  have  Dr.  McCulloch  say 
something  on  that  point. 

Dr.  Hugh  McCulloch  (St.  Louis,  Mo.) : I want 

to  take  this  opportunity  of  expressing  my  pleas- 
ure at  being  with  you  and  in  being  able  to  come 
to  a community  where  rheumatic  fever  and  rheu- 
matic heart  disease  is  supposed  to  be  rather  limited 
in  its  frequency.  I think  that  would  be  rather  a 
nice  community  in  which  to  live. 

In  answer  to  some  of  the  questions  that  have 
been  asked,  I think  one  point  I would  like  to  re- 
emphasize on  this  chart  is  that  this  last  diagram 
here  represents  a type  of  mitral  stenosis  and 
mitral  valvulitis  that  is  seen  in  adult  life.  It  is 
one  of  my  strong  beliefs  that  in  watching  chil- 
dren with  heart  disease  early  in  their  career  we 
should  try  to  follow  those  into  adult  life  as  they 
proceed  into  this  healed  and  recovered  stage.  This 
individual  usually  has  become  arrested  so  far  as 
rheumatic  fever  is  concerned,  and,  therefore,  may 
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live  under  proper  care  and  guidance  the  rest  of 
his  life  in  fairly  satisfactory  comfort.  Recent 
study  has  shown  that  such  individuals  may  bear 
innumerable  pregnancies  without  any  particular 
discomfort.  They  do  best  under  careful,  con- 
tinuous medical  supervision. 

These  lesions  here  are  rarely  seen  in  adult  life 
and,  therefore,  I think  it  would  be  of  advantage 
to  the  adult  to  have  the  cardiologist  see  the  be- 
ginning of  these  things  in  childhood  and  see  how 
many  get  well.  Dr.  Holt  pointed  out  sometime 
ago  that  children  with  heart  disease  of  an  organic 
nature  can  get  well. 

Dr.  Musser  has  asked  several  questions  that  I 
think  are  very  important.  They  were  hardly  with- 
in the  scope  of  my  paper  and  I hardly  had  time  to 
take  them  up.  I will  be  very  glad  to  answer 
them. 

I have  the  impression  when  patients  develop 
their  rheumatic  fever  late  in  life  and  show  these 
exudative  phenomena  that  it  represents  a rather 
advanced  degree  of  hypersensitization.  Those  in- 
dividuals have  had  many  infections  from  their 
colds  and  sore  throats  previously,  but  have  not 
shown  particularly  the  rheumatic  manifestations 
when  they  come  to  show  the  exudative  phenomena, 
joint  pains,  high  fever  and  toxicity  which  repre- 
sents a definite  state  of  hypersensitivity.  The 
young  child  shows  a proliferative  lesion  because 
he  generally  has  a continuous  infection  and  re- 
sponds to  this  low  grade,  continuous  toxemia. 

He  has  asked  another  questions  that  means  a 
good  deal,  about  the  occurrence  of  aortic  insuf- 
ficiency. At  the  present  time  we  are  in  process 
of  analyzing  the  admissions  during  the  last  fifteen 
years  at  the  Children’s  Hospital;  there  have  had 
about  500  cardiac  admissions  to  the  hospital  in 
that  time.  As  far  as  we  have  gone,  it  would  seem 
that  aortic  insufficiency  occurs  in  about  forty  per 
cent  of  the  cases,  and  all  have  negative  Wasser- 
mann’s.  Aortitis  and  insufficiency  in  an  adult  is 
usually  due  to  syphilis,  and  in  a child  is  usually 
due  to  rheumatic  infection. 

As  regards  tonsils,  for  the  last  twelve  or  fifteen 
years  we  have  been  taking  them  out  in  a*ll  chil- 
dren where  there  is  diagnosis  of  rheumatic  fever 
and  rheumatic  heart  disease.  We  found  we  were 
removing  a good  many  normal  tonsils  and  weren’t 
influencing  very  much  the  course  of  the  recur- 
rence of  rheumatic  fever.  Taking  out  tonsils  ap- 
parently was  not  helping  the  patient  very  much. 
We  have  modified  our  general  attitude  toward  that 
question  in  the  last  two  years  by  having  the  work- 
ing rule  that  a child  with  heart  disease  should 
have  his  tonsils  removed  as  though  he  were  a 
normal  child.  That  is,  if  the  child  has  large,  in- 


fected glands  and  a history  of  otitis  media,  and 
other  things  that  are  associated  with  tonsilitis, 
they  should  be  removed.  If  these  signs  are  not 
so  demonstrated,  they  should  be  left  alone  and 
the  nose  and  throat  watched. 

Dr.  Knighton  has  asked  some  questions  that  also 
are  very  important.  I was  hardly  prepared  to  dis- 
cuss the  treatment.  I can  sum  up  what  I think 
about  it  very  briefly,  however.  You  treat  a car- 
diac child  in  about  the  same  way  that  you  would 
treat  a tuberculous  child  or  an  adult.  It  consists 
of  rest,  supervision  of  the  general  condition,  and 
we  believe  there  are  three  lines  of  procedure.  In 
the  first  place,  the  patient  should  be  kept  free  of 
subsequent  infection  because  every  cold  and  every 
tonsilitis  produces  further  inj'ury  in  that  patient’s 
heart.  In  the  next  place,  they  should  be  super- 
vised as  to  their  nutrition.  They  should  have  good 
diet,  rest,  be  out  of  doors,  and  use  the  ordinary 
hygienic  measures  such  as  are  directed  to  any 
person  well  or  sick.  Thirdly,  they  should  have  a 
very  careful  relation  of  their  daily  routine  and 
the  activities  they  undergo.  In  other  words,  you 
treat  the  heart  indirectly  and  treat  the  patient 
very  directly. 

PUZZLING  TYPES  OF  INDIGESTION.* 
WALTER  C.  ALVAREZ,  M.  D.,f 
Rochester,  Minn. 

Anyone  who  sees  many  unusual  cases  of 
gastro-intestinal  disease  will  I think  be 
distressed  at  his  inability  to  find  labels  for 
a considerable  percentage  of  them.  In 
some  instances  the  label  might  be  found  if 
the  patient  could  be  observed  and  studied 
for  a longer  time,  but  in  many  others  I feel 
sure  that  the  fault  is  with  the  textbooks 
which  have  not  yet  supplied  us  with  all  the 
tags  we  need.  Authorities  are  always  con- 
servative, and  in  spite  of  the  fact  that  the 
surgeon  with  his  exploring  knife  has  upset 
many  of  our  old  ideas  in  regard  to  the 
causes  of  indigestion  the  writers  of  books 
are  inclined  to  go  on  describing  the  old 
diseases  and  more  or  less  ignoring  the  new 
ones. 

For  a generation  it  has  been  known  that 
the  stomach  is  not  the  essential  organ  of 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 

fFrom  the  Division  of  Medicine,  The  Mayo 
Clinic. 
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digestion  and  that  organic  disease  of  its 
wads  is  rare,  and  yet,  so  great  is  the  con- 
servatism of  publishers  that  they  persist 
in  labeling  their  textbooks  on  gastro-enter- 
ology  with  the  old  title  of  “Diseases  of  the 
stomach.”  The  commonest  single  cause  of 
sevei'e  indigestion  is  probably  disease  of 
the  gall  bladder  but  if  one  turns  to  a “Sys- 
tem of  medicine”  and  looks  for  cholecystitis 
where  one  would  expect  to  find  it,  in  the 
volume  on  “Diseases  of  the  stomach,”  it 
will  probably  not  be  there.  Why?  Be- 
cause in  the  old  scheme  of  things  the  gall- 
bladder belonged  with  the  liver,  and  there 
it  still  is,  treated  in  a more  or  less  step- 
motherly way.  There  one  can  find  much 
about  gall  stones  but  little  if  anything  about 
the  problems  which  daily  confront  the  mod- 
ern consultant.  Where  except  from  his  own 
experience  and  the  perusal  of  contemporary 
journals  can  he  learn  anything  about  the 
real  significance  of  what  the  pathologist 
rather  grudgingly  calls  “slight  cholecysti- 
tis,” or  where  can  he  learn  something  that 
will  help  in  handling  the  patients  who  after 
cholecystectomy  continue  to  have  colic  or 
symptoms  suggestive  of  biliary  tract  infec- 
tion? 

A SEARCH  FOR  NEW  SYNDROMES. 

Obviously,  if  we  who  are  puzzled  are 
ever  going  to  get  any  new  information  we 
must  dig  it  out  for  ourselves.  We  must 
study  disease  in  our  patients  and  not  in 
our  books.  In  the  years  in  which  I have 
practiced  medicine  I have  watched  several 
new  syndromes  emerge  from  the  group  of 
so-called  neuroses,  and  I see  no  reason  why 
the  process  should  not  continue.  Twenty- 
five  years  ago  such  troubles  as  duodenal 
ulcer,  early  cholecystitis,  and  chronic  ulcer- 
ative colitis  were  rarely  recognized ; twenty- 
five  years  from  now  those  of  us  who  are  still 
alive  will  be  wondering  how  it  was  that  in 
1930  we  could  have  failed  to  see  that  certain 
of  our  cases  fell  into  definite  groups,  and 
that  the  symptoms  of  the  patients  were  too 
severe  to  be  accounted  for  on  the  basis  of  a 
neurosis. 


Obviously,  then,  we  must  go  looking  for 
new  diseases ; but  where?  Explorers  do  not 
hunt  for  new  land  in  the  Mediterranean; 
they  conserve  their  energies  by  hunting 
only  about  the  Poles  or  in  New  Guinea  or 
Tibet.  Where  should  we  be  hunting?  In 
the  hope  of  throwing  light  on  this  question, 
I took  from  my  files  the  records  of  500 
patients  (227  and  273  women)  who  in  the 
latter  half  of  1925  in  San  Francisco  con- 
sulted me  in  regard  to  indigestion  or  abdom- 
inal distress. 

DIFFICULTIES  IN  CLASSIFICATION. 

As  soon  as  the  records  were  read  and 
abstracted,  it  became  obvious  that  in  many 
cases  it  would  be  impossible  for  anyone  to 
make  a single  clear-cut  diagnosis.  It  is 
comparatively  easy  to  do  this  when  all  the 
complaints  of  the  patient  are  clearly  re- 
lated to  the  presence  of  some  serious  lesion 
such  as  peptic  ulcer  or  cholelithiasis,  but 
how  is  one  to  classify  the  indigestion  of  a 
nervous  psychopathic  woman  with  migraine, 
constipation,  mucous  colitis,  urticaria, 
hypertension,  gall-stones,  uterine  fibromyo- 
mas,  and  a husband  with  whom  she  cannot 
live  in  peace.  I am  thinking  of  an  actual 
case  in  which  the  first  therapeutic  experi- 
ment was  the  removal  of  the  gall-stones. 
As  this  produced  only  temporary  improve- 
ment the  foods  which  were  causing  the  urti- 
caria and  possibly  some  of  the  attacks  of 
mucous  colitis  were  next  detected  and 
eschewed.  Again  there  was  a little  improve- 
ment but  the  woman  continued  to  be  pros- 
trated by  severe  attacks  of  headache, 
abdominal  pain  and  vomiting.  To  make 
peace  in  the  family  the  husband  then  left 
home  but  this  didn’t  help  much.  Finally 
as  I came  to  know  this  woman  I saw  that 
her  troubles  were  due  almost  entirely  to 
the  severe  migraine;  the  stones  were 
impressive  but  apparently  they  had  been 
silent  and  had  had  little  to  do  with  the  case. 
I have  therefore  listed  her  record  under 
the  heading  of  migraine.  The  point  I wish 
to  make  is  that  if  I had  lost  track  of  the 
woman  in  the  first  few  months  after  the 
operation  when  she  and  I thought  it  had 
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cured  her,  I would  have  classified  her  case 
as  one  of  cholelithiasis. 

Perhaps  the  strongest  impression  which 

1 have  gained  from  the  study  of  these  500 
case  histories  is  that  today  the  poverty  of 
our  knowledge  in  regard  to  the  more 
unusual  types  of  gastro-intestinal  disease  is 
due  largely  to  the  fact  that  we  physicians 
so  often  see  but  one  short  episode  in  the 
course  of  a long-continued  chronic  disease. 
Let  us  say  that  a woman  has  wakened  at 

2 o’clock  with  nausea,  vomiting,  and 
abdominal  pain ; a few  days  later  the  diges- 
tive tract  appears  by  every  test  to  be  nor- 
mal, so  a few  suggestions  are  made  as  to 
the  diet,  perhaps  a little  rest  is  prescribed, 
and  the  patient  departs.  Was  it  an  attack 
of  food  poisoning  or  a manifestation  of 
some  serious  disease?  Six  months  later 
when  another  attack  comes,  this  time  with 
an  accompaniment  of  jaundice,  melena, 
blood  in  the  urine,  or  choked  discs,  the 
patient  goes  perhaps  to  another  physician 
and  the  first  one  is  deprived  of  information 
which  would  teach  him  much. 

For  a number  of  reasons,  then,  the  proper 
classification  of  many  of  the  cases  listed  in 
table  1 is  impossible.  The  grouping  which 
I have  attempted,  although  obviously  imper- 
fect, will,  I think,  be  helpful  in  that  it  gives 
some  idea  of  the  extent  of  the  problem  which 
needs  now  to  be  attacked.  The  groups  are 
made  up  of  persons  with:  (1)  definite 
disease  of  the  gastro-intestinal  tract;  (2) 
symptoms  suggesting  such  definite  disease; 
(3)  disease  in  organs  outside  the  digestive 
tract;  (4)  generalized  diseases;  (5)  ner- 
vous troubles  and  constitutional  handicaps ; 
and  (6)  poorly  understood  symptoms  such 
as  constipation,  diarrhea,  and  flatulence. 

DEFINITE  DISEASE  OF  THE  GASTRO-INTESTINAL 
TRACT. 

The  first  point  to  be  noted  is  that  a 
definite  diagnosis  of  disease  of  the  diges- 
tive tract  was  made  in  175  or  about  one- 
third  of  the  cases.  The  commonest  single 
cause  of  indigestion  seemed  to  be  cholecys- 
titis, with  or  without  stone.  About  half  of 
the  seventy-seven  patients  were  operated 


on  and  the  diagnosis  confirmed  by  the 
discovery  of  definite  disease  in  the  gall- 
bladder. 

The  next  most  frequent  cause  of  trouble 
was  duodenal  ulcer,  and  after  this  the  next 
was  subacute  or  chronic  appendicitis.  The 
diagnosis  of  appendicitis  was  made  con- 
servative^ and  in  almost  every  case  the 
criteria  were  first,  that  the  patient  had  had 
typical  or  fairly  typical  attacks,  and 
second,  that  if  operation  was  performed 
recovery  was  definite  and  lasting.  As  will 
be  noted,  gastric  ulcer  and  gastric  carci- 
noma were  rarely  encountered. 

I have  included  in  this  group  of  patients 
with  organic  disease  four  cases  of  infesta- 
tion with  Entameba  dysenteriae  and  two  of 
heavy  infestation  with  Giardia  lamblia. 
Such  parasites  can  often  be  found  in  the 
stools  of  patients  but  my  impression  is 
that  in  most  cases  they  have  little  if  any- 
thing to  do  with  the  production  of  the 
symptoms  complained  of.  Hopefully  one 
prescribes  the  appropriate  drugs,  the  cysts 
disappear,  but  too  often  the  patient  returns 
with  the  same  old  troubles. 

Two  cases  listed  in  table  1 under  the  title 
of  chronic  mesenteric  lymph-node  disease 
interest  me  greatly  because  I believe  they 
represent  one  of  the  new  syndromes  which  I 
now  want  to  see  studied.  The  subject  has 
recently  been  discussed  by  Freeman.  The 
symptoms  in  a number  of  my  cases  were 
nausea,  and  diarrhea,  with  abdominal  sore- 
ness, sometimes  fever,  and  usually  much 
prostration  and  nervousness. 

There  is  another  condition  to  which  I 
would  like  to  call  attention  and  this  is  an 
inflammation  and  widening  of  the  anal 
ring.  Among  the  500  cases  there  were 
three  in  which  I deemed  this  to  be  the 
basis  for  abdominal  discomfort,  constipa- 
tion and  flatulence.  Certain  it  is  that  as 
soon  as  a proctologist  cleared  up  the  in- 
flamed crypts,  fissures,  and  small  fistulas, 
the  symptoms  all  disappeared  and  the 
bowels  moved  normally  again. 


518 


Alvarez — Puzzling  Types  of  Indigestion 


There  were  two  interesting  cases  in 
which  cholecystitis  was  probably  part  of  a 
generalized  infection  with  some  organism 
of  low  virulence.  In  one  there  was  fever 
and  arthritis  which  lasted  for  two  years. 
Some  feature  suggested  tuberculosis  but  its 
presence  could  not  be  demonstrated.  In 
the  other  patient  the  organism  was  a 
streptococcus  of  viridans  type  which,  dur- 
ing the  course  of  years,  invaded  one  organ 
of  the  body  after  another.  I believe  that 
many  of  the  curious  abdominal  troubles 
that  are  associated  with  tenderness  of  the 
liver,  symptoms  suggesting  cholecystitis, 
occasional  slight  rises  in  temperature,  and 
sometimes  arthritis,  are  due  to  smouldering 
generalized  infection  with  organisms  of 
low  virulence. 

PATIENTS  WITH  SYMPTOMS  SUGGESTING  ORGANIC 
DISEASE. 

This  group  is  to  me  the  most  interesting 
of  all  because  it  is  the  one  in  which  research 
is  most  needed.  It  comprised  115  patients 
or  over  one-fifth  of  the  total  number.  Many 
were  incapacitated  or  were  suffering  so 
much  that  the  trouble  could  hardly  be 
ascribed  to  nervousness.  In  sixty  cases  the 
clinical  picture  resembled  that  of  cholecys- 
titis, but  for  a number  of  reasons,  the 
diagnosis  remained  in  doubt.  In  some,  im- 
portant symptoms  were  lacking,  or  the 
patient  was  so  querulous  or  so  self-contra- 
dictory that  the  history  could  not  be  taken 
at  face  value.  In  others  the  gallbladder 
concentrated  well  with  the  dye  test,  or  at 
operation  the  organ  did  not  appear  to  be 
diseased.  In  a few  the  gallbladder  was 
thought  at  operation  to  be  diseased  and  was 
removed,  but  later,  doubt  crept  in  because 
the  patient  failed  to  improve. 

These  cases  in  which  after  operation  on 
the  gallbladder  the  patient  continues  to 
suffer  with  the  old  symptoms  of  bloating, 
colic  and  perhaps  even  jaundice  are  very 
trying  to  the  clinician.  If  stone  were 
found  at  the  operation  or  if  the  gall- 
bladder was  only  drained,  it  often  pays  to 
operate  again  to  look  for  more  stones  or  to 
remove  the  gallbladder,  but  if  the  organ 


never  contained  stones,  if  it  was  removed, 
or  if  there  is  no  jaundice,  there  is  little 
to  be  hoped  for  from  another  laparatomy. 

In  many  of  these  cases  it  seems  to  me 
that  the  symptoms  must  be  due  to  the 
persistence  or  recurrence  of  infection 
throughout  the  biliary  ducts,  and  a ten- 
dency to  spasm  in  various  parts  of  the 
digestive  tract.  So  far  as  I know  no  one 
has  as  yet  offered  any  explanation  for  the 
troublesome  flatulence  complained  of  by 
these  patients.  Many  of  them  doubtless 
continue  to  suffer  because  they  are 
neurotic,  or  because  they  are  handicapped 
by  hypertension,  migraine,  or  the  nervous 
upsets  that  attend  the  menopause. 

The  diagnosis  of  peptic  ulcer  is  not 
always  easy.  In  eight  cases  the  roentgen- 
ologist saw  a defect  in  the  duodenum  but 
the  symptoms  were  either  indefinite  or  they 
failed  to  respond  to  the  usual  treatment 
for  ulcer.  In  a clear-cut  case  everything 
points  the  same  way : symptoms,  high  acids, 
cap  defect,  relief  with  two  hourly  feedings, 
lesion  at  operation,  and  cure  after  gastro- 
enterostomy, but  in  the  puzzling  cases  there 
are  strange  contradictions  in  the  evidence. 
Thus  in  one  instance  the  symptoms  were 
characteristic  of  ulcer,  the  roentgenologist 
saw  a defect  in  the  outline  of  the  gastric 
shadow,  and  at  operation  the  surgeon  felt 
a thickened  area  which  he  excised.  The 
pathologists,  however,  could  not,  in  the 
tissue  which  he  received,  find  any  ulcer,  and 
the  patient  continued  for  years  to  suffer 
with  hunger  pain. 

Eight  persons  suffered  pain  and  distress 
in  the  region  of  the  appendix,  but,  again,  I 
could  not  always  be  sure  of  the  diagnosis 
even  when  operation  brought  relief.  The 
difficulty  was  that  I soon  lost  track  of  the 
patient,  and  a cure  lasting  a few  months 
failed  to  impress  me.  It  is  what  happens 
afterward  that  is  important. 

There  were  sixteen  patients  in  whom  the 
only  diagnosis  possible  was  the  meaning- 
less one  of  abdominal  pain.  Perhaps  in 
some  of  them  a real  diagnosis  could  have 
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been  made  if  I had  been  able  to  observe 
the  patient  long  enough  or  if  I could  have 
seen  an  acute  attack. 

A troublesome  group  of  cases  is  that  in 
which  after  appendectomy  the  patients  con- 
tinue to  complain  of  pain  and  distress  in 
the  right  lower  quadrant.  In  some  of  them 
I suspect  that  the  trouble  is  due  to  a per- 
sistence of  low  grade  infection  either  in  the 
walls  of  the  ileum  and  cecum  or  in  the 
lymph  nodes  draining  this  region.  A few 
of  these  patients  have  a sort  of  hunger 
pain  which  occasionally  is  relieved  by  food, 
perhaps  because  eating  helps  the  terminal 
ileum  to  force  its  contents  past  a spasmodi- 
cally contracted  ileocecal  sphincter. 

In  one  such  case  in  which  the  patient 
had  for  several  years  been  incapacitated  by 
pain  and  vomiting,  and  in  which  on  roent- 
gen-ray examination  I found  marked  ileal 
stasis  and  some  gastric  stasis,  Dr.  C.  H. 
Mayo  short-circuited  the  ileocecal  sphincter 
by  making  a new  opening  between  ileum 
and  the  ascending  colon,  and  obtained  a 
perfect  and  lasting  result.  Spasm  of  the 
ileocecal  sphincter  probably  serves  as  the 
basis  for  at  least  one  of  the  syndromes 
which  some  day  will  be  recognized  and  dig- 
nified with  names. 

I have  placed  in  this  group  of  puzzling 
cases  those  with  diverticulitis  of  the  colon 
because  although  it  is  easy  to  demonstrate 
diverticula  it  is  not  always  so  easy  to  say 
that  inflammation  is  present  in  some  of 
them  and  that  this  inflammation  is  respon- 
sible for  the  symptoms  complained  of.  I 
have  seen  cases  in  which  the  discovery  of 
harmless  diverticula  so  fully  satisfied  the 
clinician  that  he  failed  to  look  further  and 
thus  missed  the  really  important  lesion  in 
gall-bladder  or  stomach. 

There  are  a number  of  cases  in  which 
I strongly  suspect  that  the  indigestion  of 
later  life  is  a sequel  of  peritonitis  in  child- 
hood or  youth : peritonitis  which  left 

adhesions  and  foci  of  minor  resistance. 

I suspect  that  there  are  cases  in  which 
early  cirrhosis  or  other  diseases  of  the 


liver  with  resultant  disturbances  of  the 
portal  circulation  must  produce  indigestion 
and  abdominal  distress,  but  as  yet  the  syn- 
drome has  not  been  recognized.  Probably, 
in  most  cases,  if  any  diagnosis  is  made,  it 
is  that  of  cholecystitis. 

I have  listed  two  cases  under  the  head- 
ing of  gastritis  or  enteritis  but  I have 
placed  a question  mark  after  these  diag- 
noses because  if  a necropsy  could  have 
been  performed  it  might  have  been  impos- 
sible to  demonstrate  changes  in  the  mucosa. 
One  case  was  that  of  a woman  who  was  well 
until  she  ate  some  sandwiches  at  a picnic. 
Shortly  afterward  she  suffered  with  intense 
pain  in  the  epigastrium,  with  a burning 
feeling  there,  and  globus.  In  the  weeks  that 
followed  she  lost  22  pounds  in  weight.  In 
the  other  case,  a similar  upset  followed  an 
attack  of  “influenza.” 

I have  seen  a number  of  patients  in 
whom  after  an  acute  attack  of  “food 
poisoning”  or  more  probably  of  infection 
of  the  digestive  tract  with  pathogenic 
organisms,  symptoms  of  indigestion  con- 
tinued for  weeks  and  months  until  the 
amount  and  quality  of  the  food  was  re- 
stricted and  the  digestive  tract  was  given 
a rest.  Recent  studies  by  Childrey  at  The 
Mayo  Clinic  have  shown  that  if  the  intes- 
tine is  overburdened  and  overwhelmed  on 
one  day  it  will  not  digest  well  on  the  next. 
Under  such  conditions  a vicious  circle  may 
easily  be  started  and  maintained  unless,  for 
a few  days,  the  work  of  the  bowel  is  made 
easy. 

DISEASE  IN  ORGANS  OUTSIDE  THE  DIGESTIVE 
TRACT. 

In  four  cases  the  abdominal  pain  com- 
plained of  appeared  to  be  due  to  arthritis 
of  the  spine,  with  involvement  of  nerve 
roots.  Such  spondylitis,  with  a history  of 
previous  lumbago,  wry  neck,  or  sciatica, 
was  encountered  in  twenty-four  other  cases 
but  in  them  the  relation  of  the  disease  to 
the  abdominal  discomfort  was  not  so  clear. 

In  many  of  the  women  it  seemed  to  me 
highly  probable  that  the  tendency  to  indi- 
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gestion  was  related  in  some  way  to  the 
presence  of  defective  ovaries,  old  pelvic 
inflammation,  retroversion  of  the  uterus,  or 
uterine  fibromyomas.  I have  always  had 
the  impression  that  there  is  a relation 
between  cholecystitis  and  pelvic  disease  but 
it  would  take  a careful  statistical  analysis 
of  necropsy  records  to  prove  it.  Of  one 
thing  I am  certain  and  this  is  that  it  will 
repay  the  gastro-enterologist  to  consult 
frequently  with  a good  gynecologist. 

In  one  case  a puzzling  pain  in  the  hypo- 
gastrium  which  had  been  ascribed  by 
several  physicians  to  diverticulitis,  in- 
guinal hernia,  and  appendicitis  was  relieved 
as  soon  as  a posterior  urethritis  was  dis- 
covered and  treated.  In  another  case  the 
distress  which  had  been  thought  to  be 
digestive  in  origin  was  relieved  by  the  re- 
moval of  a large  prostate. 

Some  physicians  may  be  surprised  to  find 
that  I have  listed  only  two  cases  in  which 
the  cause  for  the  indigestion  was  assumed 
to  be  dental  infection.  In  many  instances 
I suspected  that  severe  pyorrhea  was  an 
important  factor  but  other  causes  for  the 
symptoms  could  always  be  found,  and  doubt 
remained  in  my  mind.  In  one  case  the 
indigestion  and  nervous  breakdown  of  a 
husky  farmer  was  traced  to  osteomyelitis 
in  the  mandible ; in  the  other  the  patient,  a 
big  lumberjack,  had  for  several  months 
been  going  from  physician  to  physician 
seeking  in  vain  for  relief  of  symptoms 
which  suggested  the  presence  of  peptic 
ulcer.  No  one  had  been  able  to  demonstrate 
such  a lesion,  and  the  usual  Sippy  treatment 
did  not  give  relief.  On  general  principles 
I had  two  badly  decayed  molars  removed, 
and  to  my  surprise  the  man  returned  in  a 
few  days  to  say  that  his  symptoms  were 
gone,  his  strength  had  returned,  and  he  was 
off  to  the  moutains  again. 

GENERALIZED  DISEASES. 

In  twenty-six  cases  it  seemed  to  me  that 
the  complaints  of  the  patient  could  best  be 
accounted  for  by  the  presence  of  hyper- 
tension. I do  not  mean  that  hypertension 
ordinarily  produces  indigestion ; often  in 


che  most  severe  forms  it  does  not,  but 
occasionally  it  causes  the  victims  to  seek 
the  advice  of  a gastro-enterologist  because 
anginoid  pain,  extrasystoles,  paroxysmal 
tachycardia  or  the  distress  occasioned  by  a 
failing  heart  are  thought  to  be  due  to  the 
accumulation  of  gas  in  the  stomach. 

A number  of  elderly  patients  who  for 
some  time  had  been  treated  for  indigestion 
but  who  really  had  a failing  heart  were 
miraculously  cured  as  soon  as  I induced 
them  to  move  away  from  San  Francisco’s 
steep  hills.  In  elderly  persons  with  hyper- 
tension, attacks  of  dizziness  with  nausea 
and  even  vomiting  must  often  be  due  to 
slight  thrombosis  or  transitory  spasmodic 
closure  of  small  blood  vessels  in  the  brain. 
I have  seen  physicians  make  a diagnosis 
of  “acute  indigestion”  when  a little  ex- 
amination of  the  patient  would  have 
revealed  a slight  hemiplegia  or  a slight 
bulbar  paralysis. 

It  would  seem  that  some  of  the  in- 
digestion and  flatulence  of  persons  with 
arterial  sclerosis  and  hypertension  must 
be  due  to  disturbances  in  the  blood 
supply  to  the  bowel  and  to  other  ab- 
dominal organs,  but  as  yet  I know  of  no 
way  of  telling  when  such  disturbances  are 
present  and  responsible  for  the  symptoms 
complained  of.  Research  along  these  lines 
should  be  profitable. 

In  four  of  the  500  cases  the  cause  of  the 
indigestion  was  unrecognized  pulmonary 
tuberculosis.  In  three  there  was  hyper- 
thyroidism, and  in  one  myxedema.  In  one 
case  the  subsequent  history  showed  that  I 
had  been  dealing  with  the  beginning  stages 
of  a rapidly  fatal  leukemia,  and  in  another 
I strongly  suspected  that  I was  face  to  face 
with  the  early  symptoms  of  pernicious 
anemia.  In  still  another  I feared  that  I 
was  dealing  with  some  lesion  of  the  sup- 
rarenal glands. 

NERVOUS  TROUBLES  AND  CONSTITUTIONAL 
HANDICAPS. 

In  thirty  cases  I have  used  as  a diagnosis 
the  term  “fatigue  neurosis.”  It  is  fairly 
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satisfactory  in  that  it  brings  to  mind  the 
picture  of  a man  or  woman  who  has  brok- 
en down  under  the  strain  of  overwork,  long 
hours,  heavy  responsibility,  no  vacations, 
and  perhaps  insomnia.  It  is  unfortunate 
that  nowadays  so  many  of  these  patients, 
instead  of  being  given  the  rest  which  they 
so  sadly  need,  are  driven  “over  the  edge” 
into  a nervous  breakdown  by  ill-advised 
operations  for  the  removal  of  teeth,  ton- 
sils, or  appendix.  Even  when  definitely 
indicated,  such  operations  should,  I think, 
always  be  deferred  until  the  patient  has  had 
a chance  to  rest. 

When  there  is  no  history  of  overwork  and 
yet  the  patient  is  obviously  hypersensitive, 
apprehensive  and  on  edge  I use  the  term 
“nervousness.”  Many  persons  resent  this 
word  because  they  think  it  implies  that  they 
are  excitable,  flighty,  foolish,  or  in  some 
way  culpable.  They  forget  that  a person 
who  is  outwardly  calm  may  be  inwardly 
seething,  tense,  and  frightened. 

I have  coined  the  term  “temperamental 
indigestion”  to  describe  the  troubles  of  cer- 
tain men  and  women,  often  of  one  of  the 
Mediterranean  races,  who  get  along  well 
enough  until  some  annoyance  sets  them  off 
into  an  emotional  debauch.  The  term  “anx- 
iety neurosis”  is  useful  to  describe  those 
cases  in  which,  after  the  sudden  death  from 
cancer  of  a relative  or  friend,  or  after  a 
visit  to  a pessimistic  or  tactless  physician, 
or  after  the  appearance  of  symptoms  which 
are  thought  to  be  due  to  the  return  of  an 
old  well-treated  syphilis,  the  patient  be- 
comes terror-stricken. 

I usually  place  in  a special  category  those 
persons  who  are  living  under  terrible  strain 
and  who  are  eating  their  meals  to  the  accom- 
paniment of  bitter  words.  Perhaps  the 
wife  is  insanely  jealous,  or  the  husband  has 
been  untrue  and  a divorce  is  pending,  but 
whatever  the  reason,  there  is  little  that  the 
physician  can  do  until  peace  is  restored. 

I believe  there  should  be  a separate 
classification  for  the  women  who  vomit  or 
regurgitate  immediately  after  meals.  The 


problem  is  not  one  of  indigestion  because 
the  food  which  is  retained  is  handled  com- 
fortably, and  operations  on  the  stomach  or 
bowels  are  worse  than  useless. 

In  table  1 I have  grouped  together  those 
persons  who  seemed  to  me  to  be  psycho- 
pathic, “constitutionally  inferior,”  asthenic, 
or  deficient  in  ovarian  function.  Gastro- 
enterologists would  do  well  to  remember 
that  for  every  insane  person  confined  in  an 
asylum  there  are  several  queer,  poorly 
adjusted  relatives  at  large,  and  many  of 
these  complain  of  indigestion,  “auto-intoxi- 
cation,” depression  or  weakness  which  is 
out  of  all  proportion  to  the  amount  of 
physical  abnormality  that  can  be  found. 
In  these  cases  the  physician  will  do  well  to- 
focus  his  attention  on  the  weakness  and 
the  inability  to  stand  up  to  the  strain  of 
life  and  not  on  the  aches  and  pains  in  the 
abdomen. 

I think  the  term  “constitutional  in- 
feriority” is  a useful  one  with  which  to 
picture  the  thin,  nervous,  flabby,  weak- 
backed,  poorly  sexed  girl  who,  if  she  had 
been  born  a kitten  or  a puppy  would  not 
long  have  escaped  drowning.  Some  “asthe- 
nics”  could  doubtless  be  placed  in  this 
group  but  I reserve  for  them  a less 
opprobrious  term  because  so  many,  though 
physically  handicapped,  drive  onward  with 
such  keen,  active,  idealistic  brains  that 
they  succeed  in  doing  much  of  the  con- 
structive work  of  the  world.  I have  never 
been  able  to  decide  whether  they  are  tired 
because  they  were  originally  endowed  with 
too  little  strength,  or  simply  because  they 
spend  what  they  have  so  recklessly  in  an 
effort  to  do  three  men’s  work  in  a day. 

I place  in  a separate  group  those  women 
who  show  a masculine  type  of  distribution 
of  hair  on  face,  breasts,  and  abdomen,  and 
who  have  defective  pelvic  organs,  painful 
and  scanty  menstruation,  and  sexual  anes- 
thesia. For  the  sake  of  brevity  I continue 
to  label  this  polyglandular  defect  with  the 
term  “hypo-ovarianism.”  Many  of  them 
suffer  with  nervous  indigestion,  mucous 
colitis,  and  constipation. 
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Years  ago  I would  have  classified  a 
number  of  the  thin  congenitally  handi- 
capped patients  as  victims  of  enteroptosis 
but  now  that  I know  how  commonly  this 
condition  is  found  in  healthy  persons,  I 
doubt  the  wisdom  of  ascribing  symptoms 
to  it.  Some  persons  doubtless  feel  better 
while  wearing  an  abdominal  support  but 
this  does  not  convince  me  that  enteroptosis 
is  a disease.  The  good  which  these  women 
often  derive  from  a sojourn  in  a sani- 
tarium is  due  probably  not  so  much  to  the 
fat  which  they  put  on  as  to  the  rest  which 
they  get.  I think  I would  as  willingly 
ascribe  symptoms  to  a large  navel,  to  a 
hooked  nose,  or  to  flaring  ears,  as  to  a 
mobile  cecum  or  to  a redundant  sigmoid 
flexure. 

I fear  that  many  physicians  do  not  yet 
know  the  danger  of  operating  on  patients 
with  severe  migraine.  The  attacks  of 
nausea,  vomiting,  prostration,  and  severe 
abdominal  pain  may  strongly  suggest  the 
presence  of  cholecystitis,  but  the  expert 
will  continue  to  question  the  patient  until 
he  is  sure  that  there  is  never  any  indiges- 
tion between  attacks,  and  never  an  attack 
without  headache.  If  the  cerebral  disturb- 
ance always  comes  first  he  will  know  that 
operations  must  not  be  done.  I have  seen 
patients  with  this  disease  who  have  sub- 
mitted cheerfully  to  one  useless  operation 
after  another;  usually  first  appendectomy, 
then  cholecystectomy,  then  gastro-enteros- 
tomv,  and  finally  the  taking  down  of  the 
gastro-enterostomy.  Surgeons  must  learn 
that  in  these  cases  it  is  useless  to  open  the 
abdomen  because  the  disease  is  not  there. 
It  is  probably  up  in  the  brain  from  whence 
there  spreads  out  down  the  vagi  or  splanch- 
nics  a nervous  “storm”  similar  to  that 
which  produces  the  abdominal  crises  of 
tabes.  Even  when  gall-stones  are  found, 
their  removal  may  have  no  effect  on  the 
course  of  the  disease. 

Mucous  colitis  is  another  condition  which 
accounts  for  much  unnecessary  opening  of 
the  abdomen.  At  operation  I have  looked 
at  the  colon  in  some  of  these  patients;  I 


have  sectioned  it,  and  studied  the  slides 
under  the  microscope,  and  I have  been 
unable  to  find  anything  wrong.  I have 
seen  the  surgeon  remove  half  of  the  colon 
and  cure  the  constipation  which  was 
thought  to  be  the  cause  of  the  mucous 
colitis,  and  still  the  patient  continued  to  lie 
on  a couch  with  a hot  water  bottle  over 
the  place  where  the  cecum  used  to  be. 

It  seems  to  me  obvious  that  the  disease 
is  not  a true  colitis.  There  exists  first  a 
congenital  predisposition;  second,  a hyper- 
sensitiveness to  many  types  of  stimuli ; and 
third,  perhaps  some  local  source  of  irrita- 
tion such  as  pelvic  disease  in  women. 
Research  is  much  needed  in  order  to  learn 
what  happens  to  intestinal  secretion  and 
absorption  during  an  attack. 

In  some  cases,  perhaps  in  many  more 
than  we  now  suspect,  abdominal  distress  is 
due  to  hypersensitiveness  of  the  colon  to 
certain  foods,  or  perhaps  to  substances 
which  are  excreted  through  its  wall. 
Spectacular  cures  can  sometimes  be  ob- 
tained when  the  offending  foods  are  detected 
and  avoided,  and  in  a few  cases  I have  even 
seen  severe  headaches  disappear. 

The  difficulty  in  recognizing  these  cases 
of  so-called  “intestinal  allergy”  is  increased 
by  the  fact  that  urticaria  is  not  always  a 
part  of  the  clinical  picture.  The  points  that 
should  arouse  suspicion  in  the  mind  of  the 
medical  attendant  are  that  the  patient  or 
one  or  more  of  his  or  her  relatives  are  sub- 
ject to  hay  fever,  asthma,  or  eczema,  and 
that  the  attacks  of  abdominal  distress  are 
associated  with  irritability  of  the  bladder, 
with  pain  in  the  muscles  and  joints,  and 
perhaps  with  hives  and  headache. 

I do  not  like  the  way  in  which  many 
physicians  now  apply  the  term  colitis  to 
every  case  of  spastic  constipation  in  which 
the  haustration  of  the  colon  is  a little 
irregular.  I think  the  term  should  be 
reserved  for  those  cases  in  which,  with 
the  sigmoidoscope,  one  can  see  that  the 
mucous  membrane  is  definitely  inflamed  or 
ulcerated. 
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SYMPTOMATIC  DIAGNOSES. 

In  nineteen  cases  the  only  diagnosis 
made  was  constipation.  There  are  many 
patients  in  whom  flatulence  and  indigestion 
can  be  relieved  if  only  the  lower  end  of  the 
colon  can  be  emptied  without  insult  to  the 
rest  of  the  bowel.  When  the  colon  is 
highly  sensitive,  purgatives  and  rough  diets 
are  equally  injurious,  and  often  then  the 
best  solution  of  the  problem  can  be  found 
through  the  use  of  enemas  of  warm 
physiologic  saline  solution. 

I dislike  the  usual  textbook  division  of 
constipation  into  spastic  and  atomic  varie- 
ties because  I doubt  if  there  is  any  basis 
for  it  in  fact.  I think  it  more  helpful  to 
divide  the  cases  into:  (1)  those  due  to 
nervous  strain;  (2)  those  in  which  the 
stasis  is  rectal;  (3)  those  in  which  there 
is  stagnation  in  a large  cecum;  (4)  those 
in  which  the  cause  is  probably  cholecystitis, 
pyloric  obstruction,  or  chronic  appendicitis ; 
(5)  those  in  which  the  food  is  insufficient 
in  amount  or  in  residue;  (6)  those  in  which 
there  is  disease  about  the  anus  or  in  the 
pelvis;  (7)  those  in  which  the  disturbance 
is  due  largely  to  neglect  of  the  calls  of 
nature;  and  (8)  those  in  which  it  is  due  to 
carcinoma  of  the  bowel  or  to  diverticulitis. 

There  were  thirty-six  cases  of  diarrhea. 
As  Cabot  long  ago  pointed  out,  it  is  seldom 
that  one  can,  even  with  the  help  of  all 
modern  diagnostic  methods,  hazard  an  ex- 
planation as  to  the  cause  of  diarrhea. 
When  ova  and  cysts  of  pathogenic  organ- 
isms cannot  be  found,  when  gastric  acidity 
is  up  to  standard,  when  the  bacterial  flora 
is  within  limits  of  normal,  and  the  colonic 
mucosa  unbroken  what  is  one  to  say? 

I have  classified  one  patient  as  an  air- 
swallower  because  he  was  so  unusually 
good  at  it,  but  when  I fitted  this  tag  to  him 
my  responsibility  did  not  cease;  I had  still 
to  explain  why  he  wanted  to  belch,  and  why 
he  kept  up  this  fatiguing  practice  hour 
after  hour.  In  many  cases  it  is  a tic  or 
habit  spasm  dependent  on  exaggerated 
reflexes  which  are  mediated  by  a hypersen- 
sitive, tired,  over-worked  brain  and  cord, 


but  in  others  the  cause  is  to  be  found  in  a 
diseased  gall-bladder  which  upsets  the 
normal  rhythm  of  the  gastric  waves,  or  in 
a hypertension  with  its  attendant  failing 
heart. 

The  last  case  on  the  list  was  an  interest- 
ing one.  It  was  that  of  a very  tall  thin 
young  woman  who  had  learned  the  trick  of 
noisily  swishing  water  and  air  from  one 
end  of  her  long  stomach  to  the  other. 
When  it  was  pointed  out  to  her  that  this 
was  not  a disease  but  only  an  accomplish- 
ment of  doubtful  social  value  she  lost 
interest  in  it. 

MINOR  DIAGNOSES  AND  INTERESTING  SYMPTOMS. 

It  will  be  remembered  that  as  I abstracted 
the  records  of  the  500  cases  I made  note  in 
each  instance  not  only  of  what  I considered 
to  be  the  principal  diagnosis  but  also  of 
other  less  important  ones,  and  even  of  some 
of  the  outstanding  symptoms.  When  these 
were  listed  the  resulting  table  was  so  large 
that  I thought  it  best  to  abridge  it  and 
present  here  only  the  more  important  and 
interesting  items. 

That  the  clinician  should  have  a thorough 
understanding  of  cholecystitis  and  all  its 
attendant  problems  will  be  seen  from  the 
fact  that  this  condition  was  diagnosed 
definitely  in  eighty  cases  and  its  presence 
was  suspected  in  ninety-five  more.  The 
tremendous  importance  of  nervousness  in 
gastro-enterological  practice  can  be  seen 
from  the  fact  that  in  at  least  109  cases  it 
had  to  be  considered  as  a factor  in  the  caus- 
ation of  the  patient’s  illness.  Hypertension 
is  another  important  condition.  It  was  con- 
sidered to  be  the  most  important  one  in 
twenty-six  cases  but  it  was  pronounced 
enough  to  be  mentioned  in  another  sixty. 
Disorders  of  the  heart  were  found  in  thirty- 
one.  Diarrhea  was  mentioned  in  the  his- 
tories of  seventy-two  patients.  Seventeen 
persons  had  a somewhat  lowered  basal 
metabolic  rate  and  one  was  definitely 
hypothyroid. 

Duodenal  stasis  was  noted  in  four  cases 
but  in  none  of  them  was  it  considered 
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pathogenic.  Diverticula  of  the  duodenum 
were  found  occasionally  but  in  none  of  the 
cases  did  the  condition  appear  to  be  respon- 
sible for  symptoms. 

I was  puzzled  by  four  women  who  com- 
plained of  a disturbance  in  the  sense  of 
taste.  In  some  it  was  salty,  and  in  others 
it  was  acid  or  bitter.  In  some  the  disturb- 
ance was  unilateral,  but  what  it  was  and 
how  to  cure  it  I never  could  learn.  I read 
widely  but  found  nothing  that  gave  me 
light. 

CONCLUSIONS. 

It  shouM  be  obvious  from  this  study 
that  further  research  is  needed,  particu- 
larly in  the  group  of  cases  in  which  the 
symptoms  are  severe  enough  to  suggest  the 
presence  of  organic  disease  of  the  digestive 
tract  but  in  which  the  nervousness  of  the 
patient,  the  way  in  which  the  history 
varies  with  repeated  telling,  the  absence  of 
certain  important  features,  the  absence  of 
roentgenologic  signs  of  disease,  and  perhaps 
the  inability  of  the  surgeon  to  find  anything 
wrong  at  operation  makes  a satisfying 
diagnosis  impossible.  In  some  of  these 
cases  the  symptoms  may  be  due  to  definite 
disease  in  the  brain,  in  the  cord,  in  the 
nerves  supplying  the  viscera,  or  in  the 
blood  vessels  going  to  them. 

There  is  no  question  that  disease  of  the 
brain  and  cord  can  simulate  acute  cholecys- 
titis or  appendicitis.  Supposed  pathologic 
changes  have  been  found  in  the  nerves  and 
ganglions  connected  with  the  digestive 
tract  but  it  is  so  difficult  to  stain  nervous 
tissue  and  then  to  interpret  what  is  found 
that  I do  not  know  what  value  to  put  on 
the  reports  so  far  available. 

Some  of  the  necessary  advance  in 
knowledge  will  probably  come  through 
better  follow-up  studies  of  patients  with 
strange  symptoms;  others  will  come  when 
we  have  a better  understanding  of  the 
physiology  and  bacteriology  of  the  bowel, 
and  others  will  come  through  more  careful 


and  minutes  studies  of  the  tissues  obtained 
at  necropsy. 

I think  it  should  be  obvious  also  from 
this  study  that  no  one  can  be  a good  gastro- 
enterologist until  he  has  first  become  a good 
clinician  with  a wide  knowledge  of  disease 
of  every  kind,  in  every  part  of  the  body. 

SUMMARY. 

This  paper  represents  an  analysis  of  the 
diagnoses  made  in  500  cases  of  indigestion 
or  abdominal  discomfort.  The  study  was 
made  with  the  idea  of  mapping  out  the 
areas  in  which  clinical  research  is  most 
needed. 

In  175,  or  in  one  out  of  three,  cases 
there  was  organic  disease  of  the  digestive 
tract.  In  fifty-two  cases  the  cause  for  the 
symptoms  was  found  in  organic  disease 
outside  the  digestive  tract.  In  ninety-five 
cases  the  patients  were  congenitally  handi- 
capped or  nervous  and  the  symptoms 
seemed  obviously  to  be  functional  in  origin. 

The  most  puzzling  group  was  made  up 
of  115  cases  in  which  the  symptoms  were 
so  severe  as  to  suggest  the  presence  of 
organic  disease.  The  syndrome  often  re- 
sembled that  of  cholecystitis  but  frequently 
it  suggested  the  presence  of  ulcer  or 
appendicitis. 

Cholecystitis  is  the  most  common  single, 
cause  for  severe  indigestion.  Organic  dis- 
ease of  the  stomach  is  rare ; it  was  found  in 
only  twelve  cases. 

Among  the  subjects  considered  in  the 
paper  are:  the  significance  of  infestation 
with  intestinal  parasites,  chronic  enlarge- 
ment of  the  mesenteric  lymph-nodes,  in- 
flammation of  the  anal  ring,  mild  recurring 
septicemia,  spondylitis,  pelvic  diseases  of 
women,  migraine,  mucous  colitis,  nervous 
vomiting,  intestinal  allergy,  constipation, 
and  diarrhea. 
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Table  1. 


PRINCIPAL  DIAGNOSES  MADE  IN  500  CASES. 
Definite  Disease  in  the  Digestive  Tract. 

Cases 


Cholecystitis  and  cholelithiasis 

Duodenal  ulcer  

Appendicitis,  subacute  and  chronic 

Gastric  ulcer 

Carcinoma  of  the  stomach 

Fibromyoma  of  the  pylorus 

Hernia  of  the  diaphragm 

Carcinoma  of  the  pancreas 

Carcinoma  of  the  colon 

Carcinoma  of  the  rectum 

Recurrent  intestinal  obstruction 

Chronic  ulcerative  colitis 

Malfunctioning  gastro-enterostomy 

Pyloric  obstruction,  cause  not  determined 

Septicemia  with  cholecystitis 

Trauma  to  the  abdomen  (blows  and  strains) .... 

Chronic  mesenteric  node  disease 

Infection  with  giardia 

Infection  with  ameba  dysenteriae 

Inflamed  anal  ring 

Rectal  prolapse 


77 

42 

17 

6 

2 

1 

1 

2 

1 

1 

3 

4 
1 
1 
2 
2 
2 
2 
4 
3 
1 


175 


Suspected  Organic  Disease  of  the  Digestive  Tract. 

Cases 


Syndrome  suggesting  cholecystitis. 
Syndrome  suggesting  peptic  ulcer... 
Syndrome  suggesting  appendicitis... 

Gastritis  or  enteritis 

Tuberculosis  of  the  cecum 

Post-cholecystectomy  disease 

Post-appendectomy  disease  

Abdominal  pain,  cause  unknown — 

Cirrhosis  of  the  liver 

Diverticulitis  of  the  colon 

Sequelae  of  old  peritonitis 


60 

13 

8 

2 

1 

4 

4 

16 

1 

5 
1 


115 

Organic  Disease  Outside  the  Digestive  Tract. 

Cases 


Pyosalpinx  1 

Posterior  urethritis  1 

Prostatitis  with  urinary  retention 1 

Pyelitis  : 2 

Arthritis  of  the  spine 4 

Osteomyelitis  of  the  jaw 1 

Dental  infection 1 

Carcinoma  of  the  lung? 1 

Gonorrhea  (one  man  and  one  woman) 2 


14 


General  Disease. 

Cases 


Hypertension  26 

Failing  heart ..  X 

Pulmonary  tuberculosis  4 

Hyperthyroidism  3 

Myxedema 1 

Leukemia  p 

Pernicious  anemia  1 

Familial  jaundice  1 


38 

Functional  and  Indefinite. 

Cases 


Fatigue  neurosis 30 

Nervousness  7 

Marital  infelicity  2 

Temperamental  indigestion 1 

Nervous  vomiting  2 

Hysteria  1 

Psychopathy  9 

Constitutional  inferiority 6 

Asthenia  2 

Hypo-ovarian  2 

Migraine  12 

Mucous  colitis  7 

Sensitive  colon  p 

Allergy  13 

Constipation  pg 

Alternating  constipation  and  diarrhea 1 

Flatulence 5 

Diarrhea  36 

A erophagy  p 

Gastric  boborygmus  l 


158 

Table  2. 

PRINCIPAL  AND  MINOR  DIAGNOSES  TAKEN 
TOGETHER.* 

Cases 


Cholecystitis  69 

Cholelithiasis  pp 

Duodenal  ulcer 43 

Gastric  ulcer  5 

Appendicitis  33 

Cholecystitis  suspected 90 

Cholelithiasis  suspected  5 

Duodenal  ulcer  suspected 22 

Ulcer  suspected  9 

Gastric  ulcer  suspected 2 

Appendicitis  suspected  24 

Post-appendectomy  pain 6 

Duodenal  stasis  4 

Diverticulum  of  the  duodenum 3 

Allergy  26 

Allergy  suspected 5 

Amebiasis  p2 


526 


Alvarez — Puzzling  Types  of  Indigestion 


Ameba  coli  infection 7 

Inflamed  anal  ring 10 

Calcified  nodes  in  the  abdomen 9 

Pelvic  disease  in  women 43 

Menopausal  upset 6 

Fibromyoma  of  the  uterus 30 

Hypo-ovarianism  20 

Nasal  sinusitis  5 

Tabagism  * 3 

Pulmonary  tuberculosis  (active  or  healed) 10 

Tuberculosis  suspected  5 

Hypertension  88 

Heart  disturbances  - 27 

Paroxysmal  tachycardia  4 

Hypothyroidism,  usually  moderate 18 

Migraine  25 

Migraine  questionable  5 

Headache  11 

Arthritis,  cervical  3 

Arthritis,  spinal  23 

Ai'thritis,  generalized  t 9 

Sciatica  2 

Constipation  43 

Diarrhea  72 

Flatulence  16 

Strange  taste  in  mouth 4 

Mucous  colitis  8 

Mucous  colititis  questionable 4 

Nervous  troubles  109 

Nervous  vomiting 4 

Psychopathy  11 

Asthenia  - 5 

Constitutional  inferiority  13 


*A  patient  whose  case  was  classified  in  table  1 
as  one  of  cholelithiasis  may  have  had  in  addition 
duodenal  ulcer,  hypertension,  and  pelvic  disease. 
In  table  1 the  case  was  listed  under  one  heading; 
here  it  is  listed  under  four. 

DISCUSSION. 

Dr.  Sidney  K.  Simon  (New  Orleans)  Dr.  Al- 
varez, in  his  usual  and  characteristic  way,  has 
covered  the  vast  field  of  his  paper  with  a thor- 
ough sweep,  making  discussion  and  analysis  some- 
what difficult.  He  has  certainly  afforded  us  much 
food  for  thought,  and  as  for  myself,  I am  pre- 
pared to  endorse  almost  in  toto  the  many  sober 
reflections  he  has  accorded  the  subject  matter. 

Incidentally,  I have  often  asked  myself  why  a 
perfectly  sane  doctor  wants  to  be  a gastro-enterol- 
ogist,  anyhow.  If  any  answer  were  needed  for 
that  query,  I think  Dr.  Alvarez’  paper  this  after- 
noon has  furnished  it. 

In  the  course  of  our  work,  we  are  called  upon 
to  review  so  many  clinical  conditions  of  varied 
type,  not  necessarily  definite  disease  entities,  but, 
let  us  say,  disordered  digestive  states,  that  the 


diagnosis  frequently  remains  in  doubt,  even  after 
thorough  examination. 

Out  of  the  chaos  of  the  many  sided  complaints 
to  which  the  digestive  patient  seems  to  fall  heir, 
I feel  that  we  ought  to  have  at  least  some  scheme 
or  system  for  critical  analysis.  The  plan  that  I 
have  found  most  useful  in  that  direction,  is  first 
to  marshal  all  the  facts  as  accurately  as  possible, 
including  history  taking,  physical  examination,, 
laboratory  tests  and  radiological  examinations. 
This  Dr.  Alvarez  has  done  in  his  cases.  After 
this,  the  question  arises;  Is  the  case  one  of  or- 
ganic pathology  or  is  it  a functional  disturbance 
arising  perhaps,  and  as  frequently  happens,  out- 
side of  the  digestive  tract?  It  should  be  remem- 
bered, of  course,  in  this  connection,  as  Dr.  Al- 
varez also  stressed,  that  a combination  of  both 
conditions  not  infrequently  co-exist. 

Once  we  have  concluded  that  the  patients’  com- 
plaints are  based  upon  some  definite  pathological 
condition,  whether  residing  within  the  digestive 
tube  or  outside  of  it,  the  next  problem  to  decide 
is  the  best  means  of  approach  for  therapy.  This 
brings  up  at  once  a subject  which  is  uppermost 
in  the  patients’  minds  when  they  apply  to  us  for 
treatment  and  that  is  whether  they  are  subjects 
for  operation  or  not.  I have  always  taken  this 
question  to  be  one  of  grave  responsibility. 

I confess,  my  judgment  at  times  has  proved 
wrong,  but  at  any  rate,  I believe  I have  erred 
honestly  and  always  with  the  patients’  interest 
in  view.  While  we  medical  men,  is  it  true,  some- 
times defer  operative  relief  over  an  unnecessarily 
long  period,  the  surgeon  also  exhibits  mistakes  in 
judgment  in  treating  surgically  cases  that  are  es- 
sentially and  primarily  medical.  So  there  are 
honest  errors  made  from  two  angles. 

Just  one  further  word  as  to  the  neurological 
aspect.  A gastro-enterologist,  in  order  to  be 
successful,  must  prove  himself  to  be  a doggoned 
good  neurologist.  He  must  at  least  know  how  to 
handle  the  functional  neuroses  because,  as  Dr. 
Alvarez  correctly  stated,  a very  large  percent- 
age of  the  cases  that  seek  relief  for  alimentary 
troubles  have  a profound  neurological  basis.  These 
are  the  individuals  in  particular,  that,  other  things 
equal,  should  be  steered  along  medical  paths 
rather  than  surgical. 

Dr.  T.  P.  Lloyd  (Shreveport)  It  would  really 
be  presumptuous  on  my  part  to  try  to  discuss  such 
a paper  as  Dr.  Alvarez  has  just  presented  and 
also,  in  view  of  the  brilliant  speaker  who  just 
preceded  me,  offer  you  any  information  whatever. 
Dr.  Alvarez  has  covered  the  subject  from  head 
to  foot.  He  has  covered  all  the  extraneous  dis- 
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eases  that  cause  indigestion,  and  my  immediate 
predecessor  has  told  you  all  about  the  neuroses, 
and  what  to  operate  on  and  what  not  to  oper- 
ate on. 

However,  that  particular  condition  is  one  of 
the  most  important  and  one  of  the  most  baffling 
that  we  and  the  surgeons  combined  have  to  con- 
tend with.  The  patient  will  come  in  and  we  will 
make  a diagnosis  of  a possible  functional  disease 
which  may  have  some  organic  taint.  Whether  or 
not  that  patient  can  be  relieved  by  removal  of 
the  gall-bladder,  removal  of  the  appendix,  and 
whether  there  any  hope  whatever  of  relief  of 
the  symptoms  with  surgery  is  a difficult  question 
to  decide.  My  confrere,  Dr.  Hendrick,  has  posi- 
tively refused  to  operate  on  any  so-called  neurotic, 
without  positive  proof  of  organic  disease.  His 
results  haven’t  been  satisfactory  like  other  sur- 
geons. I have  told  him  it  was  po.ssibly  some  or- 
ganic lesion  associated  with  a marked  neurosis. 
He  said,  “You  will  have  to  take  all  the  blame 
if  she  doesn’t  get  well,”  and  that  is  right.  We  are 
getting  farther  and  farther  away  from  surgery 
in  neurosis. 

There  is  one  other  condition,  and  that  is  the 
endocrine  system.  The  part  it  plays  on  the  diges- 
tive apparatus  hasn’t  by  any  means  been  brought 
to  the  forefront.  There  is  one  thing  in  particu- 
lar that  he  barely  touched,  and  that  is  the  hypog- 
onad  in  the  young  woman.  Not  long  ago  we  saw 
a young  woman,  a hypogonad,  who  had  been 
vomiting  for  four  years.  She  had  the  characteris- 
tics of  hypogonadism,  as  to  measurements,  gen- 
eral contour,  neurosis,  amenorrhea,  etc.  All  she 
needed  was  plenty  of  whole  ovarian  extract,  not 
in  small  doses  but  in  enormous  doses.  When  you 
make  a diagnosis  of  hypogonadism  in  a young 
female,  keep  away  from  surgery;  it  doesnt’  do 
any  good.  You  have  to  give  them  treatment. 

We  are  failing  to  diagnose  a great  many  of 
our  endocrine  cases  because  the  presenting  symp- 
toms are  those  of  gastric  disturbance. 

Dr.  Chaille  Jamison  (New  Orleans)  I listened 
to  the  paper  with  the  greatest  pleasure,  as  I am 
sure  all  of  you  did. 

I cannot  refrain  from  asking  Dr.  Alvarez,  when 
the  opportunity  presents  itself  thus,  for  a word 
about  a question  that  I am  sure  has  come  up  be- 
fore most  of  you,  particularly  in  the  migraine 
group  and  the  neuresthenic  group,  and  that  is  the 
question  of  duodenal  dilatation  and  duodenal  stasis. 
It  is  one  that  has  troubled  us  a good  deal.  We 
have  been  interested  in  it  a great  deal,  and  we 
would  like  to  have  the  word  of  a master  on  that 
subject.  Thank  you. 


Dr.  C.  H.  Mosely  (Monroe)  I want  to  apolo- 
gize for  appearing  to  discuss  a paper  of  so  emi- 
nent an  author  as  Dr.  Alvarez.  I want  to  express 
my  appreciation  to  the  great  organization  which 
he  represents  and  to  say  that  the  greatness  of  the 
Drs.  Mayo  and  their  organization  is  represented 
by  the  painstaking  way  they  help  to  lead  us  peo- 
ple who  need  their  guidance.  We  look  to  them 
to  blaze  the  way. 

They  say  no  man  has  a pet  theory.  If  he  has 
a theory  he  works  it  over  time.  There  is  one 
man  who  has  an  adage,  “Will  Rogers  of  Medicine,” 
who  says  there  are  two  kinds  of  appendicitis: 
acute  appendicitis  and  appendicitis  for  revenue 
only.  I think  that  is  wrong. 

Gentlemen,  I am  seeing  a few  cases  of  open 
abdomens.  This  fact  first  struck  me  a little  pecu- 
liarly. I would  see  an  appendix  with  a fecalith  in  it 
that  nobody  had  said  anything  about.  Nobody  had 
said  he  had  a pain  of  appendicitis.  They  can’t 
tell  they  have  an  appendicitis  because  lots  of  the 
pain  starts  away  from  the  appendix  and  never 
gets  there.  Major  Ash  at  the  Army  Medical 
School  had  an  acute  ruptured  appendix,  and  the 
only  pain  he  had  was  in  the  epigastric  region. 

They  talk  about  silent  gall-stones.  Dr.  Alvarez, 
said  that  the  Lord  didn’t  read  Mayo’s  textbook. 
I see  more  stones  in  appendices  than  I do  in  gall- 
bladders. I am  wondering  if  we  are  not  coming 
to  the  time  when  we  look  on  a man  who  takes 
out  an  acute  ruptured  appendix  with  the  same 
degree  of  question  in  our  hearts  as  when  we  look 
on  the  man  who  makes  a diagnosis  of  tuberculosis 
only  when  the  patient  has  a hemorrhage.  I say 
that  with  a great  deal  of  respect,  and  it  is  an 
honest  effort  that  I have  made  to  arrive  at  the 
conclusion. 

Certainly,  nobody  would  subject  any  person  to 
an  operation  if  it  were  not  needed.  Everybody 
knows  that  if  we  have  a gall-bladder  ruptured,  we 
had  better  look  out  for  the  appepdix  as  it  is  likely 
to  be  ruptured  also. 

I was  just  a little  bit  concerned  when  the  doc- 
tors began  to  say  leave  the  neurology  alone.  Now, 
gentlemen,  we  see  neuroses  that  is  caused  by  an 
infection,  and  we  must  accept  our  responsibility 
and  not  fall  out  with  the  people  who  are  Chris- 
tian Scientists.  I am  one  of  the  best  Christian 
Scientists  in  our  community.  I am  the  leader  of 
Christian  Science  in  our  community.  Moses  held 
up  the  snake  in  the  wilderness,  and  he  hasn’t 
anything  on  me. 

Osier  said  a long  time  ago  that  there  was  a lot 
to  the  tincture  of  hope  and  nux  vomica.  They  have 
told  me  so.  One  fellow  said,  “You  had  better  be 
ignorant  than  to  know  so  much  that  ain’t  so.” 
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They  tell  me  if  you  pour  tincture  of  nux  vomica 
on  that  plant,  it  will  kill  it.  We  know  most  of 
the  chronic  infections  that  we  are  heir  to  are 
caused  by  plant  life. 

Dr.  J.  A.  Danna  (New  Orleans)  I left  a very 
interesting  program  in  the  Surgical  Section  to 
come  over  here  and  hear  Dr.  Alvarez.  I came  over 
here  with  a double  purpose.  First,  I felt  that  any 
paper  which  he  would  read  would  be  interesting. 
Secondly,  I thought  he  was  going  to  enlighten  me 
on  a subject  that  has  worried  me  a great  deal  for 
a good  many  years.  I am  sorry  to  say  I have 
been  disappointed.  I came  here  to  hear  indiges- 
tion discussed  generally.  As  I see  it,  he  has  dis- 
cussed it  from  the  standpoint  of  the  stomach 
alone.  At  least,  that  is  the  way  it  struck  me. 

At  any  rate,  after  reading  Dr.  Alvarez’  book 
on  “The  Mechanics  of  the  Intestinal  Tract,”  and 
the  many  ways  normal  peristaltic  movements  may 
be  influenced,  and  then  sit  here  throughout  his 
paper  and  not  hear  him  say  a word  on  that  sub- 
ject, I am  terribly  disappointed. 

As  a surgeon,  I get  a great  many  cases  that 
come  to  me  that  have  been  operated  on  before  by 
somebody  else,  with  abdominal  symptoms  that  are 
not  relieved.  Occasionally,  too,  often  for  my  good 
and  for  my  patient’s  good,  some  of  my  own  pa- 
tients are  not  relieved  by  the  operations  that  I 
do  on  them.  I have  learned  to  feel  that  a great 
many  of  these  cases  have  something  in  the  nature 
of  a spacticity,  or  have  an  obstruction  in  the  per- 
istaltic wave  somewhere  along  the  intestinal  tract. 
Some  of  these  cases  get  well  on  some  form  of 
antispasmodic  treatment.  Some  of  these  are  hy- 
pocalcemic  cases.  Some  of  them,  with  the  admin- 
istration of  calcium  and  magnesium,  improve. 
Viosterol  helps  some  of  them.  But  I am  not  in 
a position  to  feel  that  I really  know  how  to  treat 
these  cases  either  surgically  or  medically.  It  is 
for  that  reason  that  I am  arising  to  ask  Dr.  Al- 
varez to  help  me  along  a little  on  that  subject. 

Dr.  W.  C.  Alvarez  (closing)  Someone  asked 
about  duodenal  stasis.  The  essential  thing  is  to 
be  sure  that  it  is  present  and  constant  on  re- 
peated roentgenologic  study.  Do  not  operate  for 
it  unless  it  is  constant. 

Now  in  regard  to  appendectomy:  in  what  I said 
I meant  no  disrespect  to  the  medical  profession; 
I think  we  are  as  honest  a group  of  men  as  one 
can  find  anywhere.  We  mean  to  do  well  and  when 
we  order  an  operation  we  hope  it  will  do  good. 
All  I ask  is  this:  Before  you  take  out  an  appen- 
dix, ask  yourself  if  you  would  take  it  out  if  it 
were  your  wife,  your  daughter,  your  son,  or 
your  mother.  If,  under  these  circumstances,  you 
would  operate,  I am  satisfied:  I know  you  are 


doing  the  best  you  know  how.  Also,  you  might 
ask  yourself:  Have  I studied  this  patient  so  care- 
fully that  I am  justified  in  making  a decision. 
Have  I roentgen-rayed  her  to  see  if  she  has  gall- 
stones or  peptic  ulcer  or  am  I going  ahead  ignor- 
antly and  trustfully  to  remove  the  appendix 
through  so  small  an  incision  that  I cannot  make 
any  exploration  of  the  abdomen? 

I liked  Dr.  Simon’s  talk.  You  all  know  that 
every  day  there  are  many  pure  “neuros”  who  are 
being  operated  on,  and  there  are  also  a lot  of 
women  with  gall-stones  that  are  being  called 
“neuros.”  The  mistakes  are  made  on  both  sides. 
There  is  one  way  in  which  to  avoid  mistakes  and 
that  is  to  take  long,  careful  histories.  I often 
spend  two  hours  or  more  talking  to  the  patient, 
when  the  problem  is  a difficult  one;  that  is,  I 
spend  three-quarters  of  an  hour  on  four  or  five 
successive  days.  Then,  if  I am  still  puzzled  I 
get  someone  else  to  take  the  history  over  again  to 
see  how  it  impresses  him.  Sometimes  then  the 
whole  problem  becomes  clear. 

The  other  day  a woman  told  me  a story  which 
was  typical  of  migraine  and  I thought  the  diag- 
nosis was  made.  Then  at  the  last  minute  as  she 
was  going  out  the  door,  she  spoiled  everything  by 
saying  that,  come  to  think  of  it,  she  did  have 
attacks  of  indigestion  without  the  headaches.  It 
meant  that  I had  to  sit  down  again  for  half  an 
hour  to  see  if  I could  get  the  story  straight. 

Some  of  these  “neuros”  are  so  hard  to  cure  that 
they  remind  me  of  the  statement  of  the  Irishman 
who  was  taking  a civil  service  examination  for 
a job  in  the  health  department.  One  of  the  ques- 
tions was:  “What  is  rabies,  and  what  do  you  do 
for  it?”  His  answer  was:  “Rabies  is  Jewish  priests, 
and  there  ain’t  nothing  you  can  do  about  them!” 
Many  of  these  nervous  sickly  persons  were  born 
frail  and  unable  to  “stand  the  gaff”  and  we  phy- 
sicians cannot  make  them  over. 

Furthermore,  no  matter  how  skillful  we  may 
become  we  cannot  hope  always  to  make  a defi- 
nite diagnosis.  Many  patients  complain  that  they 
have  seen  several  physicians;  one  said  the  dis- 
ease was  in  the  appendix,  another  that  it  was  in 
the  gall-bladder,  another  that  it  was  in  the  stom- 
ach, and  another  that  it  was  in  the  head.  The 
poor  bewildered  man  goes  to  you  and  says:  “Doc- 
tor, if  you  will  tell  me  just  exactly  what  I have, 
I will  consent  to  be  operated  on  but  not  other- 
wise.” I often  ask  them  if  they  would  be  better 
off  if  I were  to  tell  them  exactly  what  they  have. 
What  could  they  do  later  if  the  operation  were 
to  show  that  instead  of  the  promised  ulcer  they 
had  gall-stones?  The  point  I try  to  drive  home  is 
that  it  is  not  necessary  that  the  clinician  deter- 
mine exactly  what  the  trouble  is;  that  is  often 
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hard  to  do  even  when  the  abdomen  is  open.  The 
essential  thing  is  that  the  physicial  decide  that 
in  a particular  case  the  problem  is  a surgical  one, 
that  there  is  gross  organic  disease  somewhere  in 
the  abdomen,  disease  which  will  probably  never 
yield  to  medical  treatment.  In  another  case  he 
must  be  able  to  say  that  operations  no  matter 
how  “successful”  cannot  be  expected  to  remake 
or  cure  the  patient.  Even  if  gall-stones  are  found 
and  removed  the  patient  will  almost  certainly  go 
on  complaining  as  badly  as  before. 

RELATION  OF  THE  GENERAL  PRAC- 
TITIONER TO  THE  PUBLIC 
HEALTH  PROGRAM* 

FELIX  J.  UNDERWOOD,  M.  D., 
Jackson,  Miss. 

It  is  to  the  credit  of  our  profession  in 
Mississippi  that  its  members  have  inter- 
ested themselves  actively  in  good  govern- 
ment, and  especially  in  those  functions 
that  have  to  do  with  the  physical  well- 
being of  man  and  that  involve  applica- 
tions of  medical  art  and  science  both  in 
the  prevention  and  the  cure  of  the  diseases 
which  afflict  mankind. 

There  is  not  a single  point  at  which 
public  health  and  private  medicine  can- 
not march  forward  in  peace  and  good  will. 
Our  profession  is  traditionally  committed 
to  the  prevention,  as  well  as  the  cure,  of 
disease.  Out  of  its  early  labors  arose  the 
first  slender  shoot  of  this  magnificent  tree 
of  health  that  is  beginning  to  bear  good 
fruit  today.  From  its  membership  have 
come  our  foremost  public  health  leaders. 
Be  it  said  to  the  everlasting  credit  and  to 
the  honor  of  Mississippi  medicine  that 
it  is  watering,  fertilizing,  and  protect- 
ing this  tree  of  life  in  the  midst  of  the 
garden  of  our  united  effort  against  the 
insects  and  poison  bugs  of  ignorance, 
superstition,  and  rampant  quackery  which 
establishes  so  called  health  institutes, 
health  homes,  advertises  so  much  about 
your  health  and  often  puts  it  over  on  a 

*Read  before  the  Section  on  Hygiene  and  Public 
Health  at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
May  14,  1930. 


gullible  uninformed  public  and  yet  knows 
nothing  of  curative  medicine  notwith- 
standing the  fact  that  they  pose  as  doctors 
and  talk  glibly  and  advertise  freely  to 
cure  all  diseases  which  afflict  the  race. 
They  bitterly  oppose  the  principles  and 
practice  of  preventive  medicine,  denounc- 
ing immunization  and  vaccination,  and 
notwithstanding  the  fact  that  they  profess 
not  to  believe  in  the  germ  theory  of  di- 
sease at  all  yet  so  ignorantly  inconsistent 
are  they  that  they  now  tell  people  that 
immunization  and  vaccination  cause  many 
diseases,  such  as  syphilis,  typhoid  fever, 
and  meningitis. 

In  the  history  of  our  republic  we  had 
in  the  past  a political  party  known  as  the 
Know  Nothing  Party,  with  a considerable 
following.  Today  we  find  to  our  humilia- 
tion, shame,  and  extreme  disappointment 
and  embarrassment,  living  as  we  do  in  the 
golden  age  of  education,  in  a state  where 
extreme  ignorance  and  poverty  is  sup- 
posed not  to  obtain,  we  find  a Know  Noth- 
ing Cult  or  Trade,  not  a profession,  Oh, 
No,  taken  seriously  by  many  people.  ' 

Do  we  need  a consistent,  persistent  pro- 
gram of  health  education  and  demonstra- 
tion backed  up  by  the  physicians  one  hun- 
dred per  cent,  for  the  enlightenment  and 
for  the  protection  of  our  citizenship  in 
every  county  in  every  community,  in 
every  home,  and  with  every  individual  in 
our  state?  Do  we?  Health  education  like 
Christian  education  is  a real  job  in  this 
day  and  time  when  evil  forces  are  pre- 
senting a united  front.  We  must  stand 
united  in  our  efforts  or  we  fail  miserably. 

The  most  obscure  physician  gives  some 
portion  of  his  energies  to  the  conservation 
of  health  and  usually  lends  his  voice  in 
support  of  public  health  measures.  Sur- 
prisingly inconsistent  as  it  may  seem, 
on  the  same  page  of  one  of  the  leading 
medical  journals  which  carried  a de- 
nouncement of  the  Sheppard-Towner  Act 
was  another  editorial  deploring  our  high 
maternal  death  rate,  one  of  the  evils  at 
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which  the  Act  was  aimed.  The  workers 
under  the  Sheppard-Towner  Act  have  in 
reality  been  just  so  many  press  agents  for 
competent  physicians  and  organized  Amer- 
ican Medicine  which  must  and  will  gradu- 
ally correct  this  regrettable  condition  of 
neglect  of  so  many  mothers  and  prospec- 
tive mothers  as  health  educational  and 
demonstrational  programs  show  them  the 
right  way. 

We  have  found  in  our  experience  that 
where  there  is  a misunderstanding  be- 
tween health  workers  and  private  practi- 
tioners that  usually  it  is  lack  of  correct  in- 
formation on  the  one  side  or  the  other. 
We  now  desire  to  discuss  both  sides 
honestly,  plainly,  and  as  briefly  as  possi- 
ble. 

Lack  of  information  is  a universal 
fomenter  of  strife.  For  the  physician 
disciplined  in  diagnosis  and  therapeutics, 
the  private  relationship  between  patients 
and  practitioner  circumscribes  his  horizon. 
That  medicine  also  fills  a public  relation- 
ship, in  which  the  good  of  the  individual 
may  frequently  be  submerged  by  the 
greater  welfare  of  the  group,  is  outside  the 
compass  of  his  vision.  He  is  unwilling  to 
admit  that  a mass  of  information  and  a 
technic  have  grown  up  within  the  realm 
of  preventive  medicine  and  sanitation  that 
are  generally  ignored  in  our  medical 
schools,  yet  are  just  as  valid  as  the  sub- 
jects regularly  taught.  The  smattering 
of  so-called  “hygiene  and  public  health” 
that  was  forced  on  him  in  student 
days  appears  to  him  to  comprise  all  that 
is  or  needs  to  be  known.  Every  health 
officers  is  acquainted  with  private  prac- 
titioners who  freely  admit  their  ability 
to  fill  any  public  health  position  with 
distinction  and  with  no  previous  training. 
A mind  that  is  permanently  closed  to  new 
knowledge  in  other  spheres  than  its  own 
will  discount  all  such  new  ideas  as 
negligible  or  subversive  of  the  regular 
order.  Even  the  physician  with  a reason- 
ably flexible  mental  apparatus  is  often 
amazingly  uninformed  of  the  first  prin- 


ciples in  preventive  medicine  and  sanita- 
tion, a field  so  closely  allied  to  his  own 
that  curiosity  alone  would  seem  to  compel 
superficial  acquaintance.  Out  of  this  lack 
of  information  grows  resentment  toward 
even  the  simpler  routine  procedures  of 
common  sanitary  practice.  An  attitude 
is  created  which  evinces  itself  in  unthink- 
ing resistance  to  all  that  bears  the  label  of; 
public  health.  Fortunately,  this  intellec- 
tual inertia  is  not  often  found  in  Missis- 
sippi among  physicians. 

However,  not  all  of  the  blame  is  on  one 
side.  The  public  health  worker  must 
share  some  of  it,  for  he  fails  many  times 
to  make  any  effort  to  enlighten  the  phy- 
sicians within  his  field  as  to  his  plans  and 
methods.  A full  explanation,  at  the  out- 
set, would  usually  convert  medical  op- 
position into  acquiescence,  at  least,  if  not 
heatry  support.  His  first  duty  is  to 
educate  the  doctor,  for  we  are  all  laymen 
outside  our  own  specialities.  In  this,  as 
in  every  succeeding  step  of  his  program, 
the  utmost  tact  is  essential.  Painful 
memories  rise  to  haunt  the  health  ex- 
ecutive who  has  had  under  his  direction 
any  number  of  workers.  He  has  seen, 
more  than  once,  an  initially  friendly  group 
of  medical  men  turned  into  enemies  of  the 
entire  health  program  through  rudeness, 
arrogance,  superciliousness  or  bad  temper 
or  lack  of  public  health  training  on  the  part 
of  a new  worker.  The  medical  profession 
has  suffered  much  at  the  hands  of  such  as 
these.  Unsound  judgment  in  selecting  a 
project,  or  offensive  methods  of  promoting 
it,  will  also  alienate  friends. 

Of  one  cause  of  medical  opposition,  sel- 
fish, mercenary  motive,  the  less  said  the 
better.  But  all  experienced  health  officers 
have  felt  its  force.  The  physician  of  this 
caliber  is  frequently  so  aggressive  and 
“successful”  that  he  holds  an  influential 
position  in  his  community.  By  under- 
ground methods  he  can  defeat  an  honest, 
well  considered  project  without  revealing 
his  hand.  That  he  fears  the  spectre  of 
diminished  business  is  simply  evidence 
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that  his  selfishness  is  matched  by  his 
ignorance,  for  the  health  officer  is  a 
press  agent  of  scientific  medicine.  Or  this 
kind  of  physician  may  covet  a place  on 
the  public  payroll  for  the  money  or  the 
publicity  to  be  had  out  of  it.  In  any  case 
his  personal  gain  is  made  to  transcend  the 
public  welfare. 

Lastly,  we  who  hold  positions  with  the 
government  are  always  under  some  suspi- 
cion— a suspicion  that  seems  to  be  grow- 
ing stronger  of  late  and  that  is  taking  the 
form  of  a great  fear,  fear  of  ultimate 
domination  over  all  life  by  an  autocracy 
of  bureaucrats.  Perhaps  some  of  this 
suspicion  is  deserved.  Dictatorial,  grasp- 
ing, unpractical,  politically  partisan  persons 
are  sometimes  found  in  health  departments, 
as  in  other  branches  of  the  government.  To 
inject  a degree  of  humanness  into  an 
office  crowded  with  necessary  routine,  to 
retain  a sensitive  awareness  of  the  multi- 
farious viewpoints  in  a large  constituency, 
is  no  sinecure.  Yet  the  more  successfully 
it  is  done,  the  more  fully  will  needless 
suspicion  of  governmental  agencies  be 
overcome.  It  is  a paramount  duty  of  all 
public  health  executives. 

Granting,  then,  that  there  is  sometimes 
divergence  of  interests  between  public  and 
private  medicine,  where  there  should  be 
convergence ; that  there  is  antagonism 
where  there  should  be  accord,  it  will  be 
profitable  to  consider  its  effects.  They  will 
manifest  themselves  in  two  directions:  re- 
tardation of  sanitary  progress  in  many 
quarters,  and  a growing  distrust  of  the 
medical  profession  on  the  part  of  the  pub- 
lic. Enough  examples  have  been  given 
earlier  to  clarify  the  first  point,  that 
lack  of  medical  support,  or  active  oppo- 
sition, will  delay  legitimate  public  health 
developments.  But  the  effect  of  this  atti- 
tude on  the  lay  mind  may  not  be  so 
evident  to  the  private  practitioner.  To 
the  medical  health  officer,  standing  mid- 
way between  him  and  the  public,  a 
view  in  both  directions  is  possible.  He 
catches  a sense  of  frustration  and  of  grow- 


ing exasperation  among  the  laity,  that  is 
not  revealed  to  the  family  doctor  so  free- 
ly. He  finds  the  public  demanding  more 
service,  while  his  medical  colleagues  criti- 
cize what  is  already  given.  He  realizes 
that  the  public  is  often  more  fully  “sold” 
on  the  health  program  than  is  the  profes- 
sion. His  dilemma  is  sometimes  acute.  As 
a public  servant,  his  duty  is  to  do  the 
public’s  will.  Yet,  if  he  accedes,  it  will 
bring  to  light  the  reactionary  tendency  of 
the  medical  group.  He  feels  himself  a 
Judas  among  his  brethren.  If  such  a crisis 
arises,  as  it  has  repeatedly,  the  layman 
develops  a distrust  of  the  physicians;  he 
is  openly  critical  of  their  motives  and  his 
resentment  is  likely  to  be  extreme.  Are 
not  the  proposals  for  health  insurance 
partly  the  result  of  just  such  a process? 
Are  they  not  the  grasping  of  the  public 
after  some  method  whereby  the  benefits  of 
curative  and  preventive  medicine  may  be 
made  available  to  all,  and  at  once,  with- 
out waiting  for  the  medical  profession  to 
arrive  at  a broader  social  outlook?  This 
is  not  the  sort  of  thing  that  the  great  body 
of  health  workers  desires,  but  it  is  a very 
natural  reaction  of  enlightened  public 
opinion.  “Phantom”  this  public  opinion 
may  sometimes  be,  but  it  is  a ghost  that 
takes  on  substance  as  it  gains  momentum. 

If  the  discussion  so  far  is  a correct  in- 
terpretation of  trends,  some  solution  is 
sorely  needed.  Not  that  we  may  hope  to 
change  human  nature,  if  the  fault  lies 
there,  but  that  we  may  try  to  bring  about 
more  intelligent  understanding  on  both 
sides,  and  a resultant  solidarity  now  lack- 
ing. 

Beginning  with  his  earliest  medical 
training,  the  student  should  be  made  to 
see  how  his  subjects  are  related  to  public 
health.  In  bacteriology  he  can  learn  the 
uses  and  duties  of  state  and  city  labora- 
tories, the  methods  pursued  by  them  and 
interpretation  of  their  reports.  Lectures 
on  practice  of  medicine  ought  to  lay  more 
stress  on  sources  and  modes  of  infection, 
on  ordinary  control  measures  and  on  the 
duty  of  the  private  physician  to  protect 
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the  community  as  well  as  his  patient. 
Courses  in  pediatrics  open  the  way  to  the 
whole  field  of  child  hygiene,  while  obstetrics 
holds  the  same  relationship  to  prenatal  and 
maternal  hygiene.  Medical  jurisprudence 
embraces  legal  aspects  of  the  practitioner’s 
public  health  functions.  And,  lastly  the 
course  in  preventive  medicine,  hygiene  and 
sanitation  should  be  the  point  at  which 
these  strands  are  woven  together;  where 
the  embryonic  doctor  sees  the  whole  public 
health  field,  and  comprehends  the  fact  that 
he  has  a prominent  and  inescapable  posi- 
tion in  it.  Do  we  have  such  correlation  in 
our  medical  courses  today?  Hardly.  The 
men  who  are  teaching  major  subjects  in  the 
schools  are  themselves  lacking  in  this  vision. 
Can  more  be  expected  of  the  people,  when 
their  leaders  fail? 

Yet  a beginning  is  being  made.  Notable 
efforts  are  now  in  the  making  in  the  school 
of  medicine  at  Vanderbilt  under  the  able 
leadership  of  Dr.  W.  S.  Leathers.  The 
medical  department  of  Tulane  gives  much 
promise.  We  could  not  expect  less  under  a 
Mississippi  medical  leader — Dr.  C.  C.  Bass. 

The  medical  department  of  Pittsburgh 
University  deserves  much  credit.  The  medi- 
cal department  of  the  University  of  Ten- 
nessee is  now  doing  good  work  and  planning 
greater  things  for  the  future.  One  or  two 
other  schools  have  only  very  recently  added 
to  and  changed  the  curriculum  to  meet  the 
needs  of  the  present  and  the  future  in  medi- 
cine in  this  country.  In  these  few  schools 
a curriculum  is  consciously  planned  to  cor- 
relate public  health  with  every  related 
department  of  medical  study.  More  power 
to  them ! They  can  make  a greater  contri- 
bution to  understanding  than  can  any  other 
agency. 

It  was  suggested  earlier  that  health 
workers  have  neglected  the  doctor,  in  their 
zeal  to  convert  laymen.  They  have  prob- 
ably accepted  the  general  assumption  that 
the  doctor  is  fully  informed  on  the  basic 
principles  and  modern  practices  of  sanitary 
science.  But  this  is  not  a fact.  What  has 
been  omitted  in  the  medical  schools  must  be 


made  up.  So  elementary  a matter  as  prompt 
reporting  of  suspected  communicable  dis- 
eases, or  of  births,  will  call  for  careful 
explanation  and  tactful  persuasion.  From 
that  point  on,  the  health  officer  must  learn 
to  spread  before  the  physicians  his  plans  of 
campaign  and  his  reasons  for  each  step — 
above  all,  the  reasons — if  he  expects  to 
carry  his  colleagues  with  him.  In  his  hands 
rests  this  initiative,  and  its  importance  to 
the  success  of  his  program  cannot  be  made 
too  emphatic. 

It  has  already  been  said  that  the  medical 
practitioner  has  a real  place  in  the  public 
health  field.  As  a matter  of  fact,  preventive 
medicine  is  going  to  consume  an  ever 
greater  proportion  of  his  time.  This  does 
not  mean  those  ordinary  things  that  are 
expected  of  every  conscientious  doctor,  such 
as  early  reporting  of  morbidity  and  of 
births,  administration  of  prophylactic  bio- 
logic preparations,  efforts  to  protect  the 
community  against  the  infection  of  his  pati- 
ent, and  occasional  help  in  various  clinics 
for  the  indigent.  These  he  does  now  to  a 
greater  or  less  degree.  But  preventive  med- 
icine has  taken  on  a broader  meaning  in 
recent  years.  There  has  come  a realization 
that  humanity  can  be  made  healthier,  and 
happier,  by  the  early  detection  and  correc- 
tion of  minor  deviations  from  normal,  than 
by  curative  measures  applied  after  these 
conditions  have  produced  gross  pathology. 
“Positive  health”  is  as  good  a name  as  any 
for  this  new  objective.  And  the  family  doc- 
tor is  its  prophet.  Better  than  any  one  else, 
he  can,  if  he  will,  make  the  next  generation 
more  fit  than  its  predecessor.  This  calls  for 
a personal  relationship  that  no  govern- 
mental agency  can  so  satisfactorily  provide. 
Opportunity  is  in  the  making  for  the  pri- 
vate practitioner  to  take  his  own  peculiar 
place  in  the  public  health  movement.  Tech- 
nical preparation  there  must  be,  exactly  as 
one  would  fit  himself  for  any  other  special 
procedure.  A new  approach,  a new  view- 
point, must  be  acquired.  He  is  dealing  with 
a well  man,  who  wants  to  keep  well.  If 
the  health  officer  prepares  the  way  by  edu- 
cation, does  the  physician  have  vision 
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enough  to  make  ready  for  the  future  that 
lies  in  that  direction?  The  American  Medi- 
cal Association  has  repeatedly  endorsed  this 
program.  Likewise,  state  and  county 
societies  here  and  there  have  caught  the 
meaning  of  it.  But,  until  the  man  in 
general  practice  makes  it  a real  part  of 
his  everyday  business,  it  will  remain 
only  a pleasant  topic  of  conversation. 
This  is  the  challenge  of  the  sanitarian 
to  the  private  practitioner.  He  can  no 
longer  complain  that  public  medicine  is  con- 
sciously encroaching  on  every  part  of  his 
private  domain.  The  field  is  virgin  and  it 
is  all  his,  to  do  with  as  he  may  choose. 

Wrapped  up  with  these  matters  that  have 
been  touched  on  are  problems  of  the  medi- 
cal profession  far  more  profound  and  signi- 
ficant. What  does  it  mean  that  there  is  an 
active  demand  in  some  quarters  for  a kind 
of  state  medicine  ? Why  do  we  see  such  con- 
temptuous disregard  for  the  fine  fruit  of 
scientific  medicine,  while  any  new  and  blat- 
ant cult  receives  enthusiastic  welcome? 
Opposed  as  these  two  trends  may  seem  on 
the  surface,  they  arise  from  a common 
source:  lack  of  socially  minded  leadership 
within  the  profession.  Broadminded, 
strong,  resourceful  leaders  can  point  the 
way  and  can  knit  our  individualistic  mem- 
bership into  a well  coordinated  group  for 
the  solution  of  these  difficulties.  Without 
that,  we  shall  have  forced  on  us  a ready 
made  scheme  of  social  medicine.  Lay  hands 
will  seize  the  reins  and  drive  us  to  a chi- 
merical utopia  where  science  will  be  made 
to  consort  with  quacks  and  charlatans.  This 
is  no  idle  fear,  no  mere  rhetorical  flourish, 
but  a solemn  fact  that  is  even  now  accom- 
plished in  other  lands.  Although  we  de- 
clared our  independence  of  the  mother  coun- 
try a century  and  a half  ago,  we  are  still 
of  much  the  same  intellectual  and  emotional 
make-up,  and  our  history  has  repeatedly 
paralleled  her  own.  There  is  yet  ample 
time  to  save  ourselves;  to  take  command 
of  our  ship  and  steer  it  where  we  will.  But 
petty  strife  and  myopic  vision  will  head  us 
toward  the  rocks. 


In  other  words,  the  public  wants  and  de- 
mands a complete  program  of  health  and 
healing,  of  which  every  individual  may  have 
the  benefit  without  undue  sacrifice,  and  it 
is  going  to  have  its  way  somehow.  We  have 
the  requisite  knowledge  and  skill.  Are  we 
intelligent  enough  to  cooperate  in  meeting 
this  need  with  a plan  of  our  own  devising? 

This  may  seem  far  removed  from  “The 
Relationship  of  the  Private  Practitioner  to 
the  Public  Health  Program,”  but  it  is  not. 
That  relationship  is  merely  an  expression  of 
his  outlook  on  life.  The  keener  his  sensi- 
tiveness to  human  need  in  the  aggregate, 
the  brighter  will  be  the  hope  of  fulfilling 
our  ultimate  destiny  as  a profession. 

DISCUSSION. 

Dr.  L.  B.  Austin  (Rosedale)  : One  thing  about 

which  I have  thought  a great  deal  is  this — the 
health  department  has  a great  advantage  over  the 
private  practitioner.  The  health  department  can 
send  out  notices  warning  people  of  various  diseases 
and  advising  them  to  seek  advice.  Our  ethics  do 
not  permit  us  to  send  out  circulars  to  our  patients 
and  ask  them  to  come  in  and  be  examined  so  that 
we  may  find  out  whether  they  have  developed 
cancer  or  nephritis  or  something  that  will  kill 
them ; but  that  will  be  worked  out  eventually. 
When  I went  to  Bolivar  County  in  1911,  we  did 
not  have  any  hospitals,  and  had  a part  time  health 
officer.  I talked  to  one  of  the  farmers  there  and 
asked  him  why  people  did  not  move  into  a tei’- 
ritory  where  they  could  make  a living,  and  he  said 
they  were  afraid  to  move  over  here  into  the  hills. 
It  took  quite  a time  to  get  any  money  to  do  health 
work  over  there,  but  at  last  it  was  done.  I realize 
that  we  need  something  else  besides  full  time  health 
officers.  The  towns  were  not  in  a sanitary  condi- 
tion, and  that  took  a lot  of  work.  We  went  to  the 
town  councils  and  got  the  money,  and  if  a man 
were  sent  around  there  today  it  would  be  surpris- 
ing to  find  the  improvement. 

Dr.  W.  W.  Crawford  (Hattiesburg)  : Listening 

to  Dr.  Underwood’s  paper  you  must  have  been 
made  conscious  of  the  fact  that  he  has  given  us 
a masterly  and  conclusive  analysis  of  the  subject 
matter  that  he  undertook  to  discuss.  Think  over 
what  he  said — commence  at  the  very  beginning  of 
his  evaluation  of  this  subject  and  consider  it  until 
the  last  word  in  the  paper,  and  you  must  realize 
that  everything  he  said  is  very  pertinent  to  the 
public  health  situation  in  Mississippi,  and  for  that 
matter,  to  any  state  in  the  union.  For  one  to 
study  medicine  presumes  that  the  individual  has 
within  his  mental  grasp  an  ideal  that  he  wants  to 
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translate  into  something  worth  while.  It  presumes 
he  is  not  a man  who  has  selected  for  himself  the 
one  central  thought  of  the  almighty  dollar.  He 
must  be  aware  of  the  fact  that  doctors  as  a group 
are  men  of  limited  financial  resources.  Therefore 
he  did  not  go  into  medicine  on  that  account,  and, 
therefore,  as  a prospective  matriculant  at  medical 
college,  he  must  have  in  his  mind  some  conception 
of  what  medicine  really  means.  Dr.  Underwood 
has  called  attention  to  the  importance  of  some 
medical  college  concentrating  on  some  program 
which  will  send  medical  students  out  in  a receptive 
mood  as  to  the  proper  relation  of  himself  to  the 
community,  not  only  professionally  but  to  the  lay- 
men as  well;  that  he  shall  know  that  there  is  such 
a thing  as  public  health  questions,  and  if  he  carries 
on  as  he  should  he  must  properly  relate  himself  to 
those  questions.  That  is  the  second  thing  in  con- 
nection with  this  scheme  of  development  as  outlined 
by  Dr.  Underwood.  If  a man  expects  to  achieve 
in  this  life,  and  expects  to  get  anywhere  and 
amount  to  anything  in  this  particular  sphere,  he 
must  be  opened  minded  and  unprejudiced.  He 
must  be  willing  to  let  the  light  break  in  on  him. 
That  applies  to  health  officers  as  well  as  to  the 
physician  who  has  no  sort  of  public  health  con- 
nection, but  who  is  carrying  on  in  his  individual 
community  in  a specialty  or  in  general  work.  If 
a man  expects  to  be  worth  anything  he  must  have 
this  broad  conception  of  life;  if  he  has  it,  be  he 
health  officer  or  private  practitioner,  there  is  no 
problem.  It  is  simple  for  him  to  relate  himself  in 
the  proper  way  to  the  community  in  which  he  is 
working.  There  is  no  such  thing  as  a difference 
in  the  way  work  is  carried  on  by  a public  health 
service  or  by  a private  practitioner.  The  goal  is 
the  same;  we  are  here  to  cure  people.  One  mem- 
ber may  be  making  his  living  on  a very  modest 
salary  from  the  public  coffers,  the  others  from 
private  patients.  I am  sure  all  of  you,  as  you 
watch  developments  of  public  health  work  in  the 
public  schools,  must  realize  that  children  today  are 
much  more  intelligent  about  these  questions  than 
their  parents  were.  I am  sure  that  none  of  us  want 
to  have  ignorant  patients.  Those  who  are  ignorant, 
without  any  idea  of  sanitation  or  the  principles  of 
hygiene,  are  not  satisfactory  patients.  The  public 
health  instructors  are  educating  through  the 
schools  the  future  men  and  women  of  this  country. 
They  know  the  importance  of  keeping  well,  of  living 
hygienically,  and  of  having  themselves  surveyed  at 
proper  intervals — thereby  bringing  to  the  private 
practitioner  more  remuneration.  We  have  long 
since  passed  the  time  when  the  patient  comes  to  the 
office  and  asks  to  be  examined  and  you  feel  his 
pulse  and  look  at  his  tongue  and  get  your  prescrip- 
tion pad  out  and  make  a suggestion  for  treatment, 
and  think  you  are  going  to  satisfy  that  individual. 
A man  brought  his  wife  to  my  office  and  said  she 
was  having  trouble.  I asked  her  two  or  three 
questions  and  reached  into  my  desk  for  a history 


sheet.  He  thought  I was  reaching  for  a prescrip- 
tion blank.  He  asked  me  if  I thought  I knew  what 
was  the  matter  with  his  wife.  I said  “If  you  will 
give  me  time,  we  will  find  out.”  That  is  the  secret. 
There  will  be  more  and  more  people  coming  to  our 
offices  through  this  channel  of  health  education, 
and  we,  as  private  individuals,  as  doctors,  as  men 
who  are  making  our  living  in  public  health  activi- 
ties, should  congratulate  ourselves  that  we  have  a 
keen,  wideawake  public  health  service  in  Missis- 
sippi, that  is  educating  the  public  and  through 
that  channel  bringing  us  more  patients,  whereby 
both  patient  and  physician  will  benefit. 


HOOKWORM  INFESTATION  IN 
MISSISSIPPI. 

C.  A.  PALMERLEE, 

Jackson,  Miss. 

In  this  series  of  cases  no  attempt  has  been 
made  to  differentiate  between  hookworm 
infestation  and  so  called  “hookworm  dis- 
ease.” With  as  many  and  as  variable 
symptoms  that  can,  in  all  probability,  be 
attributed  to  an  infestation,  it  seems  to  us 
vital  that  every  case  study  should  by  all 
means  include  an  examination  of  the  stool 
for  intestinal  parasites.  A considerable 
number  of  patients,  who  have  been  passing 
from  physician  to  physician,  with  varied 
diagnoses,  have  shown  marked  improve- 
ment of  symptoms,  when  placed  upon 
specific  treatment  for  parasites. 

Between  three  and  four  years  ago  the 
routine  examination  of  the  feces  of  almost 
all  major  cases  was  started  in  our  hospital. 
The  technic  of  examination  was  the  brine 
flotation  method,  using  a single  thickness 
of  gauze  to  keep  the  larger  particles  from 
the  surface.  When  possible,  formed  stools 
were  used  for  examination  as  the  use  of 
oil  seriously  interferes  with  the  results 
obtained  by  this  technic.  During  this 
period  of  time,  3,250  stools  from  patients 
in  the  hospital  have  been  examined.  Of  this 
number  494  or  15.2  per  cent  have  shown 
infestation  with  Necator  Americanus. 


*Read  before  the  Section  on  Hygiene  and  Public 
Health,  at  the  Sixty-third  Annual  Session  of  the 
Mississippi  State  Medical  Association,  Vicksburg, 
May  14,  1930. 
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Of  children  under  ten  years  of  age  31  per 
cent  were  demonstrated  to  have  ova  present. 
Between  the  ages  of  10  and  20  years  33  per 
cent  of  the  patients  were  positive.  Of 
adults  12!/2  Per  cent  were  positive.  The 
high  incidence  of  infestation  in  the  age 
group  below  twenty  was  perhaps  increased 
by  the  reason  that  many  of  these  patients 
are  admitted  to  the  hospitals  from  local 
institutions  which  will  be  later  mentioned. 

These  patients,  when  grouped  according 
to  the  major  diagnosis,  show: 

These  patients,  when  grouped  according 
to  the  major  diagnosis,  show: 

Appendicitis  22  per  cent  positive 

Medical  17  “ “ 

Genito-urinary  8 “ “ 

Gall-bladder  8 “ “ 

Gynecological  11  “ “ 

Miscellaneous  13  “ “ 

In  the  spring  of  1928  a survey  of  a local 
institution  for  children  was  made.  Fifty- 
four  per  cent  of  these  children  showed  a 
hookworm  infestation  on  stool  examination. 
In  1929  another  examination  was  made,  at 
which  time  38  per  cent  were  positive.  In 
1930  we  rechecked  this  group  and  40  per 
cent  wrere  positive. 

All  children  having  hookworm  infestation 
in  1928  were  given  a course  of  treatment 
consisting  of  three  doses  of  oil  of  cheno- 
podium  per  treatment.  Four  treatments 
ten  days  apart  were  given.  The  dosage  per 
age  was  according  to  the  directions  on  the 
manufacturer’s  scale.  One  year  later  69  of 
this  group  of  positives  were  re-examined. 
Thirty  had  negative  stool  examinations 
while  in  39  ova  were  still  present,  or  only 
43  per  cent  efficiency  of  treatment. 

Following  the  examinations  in  1929  all 
children  with  an  infestation  were  given  a 
course  of  treatment  consisting  of  three 
doses  of  carbon  tetrachloride  per  treatment, 
for  four  treatments  ten  days  apart.  This 
spring,  a year  later,  on  the  re-examination 
of  the  children  80  of  those  with  previously 
positive  stools  were  still  in  the  institution. 
Of  these  29  were  negative  while  51  still 


showed  ova  present.  There  was  failure  to 
remove  the  parasites  in  64  per  cent  of  the 
children.  This  year  tetrachloethylen  is 
being  tried  as  treatment. 

CONCLUSIONS. 

1.  The  incidence  of  hookworm  infes- 
tation as  shown  in  hospital  patients  in 
Mississippi  is  very  high. 

2.  A stool  examination  of  all  patients 
presenting  themselves  for  diagnosis  should 
be  made. 

3.  The  percentage  of  infestation  in 
patients  with  chronic  and  acute  appendi- 
citis is  especially  high. 

4.  Treatment  as  checked  in  an  institu- 
tion has  failed  to  remove  parasites  from 
61  per  cent  of  positive  cases  in  two  years’ 
time,  this  despite  efficient  supervision  of 
the  treatment. 

DISCUSSIONS. 

Dr.  D.  J.  Williams  (Gulfport) : This  paper  is 

extremely  interesting  to  us,  because  it  illustrates 
specifically  the  fact  that  we  have  our  old  problem 
still  with  us.  South  of  the  A.  & V.  R.  R.  re- 
peated surveys  in  various  counties  in  the  early 
history  of  this  disease  showed  80  per  cent  average. 
I remember  getting  into  a heated  discussion  with 
some  people  who  were  going  to  boom  the  business 
condition  there  in  our  country.  We  made  a sur- 
vey of  the  county  and  found  88  per  cent.  I do  not 
recall  what  the  Rockefeller  Foundation  or  the  State 
Board  of  Health  did  when  they  put  on  a campaign. 
In  Harrison  County  I am  familiar  with  conditions. 
We  had  17,000  cases  in  that  county  out  of  a popu- 
lation of  28,000.  It  is  perfectly  useless  to  try.  to 
get  rid  of  hookworm  unless  you  put  on  a campaign 
of  instruction  and  construction,  and  teach  those 
God-forsaken  people  to  use  the  toilet.  You  put  m 
a toilet  and  three  out  of  five  of  the  family  will  not 
use  it.  It  has  been  a problem  ,to  get  them  to  use 
them.  Last  month  we  had.  but  four  cases  reported 
in  Harrison  County.  We  constructed  1,554  toilets 
throughout  the  rural  district  and  something  over 
3,000  in  the  so-called  towns  and  cities.  Open  back 
toilets  were  prevalent,  and  you  cannot  treat  the 
disease  successfully  and  get  rid  of  the  condition 
unless  you  handle  the  toilet  problem  first.  We 
said  we  would  make  no  examinations  and  give  no 
free  treatments  unless  our  rules  were  followed, 
and  it  is  surprising  to  see  how  they  will  come 
across  when  they  find  they  cannot  get  something 
for  nothing.  By  handling  things  in  that  way  I am 
glad  to  say  that  we  have  solved  the  problem  in 
our  county.  We  have  certainly  changed  our  record 
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since  the  time  when  there  were  550  toilets  in  the 
county. 

Dr.  W.  D.  Beacham  (Hattiesburg)  : We  think 

every  item  is  the  most  important.  Those  in 
southern  Mississippi  who  have  to  do  with  the 
vitality  of  children  still  know  that  hookworm  is 
an  outstanding  problem.  Eight  years  ago  when 
I went  to  Ramsay  County  it  was  said  that  80  per 
cent  of  the  population  were  infected  with  hook- 
worm. We  believe  in  sanitation,  of  course,  but  this 
subject  is  one  upon  which  there  has  been  consider- 
able variation  of  opinion.  For  a number  of  years 
I gave  treatment  a dozen  times  before  they  were 
free  of  parasites.  Recently  we  have  been  treating 
with  carbon  tetrachlorid,  and  I find  that  it  is  more 
important  in  getting  an  early  negative  specimen 
than  anything  else.  At  the  Charity  Hospital  in 
New  Orleans  they  do  not  use  carbon  tetrachlorid; 
they  had  a child  die  under  that  treatment  and  they 
are  afraid  of  it.  After  having  given  it  three  or 
four  times,  there  is  still  occasionally  a positive. 
My  theory  as  to  education  is,  get  the  toilets  built 
close  enough  to  the  house.  They  should  be  taughl 
that  the  toilet  can  be  placed  at  the  end  of  the  back 
porch  provided  there  is  adequate  sanitation. 

Dr.  H.  F.  Garrison  (Jackson)  : I have  had  the 

pleasure  of  being  associated  with  most  of  these 
older  fellows  here  for  a number  of  years.  Dr.  Dan 
Williams  spoke  of  his  experience  in  southern 
Mississippi,  and  I have  had  some  across  the  creek 
from  him.  Dr.  Beacham  spoke  of  Hattiesburg  and 
I am  interested  in  the  results  obtained  from  the 
treatment  given.  I do  not  know  what  has  been 
done  by  the  State  Board  of  Health  relative  to 
check  up  on  results  of  treatment  in  territories 
where  they  do  not  expect  reinfection.  We  do  not 
know  just  how  far  they  did  go,  but  I am  particu- 
larly interested  in  this  phase  of  the  matter  for  the 
reason  that  institutional  work  is  in  my  line.  In 
1929  after  treatment  with  carbon  tetrachlorid  the 
check  up  for  the  general  group  of  children  was 
disappointing,  and  I was  discouraged.  It  did  not 
look  as  if  we  were  getting  results.  Down  in  the 
districts  where  Dr.  Williams  and  Dr.  Beacham 
come  from  they  &et  reinfection.  Dr.  Williams 
built  enough  privies  so  that  they  did  not  get  so 
much  infection.  It  is  probable  that  the  treatment 
is  not  so  effective  as  we  had  thought.  A long  time 
ago  I tried  all  the  treatments  as  fast  as  they  came 
out.  I have  never  re-checked  the  effects  on  chil- 
dren before  this  time.  This  is  institutional  work, 
where  we  should  not  have  reinfection,  because  there 
are  modern  toilets,  and  I cannot  understand  why 
we  should  have  reinfection;  but  the  fact  remains 
that  we  do,  or  else  we  are  not  getting  results  from 
our  treatment.  Parke,  Davis  & Company  are  offer- 
ing tetrachlorid  ethylene,  which  you  can  get  only 
through  their  experimental  research  department, 
and  I have  tried  it  out.  I have  given  it  to  about 


85  cases.  If  we  are  getting  failures  on  these  other 
things,  we  should  be  looking  out  for  something 
else.  I do  not  know  how  this  is  going  to  turn  out, 
but  they  report  good  results  from  other  states. 
You  give  only  one  dose,  whereas  in  the  others  you 
have  to  give  two  or  three.  I am  going  to  check 
up  on  the  cases  already  treated  and  test  it  out 
in  another  institution.  I hope  to  have  a more 
elaborate  report  in  the  near  future. 

Mr.  C.  A.  Palmerlee  (closing) : One  fault  in 

checking  your  results  is  very  often  too  early 
check-up  on  the  stool.  I believe  a negative  stool 
examination  under  three  months  is  valueless.  After 
six  months  a large  percentage  which  were  negative 
earlier  will  show  a reinfection  or  a positive  stool. 
Another  point — in  general  indefinite  symptoms  you 
will  get  a great  deal  of  satisfaction  from  the  stool 
examination  made  on  these  patients.  The  satis- 
faction of  relieving  symptoms  by  treatment  is  very 
considerable. 


THE  USE  OF  THE  CISTERNA  PUNC- 
TURE AS  AN  AID  IN  DIAGNOSIS 
OF,  AND  IN  THE  TREATMENT 
OF,  INTRACRANIAL  HEMOR- 
RHAGE OF  THE  NEW 
BORN.* 

Maud  Loeber,  M.  D.,f 
New  Orleans. 

In  order  to  arrive  at  a diagnosis  of  intra- 
cranial hemorrhage,  we  must  take  into 
account  the  history  of  the  delivery,  the 
signs  and  symptoms  of  the  newborn  sug- 
gestive of  the  condition,  the  recovery  of 
bloody  cerebrospinal  fluid  (after  puncture) 
and  an  amelioration  or  relief  of  the  symp- 
toms following  the  puncture.  In  consider- 
ing the  history  of  intracranial  hemorrhage, 
we  are  most  apt  to  find  it  with  prolonged 
labor,  precipitate  labor,  in  large  or  over- 
sized infants  delivered  by  forceps  or  with- 
out forceps,  premature  infants,  or  in  those 
infants  delivered  by  breech  extraction. 
Occasionally  we  find  it  in  babies  born  of 
uremic  mothers  and  in  those  delivered  by 
cesarean  section. 

We  suspect  intracranial  hemorrhage  in 
an  infant  who  may  have  been  born  under 

*Read  before  the  Orleans  Parish  Medical 
Society,  June  9,  1930. 

fProfessor  of  Clinical  Pediatrics,  Tulane  Uni- 
versity School  of  Medicine. 
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>oints  at  Which  Puncture  Can  Be  Done  to  Reach  Pools  of 
Ceaf.bbospinal  Fluid. 


(From  Crotheres’s  Disorders  of  the  Nervous  System  in 
Childhood.  Volume  V,  Clinical  Pediatrics,  D.  Appleton  and 
Co.,  New  York.) 

any  of  the  conditions  just  enumerated,  and 
who  show  signs  after  delivery  of  a difficult 
or  abnormal  respiration  once  this  respira- 
tion has  been  established.  We  also  suspect 
it  in  asphyxia  livida  or  pallida,  in  those 
with  a bulging  or  tense  fontanelle,  pre- 
senting this  condition  immediately  after 
birth  or  within  a few  hours  thereafter. 
This  sign  is  not  pathognomonic,  as  intra- 
cranial hemorrhage  may  exist  without  a 
bulging  of  the  fontanelle  as  so  beautifully 
demonstrated  in  Holland’s  report  on  “The 
Causation  of  Foetal  Death,” (1)  in  which  the 
hemorrhage  occurs  beneath  the  tentorium. 
I may  also  state  here  that  the  accredited 
pathognomonic  sign  of  bloody  cerebral  fluid 
may  also  be  wanting  if  the  location  of  the 
hemorrhage  be  between  the  layers  of  the 
falx  and  tentorium.  This  condition  is  also 
cited  by  Holland  but  is  rare. 

To  proceed  with  the  other  suggestive 
symptoms,  we  may  have  a whining,  high- 
pitched,  incessant  cry.  A refusal  to  nurse 
or  difficulty  experienced  in  making  the  child 
nurse ; that  is,  the  lack  of  response  to  the 
normal  sucking  reflex  as  well  as  difficulty 
in  rousing  the  baby  from  a stuporous  or 
semi-stuporous  condition  for  this  purpose. 
This  disturbance  of  the  normal  sucking  re- 
flex is  highly  suggestive  of  intracranial 
pathology  and  is  also  of  importance  from  a 
prognostic  viewpoint.  There  is  a rapid  and 
usually  full  pulse  and  strong  heart  sounds, 


cyanosis  which  may  be  constant  or  inter- 
mittent; irregular,  shallow  or  jerky  respir- 
ation, twitching  of  the  hands  and  feet,  the 
baby  starting  or  jumping  with  the  slightest 
stimulus  of  sound  or  touch.  The  response 
is  entirely  out  of  proportion  to  the  stimuli, 
and  is  a markedly  exaggerated  nervous  re- 
flex. These  twitchings  may  increase  in 
number  or  severity  so  as  to  terminate  in  a 
true  convulsion.  We  should  differentiate 
this  condition  in  the  newborn  from  enlarged 
thymus,  atelectasis,  congenital  heart  dis- 
ease, pneumonia  and  diaphragmatic  hernia. 
Enlarged  thymus,  atelectasis,  pneumonia 
and  diaphragmatic  hernia  may  all  show 
abnormal  respiration  and  cyanosis,  a roent- 
genogram will  be  of  great  benefit  in  deter- 
mining their  presence  or  absence.  This 
laboratory  aid  will  not  be  of  great  benefit 
in  diagnosing  intracranial  hemorrhage, 
although  Truesdell(2)  has  called  to  our  at- 
tention the  occurrence  of  fracture  of  the 
vault  of  the  skull  in  the  newborn,  but 
states  that  “Fractures  of  the  vault  of  the 
skull  in  the  newborn  has  been  the  least  fre- 
quent of  the  birth  injuries  verified  in  the 
roentgenogram  at  The  Lying-In  Hospital. 
Fractures  of  the  humerus,  clavicle  and 
femur  are  afl  rated  higher  in  the  order  of 
frequency.  Symptoms  of  brain  injury  of 
the  most  serious  kind  are  commonly 
observed  with  perfect  integrity  of  the  over- 
lying  bones,  and  frequently  even  without 
their  excessive  displacement.  The  deepest 
asphyxia,  stupor,  circulatory  and  respira- 
tory irregularities  may  all  be  present  in  the 
newborn  following  violent  and  protracted 
labor,  with  or  without  instrumentation, 
and  a roentgen  examination  of  the  head 
reveal  the  absence  of  bone  injury.  On  the 
other  hand  a fracture  of  the  vault  of  the 
skull  may  be  present  without  ascertainable 
evidence  of  injury  to  the  brain  beneath. 
Four  cases  of  fissure-fracture  of  the  cranial 
bones  have  been  observed  in  the  newborn 
child,  one  with  and  three  without  displace- 
ment of  the  fragments.” 

The  nearest  approach  to  a pathognomonic 
sign  for  intracranial  hemorrhage  would  be 
a bloody  cerebrospinal  fluid.  When  present, 
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with  other  conditions  as  enumerated  taken 
into  account,  we  can  reasonably  assume 
that  we  have  an  intracranial  hemorrhage. 
The  absence  of  a bloody  fluid  may  be  found 
in  the  rare  condition  just  spoken  of  where 
the  hemorrhage  is  between  the  layers  of  the 
falx,  tentorium  or  both,  and  we  get  the 
spinal  fluid  before  the  blood  has  mingled 
with  the  cerebrospinal  fluid.  This  condition, 
as  stated  before,  is  very  rare  but  should  be 
mentioned.  It  should  be  borne  in  mind  that 
any  one  or  more  of  the  conditions  enumer- 
ated may  co-exist  with  intracranial  hemor- 
rhage thereby  complicating  the  diagnosis. 
We  would  recommend  the  cisterna  puncture 
rather  than  the  spinal  for  obtaining  the 
cerebrospinal  fluid,  first,  because  of  its 
immediate  relief  without  increase  of 
trauma  due  to  increased  pressure  of  the 
enforced  position  assumed  in  the  spinal 
route,  or  the  crying  of  the  infant,  and  sec- 
ond and  equal  in  importance,  the  facility  of 
procedure  compared  to  spinal  puncture  in 
the  newborn. 

TECHNIC 

The  baby  lies  upon  its  side  with  head  and 
body  in  a straight  line.  The  skin  is  pre- 
pared in  the  usual  manner  before  perform- 
ing a lumbar  puncture.  To  quote  Dr. 
Foote(3)  of  Washington,  “A  plane  passed 
through  the  glabel’a  and  the  upper  edge  of 
the  external  auditory  meatus,  when  carried 
backwards  will  pass  through  the  occipito- 
atloid  ligament.  In  very  thin  babies  a 
deep  depression  may  be  palpated  between 
the  spine  of  the  axis  and  the  occipital  pro- 
tuberance. This  depression  serves  as  an- 
other landmark.  With  the  above  as  a guide 
the  spinal  puncture  needle  is  introduced 
into  the  midline  of  the  back  of  the  neck 
right  above  the  spine  of  the  axis.”  It  is 
well  to  measure  and  mark  by  filing  the 
length  of  an  inch  from  the  tip  of  the  spinal 
puncture  needle  on  its  shaft,  as  it  is  some- 


times difficult  to  gauge  the  exact  length  one 
is  passing  through  the  underlying  tissue 
after  inserting* the  needle,  and  we  have 
found  that  one  may  introduce  the  needle 
in  all  safety  an  inch.  Usually  one  does  not 
obtain  fluid  until  this  depth  is  reached.  One 
feels  the  give  of  the  ligament  as  it  is  pierced 
and  if  intracranial  hemorrhage  be  present, 
the  fluid  after  the  stylet  is  removed  from 
the  spinal  puncture  needle  is  released  under 
much  pressure.  The  symptoms  are  appar- 
ently ameliorated  before  the  needle  is  with- 
drawn. 

CONCLUSIONS. 

Whereas  differentiating  the  diagnosis  of 
intracranial  hemorrhage  from  enlarged 
thymus,  diaphramatic  hernia,  pneumonia, 
atelectasis  or  fracture  of  the  vault  of  the 
skull,  is  facilitated  by  the  use  of  the  roent- 
gen-ray; congenial  heart  disease  and  intra- 
cranial hemorrhage  per  se  is  not  aided  by 
this  procedure.  Any  one  or  more  of  these 
conditions  enumerated  above  may  co-exist 
and  thereby  complicate  the  diagnosis  of 
intracranial  hemorrhage. 

We  believe  the  cisterna  route  for  the 
obtaining  of  fluid  for  diagnostic  and  thera- 
peutic measures  in  intracranial  hemor- 
rphage,  is  the  route  of  choice  both  because 
of  the  ease  of  access  and  because  of  the 
posture  assumed  by  the  baby  during  the 
procedure  which  does  not  tend  to  exagger- 
ate the  already  existing  trauman  and  symp- 
toms. 

I would  like  to  show  the  slide  which  Dr. 
Henderson  kindly  reproduced  for  me  today 
from  “Clinical  Pediatrics.” 
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DISCUSSIONS. 

Dr.  L.  Von  Meysenbug  (New  Orleans)  : I think 

Dr.  Levy  was  a little  hard  on  his  specialty. 
Sharpe  was  the  man  who  did  a great  deal  of 
work  on  spinal  puncture  in  newborns  and  he  re- 
ported in  the  American  Medical  Journal  a series 
of  1000  cases  of  which  10  per  cent  had  blood  in 
the  spinal  fluid,  and  the  majority  of  these  10  per 
cent  were  in  normal  deliveries. 

Premature  babies  are  very  prone  to  intracranial 
hemorrhage.  In  fact,  any  premature  baby  should 
be  constantly  observed  for  symptoms  of  intra- 
cranial hemorrhage. 

I have  had  no  experience  with  the  cisterna 
puncture.  The  fact  is  it  doesn’t  make  much 
difference  where  you  do  your  puncture,  because 
you  don’t  always  know  the  right  place.  But  it 
seems  to  me  for  average  purposes  lumbar  punc- 
ture is  the  most  available  for  the  reason  that  you 
are  able  to  relieve  pressure,  and  repeated  relief 
of  pressure  enables  a great  many  babies  to  re- 
cover without  the  unfortunate  sequelae  of  later 
life. 

Dr.  Loeber  (closing)  : I wish  to  thank  you  for 

the  discussion.  I agree  with  Dr.  Von  Meysenbug 
that  Dr.  Levy  was  entirely  too  harsh  on  obstetri- 
cians. We  find  intracranial  hemorrhage  not  only 
in  the  premature  baby,  but  I think  Dr.  Levy  will 
recall  he  may  have  seen  some  cases  even  in  caesa- 
rian section,  and  may  also  have  seen  some  in  the 
uremic  mother,  who  certainly  received  all  attention 
possible,  and  yet  intracranial  hemorrhage  was 
present. 

I was  very  pleased  with  Dr.  Bowden’s  discussion 
about  the  early  efforts  for  obtaining  the  proper 
technic  of  cisterna  puncture.  I wish  to  thank  her 
for  the  encouragement  given  in  the  early  days. 

Dr.  Von  Meysenbug  brings  out  an  excellent 
point  when  he  mentions  that  nearly  every  newly- 
born  child  has  some  trauma  done  to  the  cranial 
vault  and  on  autopsy  there  will  be  some  slight 
oozing  in  the  cranial  vault  which  cannot  be  recog- 
nized as  true  hemorrhage.  That  is  true,  but  we 
would  not  get  the  other  symptoms  of  pressure. 


SOME  OBSERVATIONS  ON  THE 

CHOICE  OF  AN  ANESTHETIC 
WITH  SPECIAL  REFERENCE 
TO  SPINAL  ANESTHESIA.* 

OCTAVE  CHARLES  CASSEGRAIN,  M.  D., 
New  Orleans. 

Modern  surgery  with  all  its  magnificent 
achievements  may  be  said  to  rest  solidly  on 
a double  foundation,  asepsis  and  anesthesia. 
To  asepsis,  little  can  be  added.  It  has  been 
so  thoroughly  standardized  and  perfected, 
that  it  has  ceased  to  be  a problem.  The 
same  cannot  be  said,  however,  with  regard 
to  anesthesia. 

Listen  to  Willard  Bartlett,  for  example, 
speaking  editorially  in  S.  G.  O.,  April,  1930. 

“That  there  is  dissatisfaction  with  our 
present  anesthetics,  as  commonly  employed, 
is  shown  by  the  number  of  new  methods  of 
inducing  anesthesia  put  forward  in  recent 
years  both  here  and  abroad”  and  that  this 
statement  is  no  exaggeration  of  a fact,  let 
us  look  back  a few  years,  say  seven  or  eight, 
and  see  what  has  happened.  Up  to  that 
time,  in  this  country  at  least,  the  great 
majority  of  operations  were  done  under  one 
of  two  anesthesias,  either  local  or  general 
with  ether,  the  anesthetic  of  choice  in  gen- 
eral anesthesia.  Then  came  the  change. 
We  all  remember  the  wave  of  enthusiasm 
that  carried  ethylene  on  its  crest  and  caused 
it  to  supplant  ether  in  many  clinics.  Then 
the  advocacy  of  oil,  colonic  anesthesia  by 
Gwathney,  Frazier,  Lundy  and  others. 

Then  splanchnic  first  popularized  on  the 
continent  and  introduced  in  this  section  of 
the  country  by  Finister  of  Vienna.  A 
method  which  has  rendered  excellent  service 
in  abdominal  surgery,  but  which,  as  Rudolph 
Matas  states,  “is  less  dependable,  more  com- 
plicated, quite  as  risky  and  requiring  more 
expertness  of  its  proper  application  than 
ether  and  spinal  anesthesia  or  an  ethylene- 
oxygen  combination  in  competent  hands  and 
in  modern  technic  conditions.” 


*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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Then  spinal  anesthesia  born  again,  as  it 
were,  after  a long  period  of  discard  by  all 
but  a very  few  enthusiasts,  since  its  intro- 
duction in  this  country  by  Matas  and  today 
becoming  so  popular  that  a few  months  ago 
one  of  our  leading  journals  devoted  an 
entire  issue  to  its  subject. 

Then  later  still  another  type  of  rectal 
anesthesia,  in  this  type,  the  drug  avertin 
being  used,  a type  of  anesthesia  quite  popu- 
lar in  certain  German  clinics  where  over 
200,000  cases  have  been  reported  and  a type 
of  anesthesia  with  which  our  own  Depart- 
ment of  Surgery  at  Tulane  is  now  experi- 
menting. 

And  then  lastly  and  these,  the  latest 
methods,  the  intravenous  administration  of 
sodium  amytal  in  doses  sufficiently  large  to 
produce  sleep  or,  as  advocated  by  Bartlett, 
the  intraoral  administration  of  veronal  and 
luminal  in  doses  large  enough  to  produce  a 
narcosis  or  semi-anesthesia,  the  final  anes- 
thesia being  induced  by  nitrous  oxide  or 
ethylene  in  much  lower  concentrations  than 
would  be  otherwise  needed  or  by  local  or 
spinal  anesthesia. 

Truly  Bartlett  must  be  right.  ‘‘There 
must  be  dissatisfaction  with  our  present 
anesthetics,”  else  not  so  many  new  methods 
would  be  advocated,  and  that  for  a very 
excellent  reason.  The  ideal  anesthetic  has 
not  yet  been  found  and  the  search  must 
and  will  continue  until  it  is. 

I almost  feel  like  apologizing  for  attempt- 
ing to  discuss  such  an  extensive  subject  in 
a paper  as  short  as  the  allotted  time  must 
of  necessity  make  this  one.  It  is  impossible 
to  analyze  in  detail  the  advantages,  dis- 
advantages, indications  and  contra-indica- 
tions of  the  different  methods  I have 
mentioned.  I will,  therefore,  limit  myself 
in  the  discussion  to  the  three  methods  com- 
monly in  use  today,  feeling  as  you  all  must 
that  the  other  methods  either  are  too  new 
or  not  sufficiently  tried  to  warrant  earnest 
discussion ; and  Dr.  Gage  has  promised  to 
say  a few  words  about  avertin  and  Dr. 
Walter  Levy  about  ether-oil  colonic  anes- 
thesia. 


Harry  Roster  who  has  been  doing  excel- 
lent work  in  spinal  anesthesia,  in  a recent 
article  stated : 

The  desiderata  of  the  satisfactory  anes- 
thetic are: 

1.  Safety. 

2.  Blandness  in  the  sense  that  tissue 
irritation  is  not  produced. 

3.  Universal  applicability. 

4.  Maximal  relaxation. 

5.  Freedom  from  shock. 

6.  Ease  of  administration. 

Certainly  no  one  can  question  the  correct- 
ness of  these  requirements  but  a little  con- 
sideration will  show  us  that  they  are  not 
fully  met  by  any  of  the  three  anesthetics  in 
common  use,  namely: — 

1.  Local  anesthesia. 

2.  General  or  inhalation  anesthesia,  irre- 
spective of  the  agent  used. 

3.  Spinal  anesthesia 

Nor  for  that  matter  are  the  requirements 
met  by  any  of  the  other  methods  I have 
mentioned. 

It  cannot  be  denied  that  local  anesthesia, 
if  universally  applicable,  would  today 
always  be  the  anesthetic  of  choice. 

Its  safety,  lack  of  irritating  quality,  free- 
dom from  shock,  absence  of  constitutional 
reaction,  such  as  nausea  and  vomiting,  are 
advantages  which  endear  it  to  those 
familiar  with  its  use,  but  against  these  we 
must  consider  its  two  disadvantages. 

1.  Slight  local  lowering  of  tissue  resist- 
ance, the  result  of  infiltration,  with  a slight 
increased  liability  to  wound  infection  unless 
perfect  asepsis  is  maintained. 

2.  And  that  its  chief  disadvantage: 

Lack  of  universal  applicability.  Abdomi- 
nal operations,  for  example,  cannot  be  done 
with  local  where  exploration  or  packing  is 
indicated. 
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It  is  true  that  an  appendix  can  be  removed 
or  a gall-bladder  drained  with  local  only 
and  that  quite  satisfactorily.  We  have  had 
many  such  ourselves.  But  if  adhesions  are 
encountered  or  packing  must  be  used,  the 
patient  will  nearly  always  feel  discomfort 
which  may  at  times  reach  the  degree  of 
pain. 

It  is  also  true  that  a few  gifted  indi- 
viduals by  a dexterity  which  seems  at  times 
uncanny  are  able  to  perform  many  compli- 
cated operations  under  local,  but  such  skill 
is  not  given  to  many. 

Local  finds  its  greatest  usefulness  in 
hernia  operations,  operations  about  the  rec- 
tum, such  as  excisions  of  hemorrhoids  and 
polypi,  operations  about  the  genitalia,  ex- 
cisions of  superficial  neoplasms,  chiefly  the 
benign  type,  incision  and  drainage  of 
chronic  superficial  collections  of  pus,  drain- 
age of  empyema  cavities  and  operations  of 
the  neck  including  goitre. 

In  these  cases,  if  one  has  mastered  the 
technic  of  local,  I believe  that  it  should 
nearly  always  be  the  anesthetic  of  choice, 
two  possible  contradictions  being — the  ex- 
pressed wish  of  the  patient  for  some  other 
anesthetic  or  children  under  14  years  of 
age. 

Next  comes  the  question  of  general  or 
inhalation  anesthesia. 

The  great  advantages  of  this  type  of 
anesthesia  are : — 

1.  Its  general  applicability 

2.  When  ether  is  used,  its  ease  of  ad- 
ministration. 

Against  these,  however,  are  certain  dis- 
tinct disadvantages.  The  irritating  effect 
of  ether  on  the  kidneys,  liver,  lungs  and 
heart,  the  non-blockage  of  shocking  impulses 
to  brain  centers,  reducible,  however,  by 
gentler  handling  of  tissues,  the  almost  con- 
stant nausea  and  vomiting,  the  loss  of  fluid 
through  perspiration  are  all  serious  objec- 
tions and  objections  which  have  caused  me 
to  abandon  ether  altogether  four  years  ago 


in  private  work  and  to  limit  its  use  in 
Charity  Hospital  only  when  absolutely 
obliged  to.  And  yet  today  ether  is  prob- 
ably the  most  widely  used  of  all  anesthetics, 
its  ease  of  administration  and  universal 
applicability  compensating  its  disadvant- 
ages in  the  eyes  of  many.  Most  of  the  dis- 
advantages of  ether  have  been  overcome 
either  in  full  or  in  part  by  the  other  agents 
used  in  inhalation  anesthesia — i.  e. — nit- 
rous oxide  and  ethylene  and  especially  by 
the  latter  which  to  my  mind  is  far  superior 
to  the  former. 

ADVANTAGES  OF  ETHYLENE. 

1.  Rapid  and  easy  induction,  struggling, 
or  even  moving  of  the  legs  or  arms  is  rare. 

2.  Rapid  elimination  from  the  lungs. 

3.  Rapid  recovery  from  the  anesthesia. 
It  is  not  unusual  for  the  patient  to  open  his 
eyes  on  the  operating  table. 

4.  Dehydration,  so  common  with  ether, 
and  a common  cause  of  shock  and  other  post 
operative  complications,  is  absent. 

5.  There  is  practically  no  drop  in  body 
temperature. 

6.  Cyanosis  is  seldom  seen,  this  being 
due  to  the  high  percentage  of  oxygen  used. 

DISADVANTAGES. 

1.  Not  everyone  is  competent  to  admin- 
ister ethylene.  It  requires  a well  trained 
anesthetist. 

2.  It  has  an  irritating  effect  on  the  kid- 
neys, heart  and  lungs  but  in  a less  degree 
than  ether. 

3.  It  does  not  prevent  nausea  and  vomit- 
ing but  it  lessens  its  incidence. 

4.  It  does  not  block  shocking  impulses 
to  the  brain. 

5.  It  does  not  give  complete  relaxation. 
In  upper  abdominal  work  in  particular,  it 
must  at  times  be  reinforced  with  ether. 

6.  It  is  accused  of  being  explosive. 

While  the  last  two  objections  are  undoubt- 
edly true,  I believe  they  have  both  been 


542 


Cassegrain — Observations  on  Choice  of  Anesthetic;  Spinal  Anesthesia 


grossly  exaggerated  and  by  exercising 
reasonable  care  on  the  one  hand  and  gentle- 
ness in  handling  tissue  on  the  other,  both 
can  be  easily  eliminated. 

And  now  we  come  to  the  consideration  of 
the  last  of  the  three  anesthetics  in  common 
use. 

SPINAL  ANESTHESIA. 

Introduced  in  this  country  by  Matas  in 
1899,  spinal  anesthesia  soon  fell  into  dis- 
repute. It  is  true  that  a few  enthusiastic 
advocates  like  Jomenco  abroad  and  Babcock 
in  this  country  continued  its  use.  But  the 
results  they  claimed  and  those  obtained  by 
the  majority  of  others  were  so  much  at  vari- 
ance that  little  by  little  the  method  became 
less  and  less  used.  My  interest  in  spinal 
dates  back  to  1917.  During  my  college  days 
and  later  as  an  intern  at  Charity,  I had  been 
taught  that  spinal  was  a dangerous  form  of 
anesthesia  and  all  but  one  or  two  of  the 
chiefs  frowned  upon  its  use.  At  that  time 
I became  Senior  Intern  on  the  G.  U.  service 
and  the  strikingly  different  results  obtained 
in  prostatectomies  by  the  men  who  used 
spinal  and  who  were  neither  better  trained 
nor  more  skillful  than  those  of  the  other 
services  made  me  realize  that  there  must  be 
something  in  their  technic  to  account  for 
their  better  results.  That  something  was 
spinal ; and  I quickly  realized  that  in  the 
old  at  least  and  especially  in  those  with 
impaired  kidney  function,  it  was  infinitely 
less  toxic  than  ether  or  chloroform.  That 
was  in  the  days,  mind  you,  whon  ethylene 
was  unknown  and  controllable  spinal  anes- 
thesia still  a dream. 

Since  that  time  I have  always  used  spinal. 
Hesitatingly  at  first  and  only  in  very  spe- 
cially selected  cases,  for  you  must  remember 
that  up  to  two  or  three  years  ago,  there 
were  not  only  the  real  contra-indications  of 
spinal  to  consider  but  also  the  very  strong 
prejudices  and  superstitions  of  both  laiety 
and  profession  which  even  to  this  day  have 
not  entirely  disappeared.  Now,  in  unexperi- 
enced hands  spinal  anesthesia  may  be  quite 
dangerous,  but  the  more  one  uses  it  the 
more  proficient  one  becomes  and  with  the 


low  punctures  advised  today  its  failures  and 
complications  become  rarer.  Cases  of  sud- 
den death  should  be  unknown.  To  thor- 
oughly understand,  however,  the  indications 
limitations  and  dangers  and  the  means  of 
avoiding  them,  it  is  absolutely  necessary  to 
understand  the  mechanism  of  this  type  of 
anesthesia  and  to  be  thoroughly  familiar 
with  the  anatomy  of  the  brain  and  espe- 
cially of  the  cord. 

p 

There  has  been  so  much  written  about 
spinal  in  the  past  three  years  and  the  newer 
conception  of  the  action  of  the  drugs  used 
has  been  so  thoroughly  gone  into  that  repe- 
tition at  this  time  would  be  boring.  I will, 
therefore,  simply  emphasize  a few  of  the 
more  salient  facts. 

ANATOMY  OF  THE  CORD.  '**' 

In  the  adult  the  spinal  cord  ends  at  the 
level  of  the  lower  border  of  the  first  lumbar 
vertebra  and  the  lower  spinal  nerves  below 
that  level  are  gathered  into  a bundle  form- 
ing the  cauda  equina.  The  nerve  roots  are 
divided  into  motor  and  sensory,  the  former 
lying  anteriorly  and  the  sensory  roots  pos- 
teriorly and  separating  these  two  distinct 
sets  of  nerve  roots  is  an  irregular  cribiform 
membrane,  the  denticulate  ligament.  This 
ligament  may  be  said  to  divide  the  spinal 
canal  into  an  anterior  and  posterior  com- 
partment. Vasoconstrictor  fibers  leave  the 
spinal  cord  by  way  of  the  anterior  nerve 
roots  of  the  spinal  nerves  from  the  first 
dorsal  to  the  third  lumbar  to  go  by  way  of 
white  rami  communicantes  to  symphathetic 
ganglia.  The  greater  and  lesser  splanchnic 
nerves  which  supply  all  the  blood  vessels 
of  the  abdominal  viscera  with  constrictor 
fibers  are  formed  by  the  union  of  the  fibers 
forming  the  white  rami  from  the  lower 
seven  dorsal  and  upper  three  lumbar  roots. 
This  last  fact  is  extremely  important  for  it 
explains  physiologically  the  reason  for  fall 
in  blood  pressure. 

MECHANISM  OF  SPINAL  ANESTHESIA. 

Tuffier,  Hallion,  Koster  and  others  have 
proved  experimentally  that  following  the 
introduction  of  the  anesthetic  agent  in  the 
sub-arachnoid  space,  the  anesthetic  has  a 
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selective  affinity  for  sensory  nerve  tissue 
and  that  if  the  puncture  is  done  in  the  third 
or  fourth  lumbar  interspace  as  should  al- 
ways be  done,  the  solution  as  it  comes  into 
contact  with  the  cauda  equina  impregnates 
the  bundles,  then  ascending  up  it  reaches 
the  cord  and  in  succession  the  sacral  and 
lumbar  segments.  Here  the  solution  affects 
only  the  roots  of  the  cord  and  especially 
the  posterior  roots  as  the  motor  mechanisms 
of  the  cord  is  particularly  resistant  to  anes- 
thetic action. 

Cestan,  Riser,  Laborde  and  others  have 
shown  experimentally  that  while  the  spinal 
cord  proper  is  impregnated  by  the  solution, 
this  impregnation  remains  very  slight  and 
superficial  which  is  another  factor  of  safety, 
especially  if  one  uses  solutions  heavier  or 
lighter  than  cerebro-spinal  fluid  in  order  to 
limit  the  height  of  anesthesia  by  controlling 
the  degree  of  diffusion.  For,  after  all,  spinal 
anesthesia  is  essentially  an  anesthesia  of 
the  posterior  roots  which  become  affected 
progressively.  The  cord  proper  is  but  very 
slightly  susceptible  to  the  action  of  the  drug 
by  diffusion  and  in  those  cases  where  dif- 
fusion to  the  bulb  takes  place,  it  is  so  diluted 
that  its  action  is  limited  to  nausea,  vomit- 
ing, respiratory  anguish  which  appear  about 
the  twentieth  minute. 

Not  so,  however,  if  the  solution  is  in- 
jected into  the  cord  proper.  Pitkin  states 
“Never  attempt  to  introduce  a spinal  needle 
above  the  conus  medullaris,  as  it  has  been 
definitely  shown  that  the  injection  of  novo- 
cain, tropococain,  stovain  into  the  spinal 
cord  will  cause  immediate  death  with  typi- 
cal medullary  symptoms.  The  results  were 
constant  even  with  diminished  doses  of  the 
drug.  This  has  been  shown  to  be  not  a 
mechanical  reaction  but  a toxic  one  as  phy- 
siological salt  solution  similarly  injected 
failed  to  produce  any  recognizable  effects. 
Injections  should  never  be  made  outside  of 
the  lumbar  spine,  the  height  of  anesthesia 
to  be  regulated  by  the  amount  of  mechanical 
expansion  of  the  solution.”  And  this  un- 
doubtedly explains  the  cases  of  sudden  and 


immediate  deaths  in  the  old  high  spinals 
with  high  puncture. 

ADVANTAGES  OF  SPINAL. 

1.  Practically  no  toxic  action  on  the 
kidneys  and  none  on  the  liver,  lungs  and 
heart. 

2.  No  loss  of  consciousness. 

3.  Absence  of  shock- — all  painful  im- 
pulses are  effectively  blocked  before  they 
reach  the  brain. 

4.  Stimulates  intestinal  peristalsis,  hence 
in  all  cases  but  especially  abdominal  ones 

it  gives  a smoother  convalescence. 

>.  - • l ' . . ..  nr  - .. 

5.  Gives  the  operator  absolute  abdomi- 
nal silence.  Packs  are  very,  very  seldom 
needed. 

6.  And  this  is  kept  for  last  as  it  will 
doubtless  give  rise  to  some  controversy.  It 
is  quite  safe,  if  the  proper  technic  is  ap- 
plied. 

DISADVANTAGES  OF  SPINAL. 

1.  Action  not  always  constant.  May 
have  complete  failure.  This  is  usually  due 
to  faulty  technic  or  to  adhesions  in  canal. 

2.  Anesthesia  may  be  marked  by  delay. 

3.  If  solution  reaches  the  bulb,  nausea, 
vomiting,  respiratory  embarrassment  seen 
during  the  storm  of  the  twentieth  minute. 
But  with  present  technic  and  by  limiting 
the  diffusion  below  the  fourth  or  fifth  dorsal 
segment  should  rarely  if  ever  be  present. 

4.  Lowering  of  blood  pressure.  All 
authors  emphasize  this  point.  In  my  prac- 
tice, with  patient  in  Trendelenburg  position 
and  an  ephedrine  injection  before  making 
the  puncture,  I may  say  that  in  the  great 
majority  of  my  cases  there  is  not  a varia- 
tion of  25  points  in  pressure  dar.ng  the 
operation. 

5.  Myelitis,  meningitis,  and  even  more 
rarely  paralyses,  usually  of  lower  extremi- 
ties, mentioned  as  dangers  by  all  authors 
but  their  incidence  greatly  exaggerated. 
Low  punctures,  fine  needles  with  short 
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bevels,  careful  technic  and  they  should 
rarely  if  ever  occur.  In  twelve  years  I have 
had  one  patient  with  a post-operative  parses- 
thesia  of  one  leg  and  that  when  I was  doing 
high  punctures.  This  particular  case  was 
tapped  in  tenth  dorsal  interspace  for  a chole- 
cystectomy. 

6.  Headache — never  seen  with  modern 
technic. 

7.  Relaxation  of  sphincters. 

INDICATIONS. 

This  question  deserves  much  considera- 
tion. As  regards  the  head,  neck  and  upper 
extremity,  it  is  the  almost  unanimous  opin- 
ion that  such  is  dangerous  and  notwith- 
standing some  apparent  successes,  the 
dangers  seem  too  great  to  the  majority  who 
condemn  it.  Koster’s  revolutionary  work, 
however,  is  worthy  of  careful  notice  and  if 
the  same  results  are  reported  by  him  when 
his  series  have  become  larger,  will  command 
serious  consideration.  At  present  the  great 
indications  for  spinal  are : 

1.  All  work  below  the  diaphragm  and 
especially  intra-abdominal  work — There  the 
complete  relaxation,  the  absolute  abdominal 
silence,  the  stimulating  action  of  the  drug 
on  the  gut  muscle  make  it  the  ideal  anes- 
thetic. 

2.  In  tedious  dissections  or  massive  re- 
sections where  great  shock  would  result. 

3.  In  patients  with  impaired  kidney, 
heart  and  lungs. 

CONTRA-INDICATIONS. 

1.  Cases  of  marked  hypotension. 

2.  Cases  of  septicemia  with  positive 
blood  cultures.  Simple  puncture  may  result 
in  passage  of  organisms  from  the  blood 
stream  into  the  sinuses  of  the  cord. 

3.  In  active  tuberculosis  and  syphilis — 
Latent  meningeal  reactions  may  be  reac- 
tivated by  puncture. 

4.  In  children  and  in  operations  of  less 
than  30  minutes  duration. 


CONCLUSIONS. 

1.  We  have  no  perfect  anesthetic. 

2.  When  applicable,  local  should  always 
be  the  anesthetic  of  choice. 

3.  Ether  is  not  comparable  to  ethylene 
as  an  anesthetic  from  the  standpoint  of 
safety  and  comfort  to  the  patient. 

4.  In  deciding  between  ethylene  and 
spinal,  one  must  consider  both  the  nature 
of  the  operation  and  the  physical  condition 
of  the  patient.  And  yet  it  is  unfair  to  limit 
the  use  of  spinal,  as  is  so  often  done,  only 
to  those  cases  in  such  poor  physical  condi- 
tion from  damaged  hearts,  kidneys  or  livers 
that  general  cannot  be  used,  for  spinal  is 
thereby  condemned  to  poor  results  and 
therefore  discredit  without  an  impartial 
trial.  My  only  death  was  the  result  of  just 
such  a condition. 

I have  been  using  spinal  now  for  12  years. 
At  first  only  on  my  charity  patients  but  in 
the  past  four  years  in  my  private  practice. 
I am  using  it  oftener  every  day  as  a sub- 
stitute for  inhalation  anesthesia ; and  I can 
say  with  all  sincerity  that  today  when  I 
am  unable  to  use  local,  spinal  usually  pre- 
sents itself  as  my  anesthetic  of  second  choice 
for  all  work  below  the  diaphragm.  It  un- 
doubtedly lessens  the  risks  of  many  opera- 
tions and  frequently  allows  us  to  operate 
on  patients  who  would  otherwise  be  inop- 
erable. 
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DISCUSSION. 

Dr.  F.  L.  Fenno  (New  Orleans)  : Not  being  a 

surgeon,  I am  somewhat  hesitant  in  opening  this 
discussion.  I think  Dr.  Cassegrain  is  to  be 
especially  commended  for  presenting  such  a sub- 
ject to  this  body  at  this  time.  I believe  that  I 
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have  been  requested  to  open  this  discussion  because 
I have  openly  opposed  spinal  anesthesia — not  that 
I question  its  value,  but  because  I feel  that  it  is 
a procedure  unsuitable  for  all  types  of  surgical 
cases  and  a procedure  not  to  be  entrusted  to  any 
and  all  surgeons.  It  is  my  belief  that  of  late  the 
average  surgeon  is  only  interested  in  the  amount 
of  relaxation  produced  in  the  surgical  field  and  the 
ease  of  administration  of  the  anesthesia. 

The  choice  of  the  anesthetic  and  the  selection 
of  the  anesthetist  are  but  routine  alfairs.  We  see 
this  in  the  great  increase  of  surgical  nurses,  giving 
anesthetics,  although  their  training  has  been,  at 
most,  of  twelve  weeks  duration,  and  they  know 
nothing  of  the  physiological  changes  possible  from 
the  anesthetics  they  handle,  they  are  replacing 
doctors  as  anesthetists. 

When  an  internationally  famous  surgical  au- 
thority, such  as  Koster,  proclaims  that  spinal 
anesthesia  is  the  anesthetic  of  choice  and  that  it 
can  be  used  in  practically  all  surgical  procedures, 
a great  danger  is  begun.  The  average  surgeon, 
lacking  the  ability,  technic,  and  judgment  of  such 
a master,  unhesitatingly  believes  this  statement, 
and  without  further  ado,  begins  its  use,  and 
produces  bad  results.  All  that  can  be  said  about 
the  advantages  of  spinal  anesthesia  is  true,  but  I 
do  not  believe  that  the  disadvantages  can  be  ex- 
aggerated. I,  unhesitatingly  admit,  however,  that 
these  disadvantages  are  due  to  faulty  technic,  im- 
proper preparation  of  the  solution  used,  infection, 
adhesions,  high  punctures,  large  gauge  needles, 
and  too  great  speed  and  force  in  introducing  the 
solutions. 

Serving  in  a neurological  service  at  Charity 
Hospital,  New  Orleans,  it  has  been  my  misfor- 
tune to  encounter  residuals  of  the  disadvantages 
I have  just  enumerated.  I am  sure  should  any  of 
you  encounter  a permanent  myelitic  syndrome — 
paraplegia,  incontinence  of  bowel  and  bladder,  you 
would  agree  with  me  that  our  patient’s  future 
welfare,  rather  than  the  immediate  relaxation  in 
the  surgical  field,  the  absence  of  shock,  etc.,  is  of 
paramount  concern  to  the  attending  physician. 
I have  in  mind  the  case  of  a young  colored  boy, 
of  eighteen  years,  admitted  to  Charity  Hospital, 
a remarkable  specimen,  suffering  from  a small 
foreign  body  embedded  in  the  plantar  surface  of 
one  of  his  great  toes;  this  material  could  have 
readily  been  removed  under  a simple  cocanization 
of  the  part  involved.  Instead,  spinal  anesthesia 
was  used.  The  case  came  to  my  neurological  serv- 
ice about  eight  weeks  later.  The  boy  was  un- 
able to  walk,  or  stand  alone,  had  absolutely  no 
control  of  bowels  and  bladder,  and  showed  indica- 
tions of  beginning  trophic  disturbances,  a definite 
residual  myelitis  had  resulted  from  the  improper 
administration  of  the  anesthetic.  Was  this  proce- 
dure justifiable?  Was  the  use  of  spinal  anesthesia 


worthwhile?  (Evidently,  in  this  case,  in  the  hands 
of  someone  unskilled  in  its  use.)  And  does  not 
such  a possibility  make  it  imperative  that  before 
advocating,  or  permitting  the  indiscriminate  use 
of  spinal  anesthesia,  we  should  be  sure  that  the 
user  is  versed  in  its  proper  administration  and 
well  aware  of  the  serious  consequences  possible? 

I trust  I am  not  misunderstood.  My  objection 
is  not  to  the  use  of  spinal  anesthesia,  but  to  the 
advocacy  of  its  use  by  any  and  all  surgeons,  under 
any  and  all  circumstances. 

Dr.  H.  W.  Kostmayer  (New  Orleans)  : Dr. 

Fenno  has  so  nicely  stated  the  position  that  I am 
in  as  regards  spinal  that  it  is  almost  superfluous 
for  me  to  rise.  I have  had  a great  deal  of  ex- 
perience with  spinal  anesthesia.  Like  Dr.  Casse- 
grain, I went  through  an  internship  where  spinal 
was  used  considerably,  rarely  to  the  advantage  of 
the  patient,  and  frequently  to  his  serious  disad- 
vantage. 

I speak  of  the  days  of  cocaine  when  we  had 
temperatures  of  105°  in  24  hours  after  use,  and 
when  we  had  paralysis  of  the  lower  limbs  from 
one  to  four  weeks  and  that  sort  of  thing.  'So  I 
was  terribly  prejudiced,  but  with  its  rebirth  I 
have  found  it  expedient  to  use  it  frequently.  To 
justify  my  opinion,  I reviewed  my  records  of 
several  hundred  cases  that  I have  given  spinal  to 
indiscriminately  within  a period  of  15  months,  and 
I was  very  gratified  to  find  that  we  had  less 
nausea  and  vomiting,  had  less  distension,  we  had 
less  retention  of  urine,  we  had  less  post-operative 
rise  of  temperature,  and  fewer  stay  days  in  the 
hospital  with  the  use  of  spinal  than  with  other 
anesthetics,  but  I have  not  let  those  statistics  of 
my  own  service  run  away  with  me.  I think  that 
spinal  anesthesia,  properly  handled  by  men  who 
are  trained  in  its  use,  is  a wonderful  adjunct  to 
surgery.  I do  not  think  it  can  become  universally 
used.  I think  that  anyone  who  is  unskilled  in  its 
application,  who  is  quick  to  seize  upon  the  idea 
that  it  is  a very  safe,  simple  thing  for  him  to  use, 
is  going  to  get  himself  into  trouble  sooner  or  later. 
I think  it  is  merely  one  of  the  good  things  we  ought 
to  know  how  to  use  and  use  well,  and  use  when 
occasion  calls  for  it. 

Dr.  W.  P.  Lambeth  (Shreveport)  : I have  en- 

joyed listening  to  the  doctors’  papers  and  discus- 
sions by  the  other  surgeons.  I am  always  glad  to 
hear  anything  on  anesthesia  and  especially  Dr. 
Cassegrain’s  good  ideas  on  spinal  anesthesia.  It 
is  true  anesthesia  is  the  surgeon’s  problem,  but 
since  the  surgeon’s  have  been  howling  so  much 
about  their  anesthetics  they  have  opened  the  field 
of  anesthesia  as  a specialty,  and  since  we  have 
several  doctors  in  the  state  specialized  in  this 
branch,  I am  sorry  that  one  of  us  did  not  have 
the  opportunity  of  presenting  this  paper. 
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The  different  kinds  of  anesthesia,  the  different 
technic  and  the  many  anesthetic  agents  being  used 
goes  to  prove  that  we  are  having  trouble  along 
this  linej  We  will  continue  to  have  trouble  until 
we  realize  the  need  of  cooperation  between  the 
surgeon  and  anesthetic  agents;  the  adoption  of 
these  principles  to  comply  with  the  surgical 
problems. 

I have  just  returned  from  a tour  of  the  Northern 
clinics,  studying  anesthetics.  I spent  some  time 
with  Romberger,  Pitkins  and  Koster.  These  three 
clinics  are  especially  interested  in  spinal  anes- 
thesia. Drs.  Koster  and  Pitkins  gave  their  own 
spinal.  Dr.  Romberger  has  specialized  in  anes- 
thesia and  gives  more  anesthesia  with  better 
technic,  better  results  and  less  annoyance  to  the 
surgeons  than  any  place  I visited.  These  results 
are  due  directly  to  cooperation  and  team  work. 
Their  patients  are  all  carefully  examined  and  the 
anesthetic  depends  on  physical  condition.  They 
have  found  out,  after  several  thousand  anesthetics, 
that  their  patients  all  do  better  when  given  spinal, 
unless  a definite  contra  indication  exists.  They 
have  adopted  spinal  anesthesia  as  a regular  rou- 
tine for  surgery  below  the  costal  border. 

Dr.  Cassegrain  recommends  spinal  puncture  be- 
low the  third  space.  I consider  the  first  or  the 
second  just  as  safe  under  good  technic,  and  cer- 
tainly more  satisfactory  for  high  surgery.  Dr. 
Koster  gives  all  his  in  the  second  space  and  uses 
only  novocaine  crystals  dissolved  in  spinal  fluid. 
The  space  selected  should  depend  on  the  operation 
and  the  one  most  easily  entered. 

Contra-indications:  I can  see  only  two  real 

contra-indications  to  spinal  anesthesia.  First, 
blood  stream  infection  and  diseases  or  deformities 
of  the  spine.  Second,  objections  by  the  patient, 
who  would  rather  be  asleep  when  being  operated 
upon. 

The  doctor  has  referred  to  Koster  and  his 
technic.  I visited  Dr.  Koster’s  clinic  and  made 
some  very  careful  observations  and  feel  that  there 
is  more  to  spinal  anesthesia  than  Koster  would 
lead  you  to  believe.  He  makes  his  injections  in  the 
second  space  and  one  hundred  and  fifty  milligrams 
of  novocaine  is  his  maximum  dose.  He  drops  the 
patient’s  head  and  let  the  solution  float  on  up  the 
canal  hoping  there  will  be  enough  taken  up  by 
the  posterior  roots  to  get  anesthesia  and  not 
enough  to  reach  the  bulb  to  cause  paralysis.  I 
consider  it  more  safe  to  use  the  light  or  heavy 
solution  control  the  anesthesia  by  the  plane  of  the 
patient.  By  this  method  you  can  give  more  drug 
and  get  better  anesthesia,  controlling  your  blood 
pressure  with  ephredin. 

After  giving  anesthetics  for  the  past  five  years 
I have  worked  out  a problem,  to  my  mind,  as  to 
what  the  surgeons  want.  First,  he  wants  an  anes- 


thetic most  compatable  to  the  patient  and  his 
physical  condition.  Second,  he  wants  an  anesthetic 
most  flexible  in  character  for  his  convenience. 
Third,  he  wants  maximum  relaxation  and  minimum 
amount  of  the  anesthetic  agent.  Fourth,  he  wants 
an  anesthetic  that  can  be  administered  without  dis- 
comfort. These  points  can  only  be  worked  out 
through  cooperation  of  surgeon  and  anesthetist 
and  a thorough  understanding  of  the  anesthetic 
agents  and  equipment. 

Dr.  I.  M.  Gage  (New  Orleans) : Dr.  Cassegrain 

has  asked  me  to  say  a few  words  about  avertin. 
Why  we  are  seeking  a new  anesthetic  is  for  the 
simple  reason  that  we  want  an  anesthetic  that  has 
a large  margin  of  safety,  very,  very  low  resistance, 
that  will  last  about  two  hours’  time,  practically 
without  vomiting  or  complication,  and  one  that  is 
easily  administered.  We  have  three  at  present: 
amytal,  luminal,  and  veronal.  And  they  have  used 
in  Germany  for  the  last  three  or  four  years,  ethyl 
alcohol.  That  is  the  one  which  we  are  interested 
in  at  present.  We  have  not  used  sodium  amytal. 
I believe  it  should  be  used  as  a basal  anesthetic; 
however,  some  use  it  and  try  to  get  general  anes- 
thetic effects  without  any  additional  type  of 
anesthetic.  I think  that  is  where  we  make  one 
mistake  in  this  new  type  of  drug  we  are  using. 
In  sodium  amytal,  the  patient  becomes  markedly 
irritated  and  develops  an  almost  wild  delirium 
which  lasts  from  36  to  48  hours.  We  have  used 
it  on  dogs  and  for  certain  types  of  experimental 
work.  I remember  three  animals  treated  intrav- 
enously. I injected  it  too  rapidly,  and  I killed  all 
three  of  them.  We  haven’t  used  it  clinically  at  all. 

Avertin  is  just  on  the  market  in  the  last  two 
weeks  and  we  have  had  the  pleasure  of  using  it 
in  a few  cases.  It  is  advocated  to  be  used  as  a 
basal  anesthetic.  About  20  per  cent  of  the  patients 
will  not  demand  any  other  type  of  anesthetic.  We 
can  operate  on  them,  they  have  complete  relaxa- 
tion, the  period  of  sleep  is  shortened,  and  it’s 
almost  as  rapid  as  ether. 

The  administration  of  avertin  is  very  delicate 
and  you  have  to  know  the  technic  very  well,  be- 
cause it  has  to  be  heated.  It  is  used  in  distilled 
water.  The  water  has  to  be  heated  to  45  degrees 
Centigrade.  If  the  drug  must  be  tested  before- 
hand, see  that  it  is  pure  by  Congo-red.  Ninety  to 
100  milligrams  is  a safe  dose  to  use.  We  have 
used  it  in  our  cases  without  any  addition  of  anes- 
thesia. It  is  administered  by  rectum  and  solution. 

Within  four  minutes  after  administration  the 
patient  is  usually  asleep,  a sound  sleep  in  which 
there  is  no  struggle.  The  patient  falls  off  to  sleep 
just  like  you  go  to  sleep  at  night.  Eighty  per  cent 
of  the  drug  is  absorbed  in  the  first  five  minutes. 
That  is  the  reason  all  these  preliminaries  must  be 
carried  out  beforehand.  The  patient  should  have 
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the  drug  at  least  15  minutes  before  the  time  of 
operation.  The  patient  goes  to  sleep  in  the  ward 
and  has  no  recollection  of  going  down  to  the 
amphitheatre  and  usually  within  two  or  three  hours 
is  awake,  and  we  have  no  nausea  at  all.  About 
80  per  cent  require  no  ether  or  gas. 

We  have  not  had  any  trouble  with  it  at  all.  We 
don’t  expect  to  by  being  careful.  We  usually  give 
it  as  a basal  anesthetic,  and  it  should  only  be  used 
under  those  conditions.  Other  anesthetics  should 
be  adapted  to  the  patient. 

Any  drug  or  procedure’s  longevity  depends  upon 
the  burst  of  enthusiasm  with  which  it  is  met.  At 
present  we  have  another  high  wave  of  spinal  anes- 
thesia, after  Genesco,  probably  the  greatest  ex- 
ponent of  spinal  anesthesia,  made  his  trail  through 
the  country  leaving  death  behind  him.  I have 
studied  about  that,  and  I wonder  just  when  did 
Genesco  give  spinal  anesthesia. 

Dr.  H.  B.  Gessner  (New  Orleans)  : I think 

Dr.  Cassegrain  is  right  about  the  great  desirability 
of  local  anesthesia.  I don’t  think  the  old  practices’ 
ought  to  be  swept  away  as  completely  as  they  seem 
to  have  been. 

It  may  interest  this  body  to  know  that  a couple 
of  years  ago  we  had  a review  of  anesthesia  in  the 
Charity  Hospital.  I think  it  was  worked  out  that 
there  was  a death  to  1,700  ether  anesthesias.  I 
think  perhaps  some  who  are  here  today  can  either 
confirm  this  or  possibly  make  some  correction. 
There  was  one  death  to  1,700  ether  anesthesias 
in  Charity  Hospital  in  New  Orleans.  This  is  why 
we  are  looking  for  something  else. 

Taking  up  ethylene,  we  have  the  danger  of  ex- 
plosion that  has  been  referred  to.  I think  some 
hospitals  in  this  country  have  forbidden  the  use  of 
ethylene.  I know  of  one  case  in  which  an  ex- 
perienced surgeon  thought  the  patient  died  because 
of  injured  kidneys  after  ethylene.  Because  this  is 
only  one  case  I don’t  lay  any  stress  on  that.  We  are 
looking  for  better  anesthetic  methods,  and  among 
those  methods,  we  are  trying  spinal.  I was  present 
when  Dr.  Matas — I think  it  was  in  1900 — did  the 
first  spinal  anesthesia  in  North  America.  It  was 
in  the  treatment  room,  I very  well  remember.  The 
patient  got  cocain  intraspinally,  and  he  had  anes- 
thesia even  of  the  scalp.  Fortunately,  he  got  over 
it  over  all  right. 

I am  using  spinal  at  the  hospital  now  because 
some  of  my  friends  want  me  to  do  it.  I had  a 
peculiar  experience  with  spinal  last  winter.  One 
morning  we  had  two  bad  results.  One  of  the  bad 
results  was  a negro  boy  about  18  or  19,  who  after 
the  anesthetic — which  was  for  the  amputation  of 
the  leg — developed  acute  nephritis.  He  got  over 
that.  The  other  was  a patient  in  his  fifties,  who 
became  speechless.  We  don’t  know  just  when  he 


stopped  speaking  but  he  was  speechless  when  he 
left  the  table.  He  died  and  an  autopsy  was  held, 
but  there  was  no  evidence  of  cerebral  hemorrhage 
which  we  suspected,  and  we  don’t  know  why  he 
died,  but  one  morning  we  had  those  two  bad  re- 
sults— nephritis  in  a boy  and  death  in  the  other 
case  not  explained. 

I am  going  to  conclude  my  remarks  by  calling 
attention  to  the  complete  muscular  relaxation  ob- 
tained with  spinal  anesthesia  which  is  not  equalled 
by  that  from  any  other  form  of  anesthesia,  and 
which  makes  it  a very  satisfactory  form  of  anes- 
thesia for  reducing  fractures  of  the  lower 
extremity. 

Dr.  J.  H.  Turner  (Houston,  Texas)  : As  an  en- 

thusiast of  spinal  anesthesia,  I want  to  stress  a 
few  points.  I can’t  add  anything. 

We  have  been  using  spinal  anesthesia  since  the 
days  when  apothesine,  novocain,  etc.,  were  used 
and  the  drug  was  not  well  stabilized.  I do  not 
believe  in  my  experience  I have  ever  seen  a death 
from  spinal  anesthesia.  I have  seen  some  reactions 
that  we  thought  were  going  to  be  fatal  before  we 
got  out  of  them. 

I think  the  secret  now  of  the  success  of  spinal 
anesthesia,  is  the  refinement  of  technic  and  to  re- 
ligiously adhere  to  that  technic.  We  have  adopted 
a technic  which  is  laid  down  by  Dr.  Peyton  R. 
Denman  of  our  city  that  has  been  based  upon  hun- 
dreds of  cases.  Dr.  Denman  has  tried  various 
technics,  but  has  gradually  added  refinement  to  it 
which  has  worked  out  very  beautifully  indeed.  By 
the  use  of  this,  a dreadful  drop  of  blood  pressure 
that  you  so  often  see  ^as  been  practically  elimin- 
ated. A drop  of  20  points  in  the  blood  pressure  is 
rather  unusual  and  if  it  does  happen,  it  usually 
comes  up  and  stays  up. 

I think  the  first  thing  to  stress  is  a small  needle. 
The  most  important  thing  we  feel  is  the  posture 
of  the  patient  and  not  to  handle  or  bother  the 
patient  for  10  to  12  minutes  after  the  spinal  has 
been  given.  Better  to  not  molest  the  patient  until 
after  the  maximum  of  absorption  has  occurred. 
We  have  been  using  330  milligrams  of  novocain 
with  1/32  of  a grain  of  strychnia,  adding  this 
powder  to  sixteen  drops  of  spinal  fluid  and  inject- 
ing very  slowly,  and  immediately  elevating  the 
patient’s  head  so  that  the  drug  gravitates  down- 
ward. This  must  be  particularly  watched  in  big- 
hipped patients.  It  is  the  line  of  the  spinal  column 
that  is  important  and  not  the  table  itself. 

Another  little  refinement  in  technic  that  is 
mighty  nice,  is  your  preliminary  preparation  of 
your  patient.  I think  that  veronal  the  night  before, 
and  two  hours  before  going  to  the  operating  room, 
a large  dose  of  morphin,  will  put  your  patient  in 
a very  good  frame  of  mind  for  spinal  anesthesia. 


548 


Cassegrain — Observations  on  Choice  of  Anesthetic;  Spinal  Anesthesia 


Many  patients  have  a terrible  fear  of  a spinal 
puncture.  Personally,  I certainly  would  want 
something  to  give  me  some  courage  before  going 
into  such  a thing.  The  psychology  of  the  patient 
when  coming  to  the  operating  room  in  many  in- 
stances accounts  for  the  terrible  drops  in  blood 
pressure  and  I think  the  essayists  will  agree  with 
me  on  that. 

When  I was  an  intern  with  Dr.  Keys,  back  in 
1919,  if  spinal  anesthesia  was  mentioned  in  his 
presence,  he  would  likely  run  you  out  of  the  room. 

I had  occasion  to  go  back  to  his  operating  amphi- 
theatre, recently,  and  find  him  an  enthusiast  of  it. 
In  fact,  he  is  using  it  on  all  bladders  and  bladder 
tumor  cases  and  those  cases  which  he  is  using  the 
transportation  of  radium. 

We  have  always  used  spinal  anesthesia  for 
perineal  prostatectomy  and  on  most  of  the  supra- 
pubic prostatectomy,  second  stage.  We  never  hesi- 
tate to  use  it.  We  have  had  no  distressing  symp- 
toms since  we  have  refined  our  technic. 

Dr.  C.  H.  Moseley  (Monroe):  I just  want  to 

express  something  that  to  my  mind  is  a fact,  pos- 
sibly it  may  not  be.  I believe  that  sodium  luminal 
and  amytal  is  more  poisonous  than  the  medical 
profession  has  realized.  There  is  such  a thing  as 
idiosyncracies  to  any  drug  or  any  food  and  possibly 
to  any  condition.  We  have  seen  people  with  a 
dysentery  from  using  sodium  luminal.  We  have 
seen  people  with  their  blood  increased  and  the 
phenolphthalein  down  to  8.  We  thought  it  was 
from  sodium  luminal.  The  most  dangerous  person 
that  I know  is  a veronal  friend.  I think  the  sale 
of  sodium  luminal  ad  libertuvi  to  the  laity  should 
be  prohibited.  I think  it  is  poisonous,  and  I think 
the  medical  profession  is  dancing  with  a bear 
when  they  fool  with  it. 

Another  thing  I want  to  stress  as  it  occurs  to 
me,  don’t  lay  all  your  nausea  and  vomiting  on  your 
anesthetic.  The  first  thing  that  happens  when  you 
get  a gall-bladder  disease  is  nausea,  and  how  in 
the  name  of  heaven  are  you  going  to  operate  and 
not  have  vomiting  the  next  day.  Don’t  lay  it  all  on 
the  anesthetic.  The  more  I see  of  drop  ether  and 
the  more  accidents  I see  from  other  things,  the 
more  composed  I am  when  I see  somebody  get  up 
with  a can  and  start  dropping  ether. 

I have  been  to  school.  That  man  interested  me 
when  he  said,  “I  learned  how,”  and  I thought  if  I 
started  out  to  get  my  watch  fixed,  I would  go  to  a 
man  that  had  learned  how. 

I am  going  to  tell  a little  story.  Gentlemen,  this 
is  true  so  help  me  God.  We  have  an  undertake! 
in  our  home  town.  (And  this  is  the  truth).  This 
undertaker  said:  “My  pa  taught  me  how  to  do 

embalmin’  and  he  said  that  you  mus’  have  every- 


thing all  ready.  Something  might  happen.”  This 
applies  to  your  spinal  anesthesia  and  what  not  in 
medicine.  Have  everything  just  ready  because  you 
can  never  tell  what’s  going  to  happen,  but  back  to 
my  story.  That  undertaker  said,  “I  went  down  to 
embalm  a ‘nigger’  woman  and  I had  everything 
ready,  and  I stuck  the  needle  in  her  and  she  jerked 
her  leg  up.”  A negro  ran  and  asked,  “Is  that 
‘nigger’  dead?”  The  man  answered,  “She  ain’t 
plumb  dead,  but  she’s  all  right  for  embalming.” 

Dr.  E.  Denegre  Martin  (New  Orleans) : I rise  to 
discuss  another  phase  of  this  which  has  been  hit  at 
but  not  spoken  of.  I want  to  say  that  I am  partial 
to  ether.  I don’t  like  to  tell  you  how  long  I have 
been  operating,  but  it  has  been  quite  a while  and 
I have  performed  a number  of  operations.  In  my 
opinion,  the  safest  anesthetic  taking  all  cases  re- 
gardless of  character,  is  drop  ether.  For  years 
and  years  we  used  drop  ether. 

Dr.  Fenno  said  that  the  nurses  who  give  anes- 
thetics have  had  only  six  or  seven  weeks  training. 
If  not  nurses,  who  will  give  our  anesthetics?  How 
many  doctors  are  willing  to  devote  their  time  to 
giving  anesthetics  after  spending  five  years  in  col- 
lege to  get  a diploma?  That  situation  started 
twenty  years  ago.  We  were  among  the  first  to 
have  a woman  anesthetist.  We  have  never  had  a 
casualty.  Don’t  blame  the  nurse  until  you  can  get 
some  one  to  take  her  place.  After  all,  the  surgeon 
is  responsible,  no  matter  what  anesthetic  you  em- 
ploy. 

Dr.  J.  A.  Danna  (New  Orleans)  : I have  been 
practicing  almost  as  long  as  Dr.  Martin,  and  I 
remember  using  spinal  anesthesia  from  the  very 
beginning — from  about  1902.  I am  using  more 
spinal  anesthesia  than  I ever  did  and  I have  never 
stopped  using  spinal  anesthesia.  So  I believe  spinal 
anesthesia  has  its  place  and  is  going  to  become 
more  and  more  popular,  but  what  I arose  to  say 
is  not  about  spinal. 

Ether  as  an  anesthetic  is  more  applicable  gen- 
erally and  more  easily  administered  than  any  other. 
If  you  will  remember  one  thing  about  ether,  you 
will  probably  have  less  bad  results  and  that  is  this: 
get  your  patient  thoroughly  anesthetized  in  the  be- 
ginning— first  pop — and  then  go  on  and  begin  your 
operation.  It  requires  very  little  anesthetic  to 
maintain  your  patient  under  surgical  anesthesia 
from  that  time  on. 

I did  an  operation  on  a frontal  lobe  area  the 
other  day,  and  I told  the  anesthetist  that  I wanted 
the  patient  thoroughly  under,  but  just  as  soon  as 
he  was  under  to  stop  the  anesthetic  until  she  saw 
he  was  about  to  wake  up  and  then  start  the  ether 
again.  Drop  ether,  mind  you.  She  got  the  patient 
thoroughly  under  and  I started  my  work.  We  were 
about  two  hours  on  this  case. 
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You  know  in  some  of  these  brain  cases,  you  pro- 
ceed very  slowly.  She  never  had  to  give  another 
drop.  We  were  finished  before  he  required  any 
more  anesthetic.  If  you  watch  the  average  anes- 
thetist giving  an  anesthetic,  you  will  see  that  she 
feels  that  she  must  push  it  to  keep  that  patient 
thoroughly  under,  like  sitting  on  him  as  it  were. 
It  is  not  necessary  to  do  that  and  if  you  will  remem- 
ber that,  a good  many  of  your  bad  results  from 
ether  anesthesia  will  not  occur. 

Another  point  I would  like  to  make  is  this:  we 
hear  about  ethylene  not  being  a dangerous  thing 
to  use.  I believe  ethylene,  if  you  have  to  give  it 
more  than  an  hour,  is  a very  dangerous  thing.  I 
know  that  I had  a number  of  deaths  from  ethylene 
when  we  first  started  using  it,  and  I can  not  feel 
that  it  was  anything  else  but  ethylene.  In  oper- 
ations lasting  one  hour  or  less,  I give  ethylene.  If 
it  is  going  to  be  over  an  hour,  I may  get  them 
under  with  ethylene,  but  I use  drop  ether. 

Dr.  Cassegrain  (closing)  : The  last  word  about 
anesthetics,  of  course,  hasn’t  been  spoken.  Differ- 
ent opinions  voiced  here  prove  it.  • The  case  that 
Dr.  Fenno  told  us  about  was,  of  course,  not  a ease 
for  spinal.  It  is  contra-indicated  for  all  opera- 
tions which  take  less  than  thirty  minutes.  For 
such  cases  local  anesthesia  should  be  employed. 
There  is  no  question  but  what  local  in  the  anes- 
thetic of  choice.  The  difficulty  comes  in  the  selec- 
tion between  spinal — which  may  almost  be  said  to 
be  a form  of  general  anesthesia — between  spinal 
and  one  of  the  methods  of  inhalation  anesthesia. 

In  a perfectly,  healthy  individual  in  good  physi- 
cal condition,  with  a good  anesthetist  giving  the 
anesthetic,  I don’t  think  it  makes  very  much  differ- 
ence what  type  of  anesthesia  we  use,  but  if  we 
make  a careful  check  of  the  patient — which  I am 
sorry  is  not  always  done — which  would  include  a 
complete  survey  of  his  physical  condition  and  mak- 
ing note  of  any  long  spells  of  illness,  then  if  you 
find  the  patient  is  below  par — diseased  kidneys 
or  a bad  heart,  the  question  of  what  shall  we  use 
comes  up.  Ether,  ethylene,  or  some  other  type  of 
anesthesia?  In  my  own  practice,  I have  always 
felt  that  in  those  cases,  where  I can’t  use  local 
anesthesia  and  where  I have  a man  below  par, 
there  is  no  question  but  that  spinal  is  the  anes- 
thetic of  second  choice,  but  the  majority  of  men 
will  limit  their  use  of  spinal  to  those  patients  in 
bad  physical  condition.  If  you  are  going  to  limit 
its  use  to  those  cases  with  damaged  kidneys,  bad 
livers  and  hearts,  then  you  are  not  giving  the 
method  an  impartial  trial  and,  of  course,  you  are 
going  to  get  the  worst  reaction.  Certainly  cases 
of  gall-bladder  removed  under  spinal,  and  placed 
in  bed  side  by  side  with  patients  who  have 
had  inhalation  anesthesia,  will  show  all  the  dif- 
ference in  the  world — no  nausea,  no  vomiting,  no 
distention.  Gentlemen,  it  is  a picture  that  once 


you  have  seen,  it  is  hard  to  get  around.  I feel 
that  spinal  anesthesia  has  come  to  stay.  I feel 
that  it  is  a safe  method,  and  under  proper  technic, 
using  the  method  that  has  been  advocated  by  Pit- 
kins,  it  is  a very  excellent  and  favorable  form  of 
anesthesia. 


A GENERAL  CONSIDERATION  OF  THE 
TREATMENT  OF  SYPHILIS* 

C.  M.  SPECK,  M.  D. 

New  Albany,  Miss. 

In  bringing  this  subject,  The  Treatment 
of  Syphilis,  before  the  doctors  of  Missis- 
sippi, I offer  no  apology  because  this  is  one 
subject  that  has  not  been  brought  to  your 
attention  through  this  association  for 
twenty  years  and  yet  this  disease  is  almost 
as  prevalent  as  tuberculosis  and  its  death- 
rate,  directly  and  indirectly,  is  almost  as 
high.  It  is  a disease  in  which  every  doc- 
tor should  be  interested,  whether  he  be  a 
general  practitioner  of  medicine  or  a speci- 
alist, because  we  all  come  in  contact  with 
it  and  are  compelled  to  give  treatment  or 
advice. 

There  is  not  a disease  in  the  category  of 
medicine  that  produces  so  much  suffering 
and  unhappiness  as  syphilis.  It  concerns 
the  community,  the  state  and  the  nation. 
“The  poppies  grow  in  Flander’s  Field”  has 
almost  become  our  National  Anthem.  We 
weep  and  mop  our  tears  as  a result  of  this 
sad  and  necessary  fact,  yet  heedlessly  we 
go  along,  taking  no  stock  of  the  disasters 
befalling  our  friends  and  loved  ones  due  to 
this  disease. 

Ever  since  anything  has  been  known  of 
the  race,  ever  since  the  first  history,  this 
disease  has  been  taboo.  The  main  thing 
that  we  need  to  check  and  to  stop  this  almost 
national  disaster  is  to  put  on  a campaign 
of  an  educational  nature.  Sex  physiology, 
anatomy,  hygiene  and  pathology  should  be 
taught  in  our  public  schools.  Our  State 
Board  of  Health  and  other  clubs  and 


*Read  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  15, 
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societies  should  be  ever  ready  to  give  aid 
in  the  prevention  and  treatment  of  this 
disease. 

It  concerns  especially  the  relationship 
between  the  sexes.  I have  seen  happy 
homes  broken  up  and  lives  ruined  as  result 
of  the  improper  management  and  care  of 
these  cases.  I say  management,  which 
means  something  more  than  treatment.  The 
average  physician  so  often,  desiring  to  get 
rid  of  the  responsibility,  will  refer  these 
cases  to  a specialist,  which  is  all  very  well, 
provided  they  are  accessible  to  the  special- 
ist and  have  money  sufficient  to  pay  him  for 
his  services.  This  being  a disease  that  is 
easily  diagnosed  and  easily  treated,  it  seems 
to  me  that  the  general  practitioner  is  more 
able  to  cope  with  these  cases  than  the  speci- 
alist, especially  since  it  is  a question  of 
economy  with  the  patient. 

As  I have  said,  the  treatment  is  compara- 
tively simple,  yet  in  many  case  it  is  complex 
and  discouraging.  Insufficient  and  improper 
treatment  before  a diagnosis  is  made  is 
criminal.  Syphilis  is  a relapsing  disease 
and  its  treachery  is  well  known  and  often 
gives  false  security  to  the  patient  when  he 
is  far  from  being  well. 

The  biggest  problem  that  we  have  in 
America  is  this  disease  in  the  negro  race. 
He  comes  to  you  with  a chancre.  One  or 
two  shots  will  immediately  cure  this  ulcer. 
The  patient  is  everjoyed  at  the  relief  of 
his  symptoms  and  he  feels  that  he  is  cured, 
so  why  should  he  subject  himself  to  so 
unpleasant  and  expensive  treatments?  The 
white  race,  more  or  less,  assumes  the  same 
attitude.  The  wise  doctor  will,  therefore, 
anticipate  this  period  at  the  beginning  of 
treatment  and  will  continually  warn  his 
patient  of  the  dangers  of  relapses.  I do 
not  mean  that  the  individual  who  has  con- 
tracted this  disease  should  have  his  life 
made  miserable  by  constant  fear  of  some 
terrible  catastrophe.  He  should  be  encour- 
aged and  reassured  of  a reasonably  bright 
outlook  and  an  ultimate  cure,  depending 
upon  his  cooperation  with  the  doctor. 


The  greatest  mistake  in  the  treatment  of 
syphilis  is  giving  anti-syphilitic  treatment 
without  first  making  a diagnosis.  This 
should  never  occur  because  we  have  access 
to  our  State  laboratory,  which  is  very  effici- 
ent. I want  to  recommend  to  the  doctors 
of  Mississippi  the  use  of  our  State  labora- 
tory because  I feel  that  iit  is  as  efficient  as 
any  laboratory.  I have  repeatedly  checked 
it  up  on  a series  of  cases  and  have  never 
found  its  diagnosis  wrong.  Of  course  mis- 
takes may  occur,  as  they  do  anywhere,  but 
I have  never  found  them  there. 

An  important  thing  in  the  treatment  of 
syphilis  is  to  establish  a regular  system  of 
treatment  for  the  patient.  When  a diag- 
nosis is  first  made  the  physician  should  con- 
sider the  patient’s  general  condition,  his 
weight  and  sex.  Then  a definite  plan  should 
be  made  in  regard  to  the  course  of  therapy. 
This  plan,  however,  should  be  made  for  the 
benefit  of  the  patient  and  not  the  patient 
made  to  conform  with  the  plan,  because 
one  cannot  foresee  what  complications  may 
arise  that  would  be  detrimental  to  the 
patient  if  this  plan  be  strictly  adhered  to. 
A certain  amount  of  flexibility  must  be 
reserved  and  an  iron-clad  rule  is  not  only 
impractical  but  often  dangerous. 

In  considering  the  treatment  of  syphilis, 
time  is  a very  important  factor.  It  is  evi- 
dent that  to  obtain  rapid  and  permanent 
results  in  the  treatment  of  any  disease,  we 
must  begin  early — the  earlier  the  diagnosis 
the  better.  We  must  begin  the  treatment 
before  the  spirochaetes  can  gain  hold  into 
the  deeper  tisisues  and  inaccessible  parts 
of  the  body.  They  are  more  easily  destroyed 
by  any  of  the  anti-syphilitic  drugs  in  the 
early  stages  of  the  disease.  Nearly  all  cases 
that  begin  the  treatment  early  have  a very 
happy  cure.  In  some  cases,  unfortunately, 
anti-syphilitic  therapy  surpasses  active 
immunity  and  the  treponaemes  themselves 
seem  to  establish  a resistance  to  the  drugs. 
Another  thing  is  that  all  therapeutic  agents 
used  in  the  treatment  of  syphilis  are  always 
more  or  less  toxic.  Therefore,  we  should 
be  on  our  guard  watching  for  toxic  symp- 
toms in  the  patient. 
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In  early  syphilis,  I use  the  old  army  plan 
of  giving  the  patient  two  shots  of  neosal- 
varsan  per  week — especially  in  well  pre- 
served and  robust  patients.  In  syphilitic 
patients  who  have  a weak  constitution  or 
some  complicating  disease  I only  give  one 
does  of  neo  per  week.  In  these  weaker 
patients  I start  with  not  less  than  .041/2 
grams.  With  the  stronger  ones  I start  with 
not  less  than  .06  grams.  I give  them  as  a 
minimum  ten  doses  of  neo  with  the  same 
number  of  shots  of  bismuth  intra-muscu- 
larly.  I prefer  bismuth  to  mercury  and  per- 
sonally use  PD’s  thiobismol.  I then  wait 
four  weeks  and  take  a blood  Wassermann. 
In  the  course  of  my  first  series  of  intra- 
venous injections  of  neo,  I gradually  in- 
crease the  size  of  the  dosage  until  by  the 
last  two  doses  I will  be  giving  .09  grams  of 
neo.  I do  not  like  the  inunction  of  mercury. 
Patients  do  not  cooperate  with  you  in  giv- 
ing mercury  in  this  manner  and  the  intra- 
muscular injection  of  mercury  is  often  very 
painful.  Therefore,  I have  abandoned  the 
use  of  mercury  in  syphilis  except  by  mouth 
and  then  only  in  the  more  chronic  cases 
or  in  the  intervals  between  the  administra- 
tion of  neosalvarsan.  The  use  of  bismuth 
in  the  field  of  anti-syphilitic  treatment  is 
very  strongly  entrenched  in  the  profession. 
Some  of  the  large  clinics  are  using  it  now 
exclusively  and  in  my  hands  it  has  given 
the  best  of  results  but  it  is  yet  to  stand 
the  test  of  time. 

Primary  and  secondary  syphilic  should 
be  treated  for  at  least  two  years  with  alter- 
nating, over-lapping  courses  of  arsphena- 
mine  and  bismuth  and  with  the  iodides  and 
mercury  given  in  between  as  conditions 
would  indicate. 

Syphilis  of  the  bone  or  different  organs 
should  receive  about  the  same  treatment 
as  primary  and  secondary  syphilis.  How- 
ever, the  prognosis  for  a cure  decreases 
the  more  chronic  the  case  becomes.  The 
fact  that  we  come  in  contact  with  late  syphi- 
litic lesions  is  either  due  to  insufficient  or 
improper  treatment.  We  not  only  have 
syphilitic  fast  bacteria  but  we  have  a 


patient  that  is  growing  older  and  weaker. 
In  most  instances  he  has  passed  the  meri- 
dian of  his  life  and  the  destructive  pro- 
cesses of  his  organs  are  greater  than  the 
constructive  and  besides,  he  has  a formid- 
able infection.  Therefore,  the  prognosis  as 
to  cure  is  bad.  However,  a great  many 
cases  of  nerve  and  brain  syphilis  can  be 
greatly  relieved  as  well  as  made  comfor- 
table for  many  years  under  proper  treat- 
ment and  management.  Proper  education 
of  the  patient  in  regard  to  syphilis  would 
considerably  relieve  the  congestion  of  our 
insane  hospitals  and  penal  institutions. 

SUMMARY. 

The  proper  education  of  the  public  in 
regard  to  sex  matters  is  our  sheet  anchor 
in  the  prevention  and  treatment  of  this 
disease.  This  education  will  bring  about 
necessary  legislation  to  offset  some  bad 
social  practices. 

The  course  of  the  disease  depends  on 
proper  diagnosis  and  early  treatment. 

Mercury,  arsenic  and  bismuth  are  still 
the  main  drugs  in  our  armamentarium  for 
the  treatment  of  syphilis. 

Proper  management  of  the  patient  is  a 
very  important  factor  in  the  treatment. 

I wish  to  emphasize  also  the  importance 
of  making  tests  for  syphilis  in  all  mental 
and  nervous  cases. 

Gentlemen,  you  can  render  no  greater 
service  to  mankind  than  prolonging  his 
procreative  and  sexual  curse,  the  one  in 
his  present  stage  of  civilization,  he  is  most 
concerned  about,  by  preventing  these 
diseases. 

DISCUSSIONS. 

Dr.  John  C.  Culley  (Oxford)  : With  regard  to 

the  use  of  the  State  laboratory,  it  is  my  opinion 
that  we  have  one  of  the  best  in  the  South,  and  it 
is  our  custom  to  routinely  send  all  cases  to  the 
State  laboratory.  I do  not  mean  that  you  should 
send  your  pay  patients  there — those  who  are  able 
to  pay  should  do  so,  and  we  should  not  take  advant- 
age of  the  State  laboratory.  But  I think  a routine 
Wassermann  should  be  made  on  every  patient, 
regardless  of  sex  and  age.  If  you  do  this  you 
will  keep  from  falling  down  on  a lot  of  cases.  I 


552 


Speck — A General  Consideration  of  the  Treatment  of  Syphilis 


want  to  express  my  appreciation  of  the  service 
rendered  to  me  by  the  State  laboratory.  I am 
especially  interested  in  following  the  results  of  the 
flocculation  test.  I feel  that  many  of  us  do  not  use 
this  laboratory  as  much  as  we  should.  We  ought 
to  give  our  patients  the  benefit  of  all  the  tests  we 
can. 

Dr.  Ralph  Bowen  (Memphis)  : Although  the 

essayist’s  paper  was  limited  to  syphilis  as  seen  in 
the  adult  I think  it  most  opportune  to  make  a few 
remarks  regarding  prepubescent  syphilis  and  par- 
ticularly since  Dr.  Culley  has  made  a plea  for  an 
earlier  diagnosis  by  advocating  a routine  Wasser- 
rnann  in  all  cases.  i 

This  routine  should  be  started  not  only  with  the 
adult  but  on  all  newborn — for  in  so  doing  many  of 
our  syphilitic  problems  would  then  have  earlier 
treatment. 

In  a survey  conducted  by  Dr.  P.  C.  Jeans,  now 
of  the  State  University  of  Iowa,  two  interesting 
obsei’vations  were  noted  which  have  been  substanti- 
ated by  other  workers. 

First,  in  no  authentic  case  has  he  ever  found  a 
positive  spinal  fluid  reaction  if  the  blood  gave  a 
negative  reaction. 

Second,  in  no  case  of  interstitial  keratitis  has 
he  found  a positive  spinal  fluid. 

The  first  observation  is  of  much  interest  since 
it  is  contrary  to  what  might  happen  to  the  adult. 
It  has  also  been  shown  that  in  very  young  infants, 
the  Wassermann  reaction  is  not  always  reliable, 
since  non-syphilitic  children  may  give  positive 
reactions  and  syphilitic  children  may  give  negative 
reactions  during  the  first  two  months  of  life.  All 
children  born  of  syphilitic  mothers  are  not  infected, 
but  a healthy  infant  whose  mother  has  a positive 
Wassermann  reaction  may  have  the  fixing  sub- 
stance transmitted  through  the  placenta.  In  such 
instances,  a Wassermann  test  of  the  cord  blood, 
or  on  the  infant’s  blood  during  the  first  weeks  of 
life,  may  show  a positive  reaction.  It  is  also  true 
that  syphilitic  infants  not  infrequently  have  nega- 
tive Wassermann  reactions  at  birth  while  tater  tests 
on  them  are  strongly  positive.  In  any  suspected 
case  of  syphilis  if  the  Wassermann  remains  nega- 
tive for  two  months  after  birth  it  can  in  the 
majority  of  cases  be  considered  non-syphilitic. 

I would  like  also  to  add  a few  remarks  regard- 
ing the  drugs  used  in  treatment. 

Of  the  various  arsenicals  used  I prefer  sulph- 
arsphenamine  since  it  can  be  given  intramuscu- 
larly or  by  vein.  Due  to  the  fact  that  many  of  my 
cases  are  from  out  of  the  city  I treat  them  every 
six  weeks.  The  treatment  consists  of  three  injec- 
tions ever  a five-day  period  as  follows: 


(a)  First  day: 

1.  Blood  Wassermann. 

2.  Lumbar  puncture  and  spinal  fluid  Was- 

sermann if  it  is  a new  case  or  if  spinal 
fluid  has  been  previously  positive. 

3.  Sulpharsphenamine  intravenously. 

4.  Potassium  bismuth  tartrate  intramus- 

cularly. 

(b)  Third  day: 

1.  Sulpharsphenamine. 

(c)  Fifth  day: 

1.  Sulpharsphenamine. 

2.  Potassium  bismuth  tartrate. 

After  first  course,  watch  patient  four 
days  for  signs  of  arsenic  poisoning. 

A rest  period  of  six  weeks  follows  course  of 
treatment.  During  the  rest  period  the  patient 
takes  mercury  with  chalk  by  mouth,  due  to  the  fact 
the  “rubbing”  methods  are  frequently  neglected. 
At  the  end  of  six  weeks  patient  gets  another 
course  of  treatment. 

Patient  receives  course  of  treatment  every  six 
weeks. 

(1)  Until  Wassermann  becomes  negative  and 
remains  negative  for  3 consecutive  6- 
weeks  periods. 

(2)  Following  this  a Wassermann  is  taken 
every  6 months  until  patient  is  considered 
cured. 

(3)  If  Wassermann  becomes  positive,  treat- 
ment is  resumed. 

Patient  is  considered  cured: 

(1)  When  there  is  no  more  manifest  activity 
of  infection,  and 

(2)  When  the  Wassermann  has  become  nega- 
tive and  has  remained  so  for  at  least  a 
year  in  infants,  and  two  years  in  older 
children. 

(3)  Most  patients  should  be  treated  for  at 
least  2 years. 

Dosages: 

(1)  Sulpharsphenamine. 

.02  gm.  per  kilogram  of  weight. 

Begin  with  one-half  this  dosage. 

(2)  Potassium  Bismuth  Tartrate  with  Butyn. 
.1  gm.  is  adult  dose.  Give  proportionally 
to  weight. 
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(3)  Mercury  with  chalk. 

Under  2 years % gr.  T.I.D. 

2 to  6 years V2  gr.  T.I.D. 

Over  6 years 1 gr.  T.I.D. 

In  the  event  of  an  arsenical  poisoning,  give 
sodium  thiosulphate  intravenously,  dosage  .05  gms. 
per  kilo  of  weight — in  not  more  than  20  cc.  of  ster- 
ile water. 

In  conclusion  I would  like  to  say  that  Dr.  Speck’s 
paper  is  one  which  is  always  timely  since  syphilis  is 
not  unlike  the  poor,  it  will  always  be  with  us. 


PHYSICAL  AGENTS  IN  THE  TREAT- 
MENT OF  GYNECOLOGICAL 
CONDITIONS.* 

FRANK  HICKS  WALKE,  M.  D., 
Shreveport,  La. 

Physical  therapy  has  revolutionized  the 
treatment  of  gynecological  conditions,  and 
yet  it  would  hardly  seem  possible  for  any 
physical  agent  to  compete  with  surgery,  for 
the  reason  that  many  fascinating  and 
skillful  operations  have  been  devised  and 
performed  which  have  given  satisfactory 
results  for  the  alleviation  and  relief  of 
pelvic  distress  and  disease.  Yet  with  all 
of  these,  surgery  has  not  always  given  the 
necessary  and  hoped-for  relief — so  new 
methods  are  introduced  whereby  perma- 
nent and  positive  results  can  be  obtained. 

Again,  there  are  cases  which  yield  to 
neither  medication  nor  surgery;  therefore, 
it  is  fitting  and  proper  that  we  adopt  phy- 
sical measures  for  this  aim.  Yet  on  the 
other  hand,  it  would  be  very  unwise  and 
extremely  empirical  to  say  that  physical 
therapy  will  act  as  a panacea  in  every 
case,  and  that  the  prevailing  methods 
should  be  disregarded.  As  it  is  the  fore- 
most duty  of  every  physician  to  use  all 
means  in  his  power  to  secure  for  his 
patients  the  most  beneficial  and  lasting 
results,  he  must  not  hastily  abandon  the 
old  and  accept  the  new.  Still,  with  the 
advances  made  among  other  branches  of 
medicine,  the  gynecologist  is  ever  on  the 
alert  for  something  tangible  for  the  ameli- 

*Read before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


oration  and  cure  of  pelvic  pain  with  its 
anxiety,  anguish  and  suffering;  and  physi- 
cal agents  are  fast  filling  this  long-felt 
need. 

The  physical  agencies  used  in  the  treat- 
ment of  gynecological  conditions  are  the 
galvanic,  sinusoidal  and  high  frequency 
currents ; also,  radiant  light  and  ultra- 
violet energy.  However,  it  is  not  neces- 
sary to  have  elaborate  equipment  to  secure 
the  best  results;  but  these  are  obtained  by 
carefully  selecting  the  proper  agency  to 
suit  the  case  at  hand.  Each  case  is  indi- 
vidual, and  due  consideration  should  be 
given  it,  rather  than  compel  the  case  to 
fit  the  agency. 

Speaking  from  personal  experience,  I 
prefer  the  galvanic,  high  frequency,  ultra- 
violet, and  actual  cautery,  to  all  others. 
There  are  two  factors  which  will  deter- 
mine the  specific  agency  to  be  used,  which 
are,  first,  the  exact  pathological  condition 
to  be  treated;  and  second,  an  accurate 
knowledge  of  the  physics  of  the  agency 
employed.  It  is  essential  that  an  abso- 
lutely correct  diagnosis  be  made  and  a 
through  understanding  of  the  minute,  as 
well  as  the  gross,  changes  in  the  tissues 
themselves.  On  the  other  hand,  it  is  of 
equal  importance  to  know  what  to  expect 
of  a given  agency.  To  use  the  impropers 
in  a haphazard  manner  would  be  as  fool- 
hardy as  it  would  be  to  administer  a large 
dose  of  calomel  to  a typhoid  patient  in 
whom  a perforation  was  imminent.  Above 
all  things,  accuracy  in  both  diagnosis  and 
agency  must  be  stressed,  else  much  harm 
will  be  done  the  patient,  and  much  embar- 
rassment befall  the  physician.  Yet,  with 
the  correct  diagnosis  and  proper  agency, 
more  gratifying  results  can  be  obtained 
with  physical  therapy  than  with  all  others. 

The  cases  amenable  to  physical  therapy 
are  amenorrhoea,  dysmenorrhoea,  gonor- 
rhoea, leucorrhoea,  endocervicitis,  endo- 
metritic,  salpingitis,  ovaritis,  metorrhagia, 
menorrhagia,  and  a number  of  obscure 
conditions  which  present  no  pathological 
lesion,  yet  cause  more  or  less  discomfort. 
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Anal  fissures,  caruncles,  polyps,  small 
benign  tumors,  infected  Skenes  and  Bar- 
tholins  glands,  chancroids,  venereal  warts 
and  early  accessible,  malignant  neoplasms 
yield  to  electro-surgery.  Roentgen-ray 
and  radium  are  both  physical  agents,  but 
they  have  been  purposely  omitted  in 
this  paper  because  they  do  not  enter  into 
the  actual  routine  treatment  of  gynecologi- 
cal cases. 

In  discussing  the  conditions  amenable 
to  physical  therapy,  the  first  will  be  a very 
common  one,  dysmenorrhoea,  in  the  ordi- 
nary meaning  — painful  menstruation 
which  necessitates  actual  time  lost  from 
household  and  business  duties.  A typical 
example — a young  lady,  married  or  single, 
age  ranging  from  seventeen  to  twenty-five, 
under-nourished,  obstinately  constipated, 
has  irregular  habits  as  to  eating  and  sleep- 
ing, has  long  working  hours,  get  neither 
sufficient  exercise  nor  fresh  air,  comes  to 
you  because  of  pain  during  her  menstrual 
period.  Her  personal  history  is  that  she 
began  to  menstruate  at  the  age  of  thirteen 
to  fifteen  years,  was  very  irregular  at  first, 
but  now  varies  only  a few  days  in  her 
periods.  She  suffers  with  backache  nearly 
all  the  time,  which  is  aggravated  as  the 
menstrual  time  approaches.  Her  pain  is 
further  augmented  by  the  onset  of  the  so- 
called  menstrual  cramps.  What  shall  be 
done  with  such  a case?  Operate?  No.  It 
would  require  on  operation  so  extensive  as 
to  completely  unsex  her,  leaving  all  the 
psychic  neuroses  to  follow.  Then  what  is 
the  remedy?  Physical  therapy. 

The  method  of  procedure,  in  my  own 
personal  experience,  is  to  take  a careful 
history  of  the  case,  even  going  into  minor 
details;  after  which  is  made  a complete 
physical  examination,  including  a minute 
one  of  the  pelvic  organs.  This  can  be 
done  through  the  vagina  in  the  married, 
or  through  the  rectum  in  the  unmarried. 
The  patient  will  not  encounter  any  embar- 
rassment if  properly  handled  with  the 
assistance  of  a tactful  nurse.  Many  things 
of  importance  will  be  revealed,  the  size, 


shape  and  position  of  the  uterus,  any 
tumors,  if  present,  any  enlargement  of  the 
tubes  and  ovaries  and  any  discharges, 
glandular  enlargements,  character  of 
mucous  membranes,  the  presence  or  ab- 
sence of  veneral  warts,  chancroids  or 
chancres,  and  any  other  significant  finding. 

The  usual  findings  in  such  cases  as  the 
one  described,  are  a small  under-developed, 
retroverted  uterus,  tubes  rarely  involved, 
but  tenderness  to  pain  about  one  or  both 
ovaries.  By  the  process  of  elimination  and 
deduction,  it  is  concluded  that  the  lack  of 
development  is  due  to  improper  enerva- 
tion, which  against  suggests  faulty  nutri- 
tion to  the  organs,  as  well  as  the  cells 
themselves  composing  them.  The  diagnosis 
confirmed,  and  all  errors  of  habits  and  hy- 
gene  corrected,  as  far  as  practically  possi- 
ble, the  proper  agency  is  selected.  Here  is 
needed  nutrition  and  cellular  exercise  or 
massage.  As  nourishment  is  derived  from 
blood,  and  an  excess  of  this  element  is  de- 
sired locally,  diathermy  is  used  for  this, 
while  the  sinusoidal  will  furnish  the  exer- 
cise. The  technic  of  application  is  to  place 
a suitable  sized  block  tin  electrode  over  the 
lower  abdomen  just  above  the  pubis  and 
another  of  like  material  under  the  sacrum 
and  buttocks,  and  give  diathermy  to  toler- 
ance for  the  thirty  minutes;  which  is  fol- 
lowed by  a very  few  minutes  of  the  rapid 
sinusoidal  current.  The  treatments  are 
given  daily  for  a few  days,  then  every  other 
day  until  cured.  My  own  routine  is  to  give 
ten  treatments,  then  treat  a few  days  prior 
to  menstruation,  over  three  menstrual 
cycles. 

The  amenorrhoeas  are  treated  in  a much 
similar  manner  to  dysmenorrhoea.  Be  care- 
ful to  exclude  pregnancy  and  ectopic  ges- 
tation, as  well  as  large,  well-defined  pelvic 
abscesses.  If  the  patient  is  a married 
woman,  a vaginal  electrode  is  substituted 
for  the  posterior  block  tin  electrode.  Al- 
ways use  a vaginal  electrode  which  con- 
tains a thermometer,  for  mucus  membrane 
is  less  sensitive  to  heat  than  skin,  else 
there  is  a possibility  of  producing  a burn 


WaLKE — Physical  Agents  in  the  Treatment  of  Gynecological  Conditions 


555 


in  the  vagina  which  may  give  rise  to  un- 
pleasant complications. 

Gonorrhoea  in  the  female  has  always 
been  a difficult  problem.  None  of  the  many- 
time honored  remedies  are  efficient  in  all 
cases.  However  physical  therapy  comes 
nearer  being  specific  than  all  others.  A 
technic  which  has  proven  very  successful 
in  my  hands  is  as  follows: 

After  the  customary  examination  of 
smears  from  vagina,  cervix  and  urethra, 
to  determine  the  extent  of  the  infection,  I 
begin  by  cleansing  the  vagina  and  cervix 
of  all  mucus  discharge,  by  using  an  alka- 
line antiseptic  solution.  With  the  speculum 
still  in  place,  cotton,  soaked  in  boric  acid 
solution,  is  packed  in  the  vagina  well  in  the 
cul-de-sac  and  snugly  against  the  cervix. 
In  the  center  of  the  cotton  is  placed  the 
end  of  the  cord  leading  from  a post  of  the 
high  frequency  machine.  The  speculum  is 
carefully  removed,  and  with  a little  prac- 
tice this  can  be  done  without  disturbing 
the  pack.  A block  tin  electrode  is  placed 
on  the  abdomen  and  connected  to  the  other 
terminal  of  the  machine.  The  current  is 
turned  on  gradually  and  increased  to  point 
of  tolerance,  and  allowed  to  run  for  thirty 
minutes.  Care  must  be  taken  not  to  over- 
heat; and  to  get  an  idea  of  the  amount  of 
heat  being  generated,  place  a finger  against 
the  cotton  at  frequent  intervals.  A ther- 
mometer can  be  inserted  between  the  cot- 
ton and  vaginal  wall,  but  this  is  not  as 
satisfactory  as  the  finger  method.  After 
the  alloted  time  has  elapsed,  remove  the 
pack  and  apply  a ten  per  cent  mercuro- 
chrome  solution  to  the  vaginal  mucous  mem- 
brane and  cervix,  and  a tampon  soaked  in 
a one  per  cent  solution  of  ichthyol  in  gly- 
cerine is  introduced  into  the  vagina.  A 
sanitary  napkin  is  applied  to  the  vaginal 
outlet  to  prevent  soiling  the  patient’s 
clothes.  This  tampon  is  removed  the  fol- 
lowing day  by  the  patient  and  a hot  douche 
taken  in  the  recumbent  position.  The  treat- 
ments are  repeated  every  other  day  until 
the  gonococci  disappear,  which  is  usually 
in  three  to  five  treatments.  Should  the 


cervical  or  urethral  smear  remain  positive 
while  the  vaginal  one  is  negative,  a Corbus 
Thermophore  is  applied  to  these  nrifices  in 
the  usual  manner,  and  this  treatment  kept 
up  until  all  suspicious  diploccocci  have  dis- 
appeared. In  the  unusually  stubborn  cases, 
a strong  sinusoidal  current  is  added  to 
force  pus  and  debris  from  the  various  crypts 
and  glands  in  and  about  the  vagina.  This, 
also  acts  as  a tonic  to  the  tissues  of  these 
parts.  The  results  obtained  by  this  method 
of  treatment  are  little  short  of  marvelous, 
and  are  extremely  gratifying  to  both  pa- 
tient and  physician. 

Leucorrhoea,  endocervicitis  and  endome- 
tritis are  treated  with  diathermy,  galvan- 
ism and  actual  cautery.  Leucorrhoea  is  a 
sympton  which  indicates  an  underlying 
cause  such  as  chronic  constipation,  the  so- 
called  “run-down”  condition,  lack  of  proper 
care  at  menstual  periods,  malpositions 
of  the  uterus,  or  a cervical  tear  with  ulcer- 
ation and  infection.  The  cause  must  be 
looked  for  and  corrected  before  instituting 
any  form  of  treatment.  Should  it  be  due 
to  a cervical  tear,  physical  therapy  will 
not  do  a trachelorraphy  for  you,  but,  with 
its  use,  the  tissues  will  be  placed  in  a 
better  condition  for  this  operation.  In  my 
opinion,  leucorrhoea  in  most  cases  is  due 
to  cervical  erosions  along  with  a low  grade 
infection.  If  the  erosion  is  present  in  a 
larger  degree,  the  actual  cautery  applica- 
tion or  electro-coagulation  are  the  best  rem- 
edies. If  the  cervix  is  not  eroded,  and  its 
mucous  membrane  is  smoothe  and  shiny  and 
only  the  characteristic  thick  tenaceous  se- 
cretion is  oozing  from  the  external  os, 
galvanism  is  the  proper  agency.  Before 
instituting  galvanism,  however,  the  re- 
action of  the  secretion  is  tested  with  litmus 
paper.  If  this  secretion  is  alkaline,  which 
most  of  them  are,  positive  galvanism  is 
applied,  and  if  acid,  the  negative  is  used. 
The  technic  is  simple.  First,  adequate 
drainage  of  the  cervix  must  be  established, 
so  a suitable  sized  electrode  is  introduced 
into  the  cervix  and  the  other  electrode  is 
placed  on  the  abdomen  or  back,  as  pre- 
ferred. The  cervical  electrodes  are  of  cop- 
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per,  zinc,  silver,  or  either  of  these  amal- 
gamated with  mercury.  The  current  is 
given  to  tolerance  and  is  allowed  to  con- 
tinue for  twenty  or  thirty  minutes,  fol- 
lowed by  the  sinusoidal  current,  which  adds 
massage  and  tone  to  the  cervical  muscula- 
ture. Diathermy  may  be  substituted  for 
galvanism,  but  the  latter  has  been  more 
successful  in  my  hands.  A combination  of 
both  diathermy  and  galvanism  can  be  ad- 
vantageously used  in  stubborn  cases. 

Another  method  of  service  in  treating 
leucorrhoea,  and  one  often  overlooked,  is 
the  use  of  the  glass  vacuum  or  non-vacuum 
electrode  in  the  vagina,  with  the  current 
taken  from  the  Tesla  post.  Beside  heat, 
ozone  is  eliminated,  which  acts  as  a steril- 
izing agent  to  the  non-pathogenic  bacteria 
present,  which  undoubtedly  add  irritation 
to  the  alreadp  germ-laden  mucous  mem- 
brane. 

Endocervicitis  and  endometritis  are 
treated  in  the  same  manner  as  leucorrhoea, 
with  the  exception  that  the  electrode  is 
passed  higher  into  the  cervical  canal  or 
body  of  the  uterus.  Also,  if  the  cautery 
is  used,  it  is  applied  higher  up  in  the  cervi- 
cal canal  using  a convenient  point  for  this 
treatment. 

Chronic  salpingitis  is  another  disease 
which  yields  to  physical  agents.  Here  di- 
athermy is  the  method  of  choice.  A Chap- 
man vaginal  electrode  is  placed  in  the 
vagina  and  one  of  block  tin  placed  on  the 
abdomen,  and  the  current  is  allowed  to  pass 
for  thirty  minutes.  The  gonoccocal  type 
will  be  most  benefitted  because  the  thermal 
death  point  of  this  organism  is  low.  In 
the  fibrous  type,  following  low  grade  in- 
fection, a combination  of  diathermy  and 
negative  galvanism  give  excellent  results. 
Occluded  Fallopian  tubes  are  made  patent 
with  this  combination,  and  I have  had 
two  cases  where  pregnancy  developed 
after  several  years  of  seeming  sterility 
existed. 

Mild  ovaritis  and  ovarian  neuralgia,  due 
to  exposure  to  cold  and  wet,  long  auto- 


mobile rides  and  the  like,  readily  respond 
to  radiant  and  infra  red  heat  and  diather- 
my. The  patient  is  placed  in  the  recumbent 
position  and  the  light  is  exposed  to  the 
abdomen  for  thirty  minutes.  This  brings 
about  a perceptible  hyperemia,  which  is 
sedative  in  effect;  however,  if  the  pain 
remains  after  this  application,  diathermy 
is  administered.  One  such  treatment  will 
often  afford  immediate  relief.  However, 
two  or  three  are  sufficient  in  the  more 
aggravated  cases. 

Menorrhagia  and  metorrhagia  are  al- 
ways troublesome  symptoms.  Ruling  out 
malignancy,  positive  galvanism  may  sup- 
ply the  necessary  relief.  Copper  electrodes 
are  always  preferred,  because  of  their 
astringent  properties.  Electrodes  can  be 
placed  either  in  the  uterus  or  in  the 
vagina  against  the  cervix.  Treatments  are 
given  at  four  or  five  day  intervals,  until 
bleeding  ceases.  In  cases  of  subinvoluted 
uteri,  the  treatment  is  prolonged  until  they 
return  to  normal. 

Electro-surgery,  either  with  the  cutting 
current  or  electro-coagulation  has  an  enor- 
mous field  in  gynecology,  urethral  carun-i 
cles,  uterine  polyps,  Skenes  and  Bartholin? 
gland  infections,  chancroids,  veneral  warts, 
cervical  ulcers,  cervical  cysts,  anal  fissures, 
and  early  carcinomas  of  the  cervix  are  ad-< 
mirably  treated  by  electro-surgery.  Thd 
treatment  of  these  is  an  office  procedure, 
as  most  of  them  require  only  local  or  nc 
anesthetic.  The  operations  are  bloodless, 
and  no  shock  is  produced. 

Also,  physical  therapy  furnishes  relief 
in  many  cases  which  show  no  pathologica 
lesion  as  vaginismus,  painful  coitus,  posl 
operative  pain  and  a great  number  ol 
psychic  and  neurasthenic  conditions.  Va- 
ginismus and  painful  coitus  are  treatec 
with  mechanical  vibration.  Post-operativ< 
pain  is  due  most  always  to  small  sensory 
nerves  being  impinged  by  scar  tissue,  an< 
if  the  operation  is  of  recent  date,  diatherm: 
is  first  choice;  but  if  remote,  negative  gal 
vanism  is  the  current  indicated  for  it. 
chemical  effect  in  softening  fibrous  tissue 
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The  sinusoidal  current  is  used  in  connec- 
tion with  either  agency.  Gynecological 
psycho-neuroses  are  all  benefitted  by  physi- 
cal therapy.  The  fact  that  something  real 
s being  done  enables  them  to  help  them- 
selves. It  puts  fight  in  their  make-up,  and 
Duilds  up  resistance,  which  oftimes  con- 
fers their  mental  impressions. 

The  contraindications  for  physical  ther- 
ipy  in  gynecology  are  very  few.  Pyosal- 
nngitis,  or  an  accumulation  of  pus  in 
he  cul-de-sac  is  the  fist  and  foremost, 
diathermy  applied  to  such  will  not  only 
iggravate,  but  may  possibly  cause  rupture 
>f  a pus  tube,  setting  up  a violent  peritoni- 
is.  It  may  be  of  passing  interest  to  state 
hat  diathermy  can  be  a means  of  prov- 
ng  a diagnosis  of  pus.  A mild  treatment 
s given  and  the  reaction  noted.  Should  a 
'ise  of  temperature,  and  abdominal  pain 
ollow,  it  is  strongly  indicative  of  the  pres- 
ence of  pus.  Should  such  phenomena  occur 
.fter  a regular  treatment,  the  patient  is 
mmediately  put  to  bed,  with  an  ice-bag 
>ver  the  abdomen,  and  hot  vaginal  douches 
;iven,  or  surgical  interference  might  be- 
ome  necessary  if  the  symptoms  do  not 
ubside.  Besides  purulent  conditions,  preg- 
tancy  and  ectopic  gestation  precludes  the 
ise  of  physical  therapy. 

CONCLUSIONS. 

It  may  be  emphatically  stated  that 
•hysical  therapy  is  a powerful  agency 
or  good  in  the  treatment  of  pelvic  dis- 
ases.  Much  pain  and  suffering  can  be 
elieved.  Many  operations  can  be  deferred, 
ut,  this  cannot  be  done  unless  two  car- 
inal  points  are  borne  in  mind,  and  these 
re,  first,  correct  diagnosis,  and  second,  a 
enuine  acquaintance  with  the  physics  of 
he  agency  pressed  into  service.  When 
hese  are  known,  the  many  ills  laid  to  the 
)t  of  woman  may  be  happily  eliminated 
y the  application  of  Physical  Therapy! 

DISCUSSION. 

Dr.  John  B.  Younger  (Shreveport)  Time  is 
rowing  near  and  I know  the  chairs  are  getting 
lighty  hard.  I am  glad  to  make  it  as  short  as 
ossible. 


In  the  first  place,  I wish  to  state  that  I certainly 
enjoyed  the  paper  just  read.  It  was  very  ultra- 
conservative. Perhaps  no  particular  modality  or 
many  modalities  have  been  condemned  and  no 
more  have  been  more  overrated  than  this  particu- 
lar phase  in  the  subject  of  gynecology. 

It  gives  me  great  pleasure  to  discuss  the  paper 
just  read  because  it  presents  practical  facts  and 
is  not  infiltrated  with  an  atlas  of  statistics — most 
of  all,  it  is  written  on  an  ultra  conservative  basis. 

Perhaps  physical  modalities,  especially  with  ref- 
erence to  gynecological  work,  is  the  most  over 
advertised  and  at  the  same  time  one  of  the  most 
condemned  of  any  modality  of  the  physician’s 
armamentarium  today. 

When  we  consider  the  viewpoint  of  many 
authors  as  well  as  the  sales  talk  of  many  retail 
men  and  salesmen  making  such  extravagant  claims 
attempting  to  convince  the  Doctor  that  the  ma- 
chine will  do  all — almost  even  collect  the  bill, 
no  wonder  we  find  many  mechanical  devices  in 
the  corner  of  the  anti-room  covered  with  cobweb 
and  dust. 

May  I here  endorse  what  was  said  regarding 
necessity  of  diagonsis,  work  and  action  of  your 
agents,  both  machine  and  tissues,  before  you  can 
think  of  applying  these  modalities  in  an  intelli- 
gent fashion. 

In  the  treatment  of  many  conditions  associated 
with  salpingitis  or  gonorrhea,  I feel  physical  ther- 
apy is  all  right  as  an  adjunct  to  medicine  and 
surgery.  It  is  claimed  that  by  diathermic  heat 
gonococci  can  be  killed  within  the  living  tissues 
without  damaging  the  vitality  of  the  structure  con- 
cerned. As  an  essential  item  there  are  always 
quoted  the  traditional  assertions  concerning  the 
hypersensitiveness  toward  heat  of  the  gonococus; 
however,  laboratory  experiments  have  proved  that 
if  cultures  of  gonococci  are  exposed  to  heat  per- 
missible in  the  living  subject,  the  overwhelming 
majority  of  them  will  remain  alive;  so,  therefore, 
the  direct  destruction  in  the  living  tissues  by  heat 
of  pathogenic  germs  is  still  an  unsolved  problem. 

I will  briefly  give  you  my  technic  in  the  treat- 
ment of  the  following: 

1.  Uretheral  Caruncle. 

2.  Bartholonian  Abscess. 

3.  Venereal  Wart. 

4.  Endocervicitis. 

Personally,  I could  not  get  along  without  the 
cutting  or  undamped  current.  I feel  it  is  superior 
to  the  cautery  in  the  treatment  of  cervical  lesions. 
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Leucorrhea  is  an  objective  symptom  of  endo- 
cervitis,  while  back  ache,  pelvic  pressure,  pelvic 
pains,  lassitude  and  nervousness  are  subjective 
symptoms.  There  is  clinical  evidence  that  an  in- 
fected cervix  may  be  responsible  for  systemic  dis- 
turbance, arthritis,  etc.,  just  the  same  as  infected 
tonsils,  sinuses  and  teeth,  so  it  is  just  important  to 
treat  cervicitis  as  any  other  foci  of  infection.  So 
the  aim  in  treatment  is  to  remove  or  destroy  the 
glandular  tissue  of  the  endocervix. 

My  method  is  to  remove  the  tissue  by  coring 
out  the  cervix  with  the  cutting  current.  Method: 
— vs  Copper  Ionization.  Cauterization  of  the  cer- 
vix with  the  cautery  has  given  satisfactory  results 
and  is  a well  established  procedure.  We  know 
the  cautery  is  an  agent  that  heated  outside  of  the 
body  and  in  place  of  the  body  being  active  is  in 
reality  passive  as  to  heat  formation;  hence,  car- 
bonization results  and  this  is  undesirable  because 
carbonized  tissue  acts  as  an  insulation  which  pre- 
vents the  penetration  of  heat  sufficient  to  cure 
unless  done  under  operating  room  conditions. 

Also  the  cautery  promotes  scar  formation  which 
often  times  is  responsible  for  a stenosis,  also  sec- 
ondary hemorrhage  is  more  likely  to  occur. 

Howard  Kelly  is  the  only  one  I know  of  that 
has  attempted  to  explain  why  biterminal  current 
does  not  tend  to  produce  scar  tissue. 

Dr.  A.  J.  Thomas  (Shreveport)  It  is  unfor- 
tunate that  such  a valuable  subject,  such  an  able 
presentation  of  treatment  by  physical  therapy,  as 
Dr.  Walke  has  presented,  should  be  last  on  the 
program  instead  of  the  first. 

Everything  the  Doctor  has  said  as  to  what  it 
will  do,  I will  agree  with,  because  he  has  had 
many  years  of  actual  experience  in  this  line  of 
work  and  has  had  above  average  favorable  results. 
Many  of  you  who  have  not  had  sufficient  experi- 
ence in  this  line  of  work  may  be  over  enthusiastic 
and  it  is  necessary  to  use  the  brakes,  but  the  medi- 
cal profession  shouldn’t  have  the  brakemen  func- 
tion continuously  in  applying  the  brakes.  The 
treatment  of  gynecological  lesions  by  means  of 
physical  therapy  is  a progressive  step  in  the  non- 
surgical  treatment  of  these  conditions  and  in  prop- 
erly selected  cases,  using  standard  technic  with 
your  electrical  equipment  functioning  efficiently 
and  properly  controlled,  more  favorable  results 
will  be  obtained  by  such  treatment  than  can  be 
secured  from  any  other  line  of  non-surgical  treat- 
ment. 


Everybody  is  tired  and  all  that  sort  of  thing, 
but  I wish  to  stress  a few  things  the  Doctor  has 
brought  out. 

Electricity  as  a therapeutic  agent  in  gynecol- 
ogical lesions  should  be  considered  in  the  light 
of  modern  developments  in  both  etiology  and 
diagnosis  on  the  one  hand,  in  the  transformation 
of  electrical  energy  within  the  body  into  heat, 
chemical  action  and  stimulation  of  function  on 
the  other,  it  being  definitely  determined  that  all 
animals  are  energy  transformers.  In  this  line  of 
work  there  are  two  pathologic  factors  which,  if 
given  electro-therapy,  the  end  results  of  treat- 
ments will  be  in  the  failure  group.  These  two 
factors  are  pus  tubes  and  earl  malignancies. 
Especially  in  the  primary  lesions  of  the  uterine 
cervix,  unless  the  invaded  zone  is  completely  de- 
stroyed, this  treatment  will  stimulate  the  cancer 
cells’  production  with  an  aggravation  of  the  local 
and  clinical  symptoms,  especially  the  vaginal  dis- 
charge and  the  hemorrhage.  In  the  pus  tube  cases,  1 
the  results  are  usually  an  acute  flareup  with  fever, 
lower  abdominal  pains  and  soreness.  Diathermy 
and  galvanism  are  very  useful  in  the  above  con- 
ditions as  diagnostic  agents  and  could  be  used  in 
doubtful  cases  for  the  above  mentioned  reasons. 

In  the  treatment  of  gynecological  cases  by 
means  of  a physical  therapy  a good  rule  to  follow  is 
this:  After  three  or  four  treatments,  if  there  is 
no  improvement  or  the  clinical  symptoms  appear 
to  be  aggravated,  check  up  on  your  diagnosis  be- 
fore it  is  too  late  as  your  treatments  may  be  con- 
tra-indicative. 

Dr.  J.  D.  Kilgore  (Minden)  I do  not  feel  that 
I can  add  anything  to  Dr.  Walke’s  valuable  paper 
with  the  exception  of  a few  points  that  I would 
like  to  mention. 

In  giving  diathermy  the  temperature  of  the 
parts  is  raised  and  the  circulation  is  increased, 
so  where  you  have  hemorrhage  or  suspect  hemor- 
rhage diathermy  is  contra-indicated.  It  is  also  con- 
tra-indicated during  mensturation. 

Diathermy  is  contra-indicated  in  all  cases  where 
you  have  pus  under  pressure,  with  the  exception 
of  pus  tubes. 

Dr.  Walke  (closing)  I am  sorry  that  I could 
not  finish  my  paper  due  to  insufficient  time,  but 
same  will  be  published  in  full  in  the  Journal. 
Physical  agents  do  have  a place  in  gynecology, 
especially  the  so-called  border  line  cases  where 
neither  medicine  or  surgery  will  cure. 
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Physical  agents  are  either  thermal,  chemical  or 
mechanical  in  effect.  The  thermal  refers  to  heat 
or  cold.  Heat  in  the  form  of  lights  moist  packs, 
infra  red  or  diathermy.  Heat  may  be  conductive, 
convective  or  conversive,  and  may  be  localized  in 
any  part  of  the  body  as  desired.  Chemical  agents 
are  used  where  the  chemistry  of  the  body  may  be 
changed.  The  galvanic  current  and  ultra  violet 
energy  are  the  best  chemical  agent.  Mechanical 
agents  are  used  for  cellular  massage  and  exercise, 
and  include  the  sinusoidal  current,  vibration  and 
massage. 

Some  one  asked  about  treatment  of  leucorrhoea. 
This,  of  course,  is  a symptom  rather  than  a dis- 
ease. In  my  opinion,  most  case  of  the  simple  type 
are  due  to  cervical  erosions.  These  are  nicely 
handled  with  the  actual  cautery  or  galvanism. 
Both  are  office  proceedures.  If  there  is  a tear  in 
the  cervix  or  endocervicitis  present,  the  tear  must 
be  repaired  and  the  endocervicitis  treated  with  the 
actual  cautery.  Clear  up  any  infection  before 
doing  any  operation. 

In  answering  the  doctor  about  the  place  of  ultra 
violet  in  gynecology,  I beg  to  say  that  both  the 
water  and  air  cooled  lamps  are  useful  in  these 
conditions.  If  it  is  local  effect  on  a cervival  or 
vaginal  lesion,  the  water  cooled  lamp  is  best, 
while  if  the  general  body  chemistry  is  to  be 
changed  body  irradiations  of  the  air  cooled  lamp 
must  be  used.  Ultra  violet  energy  is  the  most 
powerful  fixer  of  calcium  and  phosphorus  we  have. 
You  can  give  calcium  by  mouth  to  point  of  almost 
saturation  and  still  not  fix  it  in  the  tissues  where 
it  belongs;  ultra  violet  will  do  this  very  quickly 
and  efficiently. 

Gynecological  patients  are  usually  “run  down” 
and  show  secondary  anaemia.  Ultra  violet  will 
act  as  a tonic  in  such  cases.  Endocrine  disturb- 
ances are  remedied  by  ultra  violet,  and  every 
gynecologist  knows  that  endocrine  imbalance 
causes  a number  of  gynecological  conditions. 

In  conclusion,  I wish  to  thank  the  doctors  for 
the  cordial  reception  and  discussion  of  my  paper. 
I wish  we  had  more  time  to  discuss  the  subject.  It 
has  been  a pleasure  to  present  such  a paper  to 
you,  and  those  who  are  interested,  I will  be  glad 
to  talk  to  you  about  it  or  give  you  any  special 
kind  of  technic.  I again  thank  you. 


BERI-BERI;  ITS  MEDICAL  AND 
ECONOMIC  INTEREST  AND 
SPECIFIC  TREATMENT.* 

A.  B.  PAVY,  M.  D., 

Opelousas,  La. 

INTRODUCTION. 

Four  years  ago  this  month  I enjoyed  the 
privilege  of  discussing  before  this  society 
the  specific  treatment  of  beri-beri.  This 
evening  I experience  an  even  greater  joy 
in  this  same  privilege  because  I have  lived 
to  see  my  contention,  which  was  ridiculed, 
now  proven  to  be  true.  “He  laughs  best 
who  laughs  last.”  You  will  recall,  I con- 
tended that  beri-beri  was  caused  by  some 
specific  bacterium  and  offered  you  an 
effective  specific  treatment.  It  should  be 
of  interest  to  you  to  know  that  Japanese 
physicians  at  Chiba,  Japan, f have  satisfac- 
torily confirmed  this  contention  and  proved 
the  bacterial  etiology  of  this  disease,  their 
excellent  research  having  been  published  in 
the  Journal  of  the  American  Medical  Asso- 
ciation of  April  20,  1929.  Humanity  owes 
them  a lasting  debt. 

The  art  of  medicine  is  in  observation  and 
this  art  should  be  religiously  preserved. 
Knowledge  of  scientific  truth  enhances  the 
facility  of  its  application.  Clinical  obser- 
vations have  often  preceded  scientific  truths 
and  the  precise  employment  of  the  art  and 
science  of  medicine  in  applied  therapeutics 
has  been  a boon  to  humanity. 

Whatever  we  have  learned  of  medicine  is 
no  peculiar  possession  of  our  own,  we  owe 
it  to  our  profession  that  has  purchased  it 
at  a tremendous  loss  of  human  life  and 
suffering,  through  countless  days  and  nights 
of  devotion  to  duty  and  unselfish  sacrifice 
to  the  cause  of  humanity.  Yes,  with  this 
fine  profession  of  ours,  it  shall  ever  be 

*Read  before  the  Seventh  District  Medical 
'Society,  June  28,  1930. 

fS.  Matsumura,  G.  Kakainuma,  K.  Kawashima, 
K.  Tahikawa,  S.  Ochiai,  R.  Miyaya,  K.  Fujisaki,  R. 
Kanao,  K.  Noguchi,  K.  Aoki,  T.  Sato,  K.  Ito  and 
M.  Suzuki.  The  etiology  of  beri-beri.  J.  A.  M.  A. 
92:1325,  1929. 


560 


Pavy — Beri-beri:  Its  Medical  and  Economic  Interest  and  Treatment 


“Noblesse  oblige.”  It  is  in  this  spirit  that 
I offer  you  a triumph  of  the  art  of  clinical 
medicine  in  the  therapeutic  conquest  of  a 
malady  as  old  as  antiquity.  I insist  on  the 
recognition  of  its  specific  treatment. 

THE  MEDICAL  AND  ECONOMIC  INTEREST  OF 
BERI-BERI. 

The  medical  and  economic  interest  of  this 
malady  is  manifold.  In  the  first  instance, 
beri-beri  is  the  cause  of  a considerable 
economic  loss  in  labor  and  in  life  in  dis- 
tricts where  rice  is  the  chief  article  of  diet 
and  where  there  exists  a general  lethargy 
as  regards  the  enforcement  of  the  pure 
food  and  drugs  act,  or  where  such  legisla- 
tion does  not  exist.  It  is  only  through 
proper  enlightenment  of  the  profession  and 
the  lay  public  that  the  prevention  of  this 
malady  can  be  secured.  It  cannot  be  denied 
that  beri-beri  is  the  cause  of  a certain  per- 
centage of  deaths  from  heart  disease.  The 
prevention  and  cure  of  this  disease  will 
render  the  economic  loss  in  this  instance 
negligible. 

Inasmuch  as  rice,  wheat  and  macaroni 
are  quite  widely  used  articles  of  diet  and 
are  the  possible  carriers  of  this  infection, 
a comparative  study  of  the  bacteriology  of 
the  inferior  grades  of  these  foods,  with 
cases  of  acute  and  chronic  cardio-renal  con- 
ditions (in  the  light  of  the  findings  of  the 
Japanese  physicians)  might  reveal  a greater 
percentage  of  cases  of  unrecognized  masked 
beri-beri  than  we  suspect;  however  small 
the  percentage  may  be,  it  is  worthy  of 
investigation.  Clinically,  it  has  been  my 
experience  that  beri-beri  is  responsible  for 
an  appreciable  incidence  of  cardiac  dis- 
ease— in  this  locality  at  least.  Routine 
agglutination  tests  for  the  organism  of 
beri-beri  in  all  cases  of  cardio-renal  disease 
of  obscure  etiology  may  reveal  valuable  in- 
formation. The  type  of  paralysis  met 
with  in  beri-beri,  peripheral  polyneuritis, 
is  not  an  uncommon  accompaniment  of 
many  diseases.  Here  we  may  mention 
lues,  alcoholism,  pellagra  of  alcoholic 
origin  and  recently  the  so-called  “jake 
paralysis.” 


Beri-beri  is  of  interest  to  students  of 
nutrition  who  class  it  as  a vitamin  de- 
ficiency disease.  I challenge  the  adherents 
of  such  a theory  to  cite  one  instance 
in  human  medicine  of  the  cure  of  beri- 
beri with  vitamins.  The  brilliant  results 
obtained  by  students  of  nutrition  in 
the  study  of  vitamins  indicates  the  vital 
importance  of  such  substances  in  nutri- 
tion. Their  work  merits  the  praise  of 
scientists  and  practitioners  of  medicine 
generally;  however,  their  honest  and  sin- 
cere efforts  in  furthering  the  cause  of 
science  and  contributing  to  the  welfare  of 
humanity  do  not  deserve  the  cheap  publicity 
indulged  in  through  paid  advertisements  in 
the  medical  and  lay  press  by  certain  com- 
mercial houses  and  unethical  drug  firms 
who  employ  the  term  vitamin  to  exploit  the 
ills  of  humanity. 

I have  studied  the  literature  carefully 
and  it  appears  that  all  evidence  in  human 
medicine  offered  in  support  of  the  vitamin 
deficiency  theory  of  beri-beri  has  been  in 
the  nature  of  prevention ; commendable 
indeed  and  indicative  of  the  brilliant 
accomplishments  of  preventive  medicine. 
That  vitamines  play  a role  in  the  etiology 
of  diseases  generally  is  here  conceded. 
Avitaminosis,  or  the  absence  of  vitamins, 
is  a predisposing  factor  in  disease,  the 
chief  exciting  factors  are  bacterial  and 
plasmodial. 

THE  SPECIFIC  TREATMENT. 

The  science  of  medicine  has  proved  the 
exciting  cause  of  this  disease,  and  now  the 
art  of  clinical  medicine  offers  its  cure,  while 
long  years  before  the  science  of  hygiene 
was  rightfully  accredited  with  its  preven- 
tion. Its  conquest  is  now  complete. 
Urotropin  (hexametheleneamine)  is  the 
specific  remedy  for  beri-beri.  This  state- 
ment will  naturally  provoke  criticism,  but 
only  those  who  have  had  considerable  ex- 
perience in  the  therapeutic  value  of  this 
drug  as  compared  with  the  therapeutic 
inefficacy  of  vitamins  in  the  treatment  and 
cure  of  beri-beri  in  humans  are  entitled  to 
speak. 
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The  mode  of  employment  of  urotropin  in 
the  treatment  of  beri-beri  is  as  follows : 
Given  a case  of  beri-beri,  either  wet  or  dry, 
first  seek  the  source  of  infection  in  decayed, 
cheap  rice,  old  macaroni,  or  decayed  wheat 
flour,  and  insist  on  their  discontinuance. 
This  is  important  because  there  is  no  cure 
with  constant  reinfection.  An  adequate 
diet  of  carbohydrates,  fats  and  proteins  as 
is  found  in  milk  and  eggs,  meat  and  bread 
should  be  recommended.  For  the  milder 
cases  a saline  purgative  every  second  morn- 
ing preceded  by  calomel,  grains  6 at  the 
onset,  with  7V2  grains  of  the  very  best 
grade  of  urotropin  every  four  hours,  4 doses 
a day,  will  suffice  to  relieve  the  pains  in  the 
legs  and  gastric  discomfort  in  48  hours.  In 
three  or  four  days  the  dyspnea  and  cardiac 
palpitation  are  relieved,  something  which 
has  never  been  accomplished  by  feeding 
vitamins.  In  15  to  21  days  cure  can  be 
expected.  For  the  acute  and  more  advanced 
cases  the  same  treatment  as  above  is 
employed,  the  only  differences  in  treatment 
lie  in  placing  the  patient  in  bed  and  employ- 
ing more  drastic  purgative  measures.  For 
the  less  affected  of  this  class,  V2  glass  of 
Pluto  water  or  other  saline  every  morning 
for  eight  days  and  then  every  morning  for 
21  days ; urotropin  7^  grains  every  4 hours, 
4 doses  in  24  hours,  should  cure  in  21  to 
28  days.  The  more  obstinate  cases  of  this 
class  have  to  receive  4 to  6 grains  of 
calomel  and  1/3  grain  of  podophyllin  every 
fifth  night  given  in  2 grain  doses  at  hour 
intervals  followed  by  a saline.  Urotropin 
as  above.  When  relief  from  dyspnea  and 
palpitation  is  obtained  and  the  heart  action 
improved,  the  saline  purgative  is  given 
every  morning  and  the  urotropin  is  con- 
tinued regularly  every  4 hours,  4 doses  in 
24  hours.  These  patients  are  usually  re- 
lieved in  eight  days  and  cure  can  b°  ex^e^ted 
in  six  weeks. 

The  writer  must  caution  against  the 
cheaper  grades  of  urotropin.  The  very 
best  preparations  when  given  in  plenty  of 
water  have  never  caused  stranguary  nor 
hematuria  and  have  invariably  proven 


effective  in  the  treatment  of  this  malady. 
Should  such  an  accident  occur,  cessation  of 
the  remedy  for  two  or  three  days  is  ad- 
vised. After  10  or  15  days  of  the  use  of 
urotropin  it  is  always  advisable  to  allow 
three  or  four  days  off  in  the  treatment  to 
secure  the  best  effect  of  this  remedy. 

This  treatment  for  beri-beri  has  never 
failed,  is  not  a preventive  and  does  not 
confer  immunity  any  more  than  quinine 
given  for  six  weeks  assures  against  an 
attack  of  malarial  fever  the  following 
month  or  year  when  exposed  to  the  disease. 
Fallacies  in  this  treatment  are  due  to  mis- 
taken diagnoses  or  failure  to  recognize 
associated  complications  that  are  common 
to  any  disease.  In  this  particular  instance 
in  the  Southern  States  we  may  mention 
malarial  fever,  hookworm  disease  and 
pellagra. 

SUMMARY. 

The  bacillus  of  beri-beri,  discovered  by 
the  Japanese  physicians  of  Chiba,  Japan, 
is  recognized  in  this  paper  as  the  chief 
etiologic  factor  in  beri-beri. 

Urotropin  (hexamethe’eneamine)  is  a 
specific  for  beri-beri. 

Vitamins  have  no  specific  curative  value 
in  beri-beri.  They  are  recognized  as  vital 
elements  of  nutrition  and  avitaminosis 
should  be  regarded  as  a predisposing 
factor  in  disease. 

Beri-beri  is  of  medical  interest  because 
of  its  peculiar  selective  action  on  peripheral 
nerve  tissue  causing  peripheral  polyneu- 
ritis, local  or  general  edema,  and  acute  or 
chronic  cardiac  impairment  often  terminat- 
ing in  death  from  acute  cardiac  dilatation. 
Further,  the  specific  agglutination  test  for 
the  bacillus  of  beri-beri  may  reveal  a far 
greater  incidence  of  this  malady  than  is 
suspected. 

Beri-beri  is  of  economic  interest  because 
of  the  useless  sacrifice  of  labor  and  life 
owing  to  the  non-enforcement  of  the  pure 
food  and  drugs  act  of  June  6,  1906. 
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COMMENT. 

It  has  been  deemed  advisable  to  include 
only  a few  cases  typical  in  character.  A 
repetition  of  such  cases  makes  the  subject 
burdensome  and  we  shall  content  ourselves 
with  a personal  examination  of  other  cases 
here  presented. 

CASE  REPORTS. 

Case  1:  A.  L.  P.,  O.  L.,  white  male,  aged  20 

years.  March  1,  1923. 

Complaint:  Nocturia,  indigestion  and  “fast 

heart.” 

Previous  Illness:  Negative  except  for  dysentery 
as  a child. 

Venereal  History:  Negative. 

Social  History:  Unmarried  man  of  moderate 

circumstances,  accustomed  to  eating  plenty  of  rice. 

Present  Illness:  Began  about  one  month  ago 
when  he  noticed  that  he  had  to  arise  often  at 
night  to  urinate  and  subsequently  began  to  suffer 
with  indigestion,  cardiac  palpitation  and  occasional 
spells  of  dizziness.  Here  he  applied  for  medical 
attention. 

Examination:  Nothing  unusual  was  found  to 

exist,  except  low  specific  gravity  of  the  urine.  His 
reflexes  were  normal  and  there  was  no  swelling 
or  pain  in  the  legs.  Because  of  the  rapid  heart 
a possibility  of  incipient  thyroidism  was  suspected; 
the  patient  was  given  a purgative  and  sodium 
iodide  in  15-grain  doses  three  times  a day.  He 
returned  March  9 with  complaint  of  swollen  and 
painful  legs.  Upon  further  examination  a car- 
diac rate  of  130  standing  was  observed,  no  mur- 
murs, no  enlargement  of  heart,  respiration  30.  His 
legs  were  swollen  up  to  the  knees,  painful  and 
pitted  on  pressure.  His  gait  was  peculiar,  with 
legs  spread  out  and  raised  somewhat  like  in  tabes. 
Reflexes  were  diminished.  No  Argyll-Robertson 
pupil.  Anesthesia  was  not  marked,  but  he  com- 
plained of  a sensation  similar  to  the  pricking  of 
needles  and  pins  in  his  feet  and  legs  and  a feeling 
as  if  he  were  walking  on  cushions. 

Diagnosis:  A diagnosis  of  beri-beri  was  now 
easily  established. 

Treatment:  Treatment  for  the  following  two 
months  consisted  in  abstinence  from  rice;  fresh 
vegetables  and  fruit  were  ordered.  He  was  given 
alkaline  diuretics,  digitalis  and  purgatives  fre- 
quently. Nux  vomica  and  arsenic  were  used  but 
proved  of  no  avail.  While  the  dyspnea,  indiges- 
tion and  palpitation  had  cleared  considerably,  the 
paralysis  of  his  lower  limbs  was  complete.  On 
May  15  he  asked  that  he  be  given  a diuretic.  All 


medication  except  pluto  water  every  third  morn- 
ing was  discontinued  and  he  was  given  7%  grains 
of  urotropin  every  4 hours.  At  the  end  of  eight 
days  he  experienced  sensation  returning  in  his 
legs,  some  strength  and  lessened  edema.  At  the 
end  of  15  days  he  began  to  walk  with  crutches,  in 
21  days  he  cast  the  crutches  aside,  was  able  to 
stand  by  himself  and  could  walk  fairly  well  with 
the  use  of  a stick.  In  four  weeks  he  was  free  of 
all  symptoms;  his  treatment  was  discontinued,  and 
he  was  discharged  as  cured. 

Comment:  It  will  be  observed  here  how  badly 
a case  can  be  treated  while  groping  in  the  dark. 
It  will  also  be  observed  that  while  rest  in  bed  with 
alkaline  diuretics,  digitalis  and  tonics,  friut  juices, 
— orange  juice,  etc. — improved  this  condition  but 
slowly  (two  months),  an  acid  diuretic  of  the  na- 
ture of  urotropin  acted  more  promptly  in  hasten- 
ing the  cure  of  this  patient. 

Case  2:  George  Washington,  0.  L.,  colored 

male,  aged  26  years.  July  25,  1925. 

Complaint:  Swelling  of  the  legs  and  shortness 
of  breath. 

Previous  Illness:  Negative. 

Venereal  History:  Negative. 

Social  History:  Poor  farmer,  father  of  2 chil- 

dren, had  been  eating  considerable  rice  through 
winter,  spring  and  summer. 

Present  Illness:  Patient  was  well  until  about  18 
days  ago  when  he  began  to  be  short  breath  and  his 
legs  began  to  swell.  He  complained  of  pain  in  his 
legs,  occasional  spells  of  dizziness  and  constipa- 
tion. He  was  forced  to  give  up  plowing  because 
of  pain  in  his  legs  and  shortness  of  breath. 

Examination:  The  examination  revealed  a 

strong,  robust  male  negro  with  very  much  swollen 
legs  and  hands.  His  gait  was  unaffected,  re- 
flexes unaffected.  There  was  dizziness  and,  upon 
inquiry,  nocturia  was  found  to  be  present.  Urine 
was  negative  except  for  low  specific  gravity.  Heart, 
slight  tachycardia. 

Diagnosis:  Here  the  history  of  excessive  rice 
consumption,  swelling  of  his  legs,  pain  in  the 
calves  of  his  legs,  dyspnea,  and  tachycardia  were 
sufficient  to  establish  a diagnosis  of  beri-beri. 

Treatment:  This  patient  was  given  the  routine 
treatment  and  returned  to  work  in  15  days. 

Case  3:  Ida  Thomas,  0.  L.,  colored  female, 

aged  20  years.  April  5,  1925. 

Complaint:  Paralysis  of  the  lower  limbs. 

Previous  Illness : Had  malaria,  influenza, 

mumps. 
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Venereal  History:  Negative  (Wassermann  not 
taken) . 

Social  History:  Poor  colored  washerwoman,  ate 
a damaged  grade  of  rice  three  times  a day.  Mother 
of  one  healthy  child.  No  miscarriages. 

Present  Illness:  Began  to  be  sick  in  January, 
1925,  at  which  time  she  experienced  dizziness  and 
weakness  in  the  legs  accompanied  with  a sensa- 
tion similar  to  the  pricking  of  needles  and  pins 
in  the  feet  and  knees.  She  suffered  from  indiges- 
tion and  nocturia;  legs  would  swell  and  unswell  at 
times;  and  suffered  from  obstinate  constipation. 

Examination:  April  5,  this  patient  exhibited 
complete  paralysis  and  anesthesia  of  the  lower 
limbs  and  could  not  handle  her  arms  well.  Her 
vision  was  obscured,  hearing  impaired  and  speech 
of  a slurring  character.  Patella  reflexes  absent. 
No  Argyll-Robertson  pupil.  Slight  edema  of  low- 
er limbs.  No  dyspnea,  heart  negative  with  pulse 
100  lying.  Urine  negative  except  for  low  speci- 
fic gravity. 

Diagnosis:  If  it  were  not  for  a knowledge  of 
the  patient’s  family  history  and  absent  Argyll- 
Robertson  pupil,  a diagnosis  of  cerebro-spinal  lues 
would  have  been  made.  However,  the  excessive 
use  of  bad  rice  and  the  type  of  paralysis  made 
the  writer  suspect  beri-beri. 

Treatment:  This  patient  was  placed  on  the 

routine  treatment  and  in  four  weeks  could  see, 
talk  and  hear  as  well  as  ever.  However,  it  took 
six  weeks  to  restore  her  walk  and  steadiness  of 
gait. 

Case  4:  S.  Fontenot.  V.  P.,  L.  White  male, 
aged  45  years.  April,  1924. 

Complaint:  Dyspnea,  swelling  of  legs,  “heart 
disease.” 

Previous  Illness:  Had  mumps  and  measles  when 
a child.  Otherwise  negative. 

Venereal  History:  Negative. 

Social  History:  Father  of  five  healthy  children. 
Ate  lots  of  rice  three  times  a day.  Had  to  work 
hard. 

Present  Illness:  Has  been  sick  for  8 months 
with  spells  of  swelling  of  the  legs  and  shortness 
of  breath  during  which  time  he  had  been  able  to 
do  very  little  work. 


Examination:  This  patient  presented  the  symp- 
toms of  a typical  case  of  cardio-renal  disease  with 
multiple  neuritis.  Edema  was  general  and  the  pa- 
tient could  scarcely  walk.  Patella  reflexes  were 
absent  and  anesthesia  of  the  lower  limbs  was  pres- 
ent. Dyspnea  very  marked,  pulse  140,  weak  and 
at  times  irregular,  mitral  murmur  transmitted  into 
the  axilla.  Urinalysis  negative. 

Diagnosis:  Beri-beri. 

Treatment:  This  case  seemed  hopeless.  Patient; 
could  not  lie  in  bed  at  all.  Purgation  wTas  cau- 
tiously employed;  he  was  given  a small  dose  of 
pluto  water  every  a.  m.;  the  proper  diet  instituted, 
and  urotropin  prescribed.  Cardiac  stimulants  were 
not  employed.  At  the  end  of  ten  days,  as  his 
dyspnea  lessened  and  his  cardiac  action  improved, 
he  has  given  more  drastic  cathartics  (calomel  and 
podophylum).  The  routine  treatment  was  con- 
tinued for  six  weeks,  at  the  end  of  which  time 
his  condition  was  normal  in  all  respects  and  he 
resumed  hard  manual  labor  in  the  eighth  week. 

Case  5 : Felix  Hidalgo.  O.  L.,  white  male,  aged 

46  years.  June  10,  1925. 

Complaint:  Swollen  and  dead  legs.  (“Maladie 
des  james”). 

Previous  Illness:  Has  had  attacks  of  acute  ton- 
silitis,  suffers  from  chronic  tonsilitis,  otherwise 
negative. 

Venereal  History:  Negative. 

Social  History:  Hard  laboring  farmer  of  mod- 
erate means,  father  of  12  children  all  living  and 
well.  Eats  rice  moderately. 

Present  Illness:  About  three  weeks  ago  he  be- 
gan to  feel  “dead  legs”  and  his  shoes  felt  tight 
on  his  feet  every  evening.  He  was  only  slightly 
short  of  breath  and  his  gait  was  normal.  He  com- 
plained of  tingling  and  numbness  in  his  legs.  He 
experienced  oral  anesthesia.  (“Les  levres  morte.”) 

Examination:  This  revealed  a robust,  strong 

farmer  with  marked  swelling  of  the  legs  extending 
up  to  the  umbilicus.  There  was  no  paralysis,  but 
dizziness,  pain  in  the  duodenum,  indigestion  and 
constipation  troubled  the  patient  considerably.  Re- 
flexes were  diminished,  areas  of  anesthesia  in  the 
limbs  could  be  detected,  cardiac  palpitation  was 
observed  only  on  exertion,  heart  was  normal  and 
urine  negative. 

Diagnosis:  Beri-beri. 
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Treatment:  This  patient  was  placed  on  the  rou- 
tine treatment  and  despite  the  fact  that  while  only 
the  edema  and  dead  legs  troubled  the  patient,  he 
took  six  full  weeks  to  recover  and  return  to  work. 

Case  6 : David  Stelly,  L.  L.,  white  male,  aged 

25  years.  June,  1924. 

Complaint:  Swelling  of  legs,  face  and  hands. 

Previous  Illness:  None. 

Venereal  History:  Negative. 

Social  History:  Farmer  of  moderate  means,  has 
been  eating  considerable  rice  of  late. 

Present  Illness:  Legs,  hands  and  face  began 

to  swell  about  15  days  ago,  when  he  experienced 
shortness  of  breath  and  numbness  of  the  legs, 
slight  palpitation  at  times  on  exertion,  dizziness 
and  indigestion. 

Examination : This  revealed  a strong,  robust 

farmer  with  swollen  legs,  hands,  feet  and  face. 
Reflexes  diminished,  gait  unimpaired,  heart  nor- 
mal, and  urine  negative. 

Diagnosis:  Beri-beri. 

Treatment:  The  routine  treatment  was  employed 
and  in  15  days  this  patient  returned  to  work. 

Case  7:  Wm.  Stanford.  White  male,  aged  30 

years.  May  20,  1930. 

Complaint:  “Foot  drops,  can’t  work.’’ 

Pi’evious  Illness:  Negative. 

Venereal  History:  Negative. 

Social  History:  Married.  Poor  farmer;  four 
children.  Has  not  worked  for  two  years.  Eats 
lots  of  rice. 

Present  Illness:  Began  two  years  ago  when  he 
became  “short  of  breath”  and  later  “paralyzed  in 
the  legs.”  Has  been  unable  to  work  to  support  his 
family.  He  complained  of  pain  in  the  legs  and 
dizziness  and  inability  to  stand  up  long.  He  has 
cramps  in  the  legs,  pain  in  the  stomach  and  “gen- 
eral weakness.”  Complains  of  tachycardia. 

Examination:  Examination  reveals  a tall,  thin 
man  with  a typical  case  of  peripheral  polyneuritis. 
The  steppage  gait  is  marked.  Romberg  present. 
Argyl-Robertson  pupil  negative.  Babinski  nega- 
tive. Partial  anesthesia  of  anterior  perineal  shin 
surface,  slight  swelling  over  shins  which  pit  on 


pressure.  Flabby  calves,  and  slight  wasting  of 
muscles  of  hands.  Wasting  of  calf  muscles  slight. 
Cannot  squat  on  ankles.  Foot  drop  present.  Heart 
and  lungs  negative.  Urine  alkaline  otherwise  nega- 
tive. 

Diagnosis:  Beri-beri. 

Treatment:  Routine  treatment.  Today,  four 

weeks  since  he  began  treatment,  the  man  is  well. 
I present  him  for  your  inspection.  He  has,  since 
10  days,  returned  to  full  work  and  is  supporting 
his  family.  He  was  told  by  several  physicians  his 
malady  was  incurable.  You  may  judge  for  your- 
selves. 

Case  8:  Ed.  Biagasse.  Colored  male,  aged  32 

years.  May  27,  1930. 

Complaint:  “Can’t  walk,  Maladie  des  jambes.” 

Previous  Illness:  Malaria  fever  years  ago. 

Venereal  History:  Negative. 

Social  History:  Married.  Father  of  four  chil- 
dren. Poor  negro  farmer.  Eats  poor  grade  of 
rice,  has  been  paralyzed  for  four  months. 

Present  Illness:  Began  to  swell  at  the  legs  four 
months  ago  and  shortly  thereafter  became  para- 
lyzed in  his  legs.  He  suffered  with  indigestion  and 
pain  in  the  abdomen.  Pain  in  the  calves  of  his 
legs.  Has  suffered  a great  deal  with  dizziness  and 
nocturia.  Always  constipated.  Complains  of 
rapid  heart. 

Examination:  Reveals  a thin,  weak,  sickly  look- 
ing negro  unable  to  rise  without  help  and  unable 
to  walk  without  the  aid  of  a stick.  Cannot  stand 
up  without  support.  His  gait  is  typically  that  of 
locomotor  ataxia.  Peripheral  polyneuritis.  Rhom- 
berg  present.  Rabinski  absent.  Partial  anesthe- 
sia over  the  anterior  perioneal  skin  surface-Nega- 
tive  Argyl-Robertson  pupils.  Considerable  atro- 
phy of  calf  muscles  as  well  as  hand  muscles.  Can- 
not squat  on  ankles.  Foot  drop  marked.  Urine 
alkaline — otherwise  negative.  Heart  110 — other- 
wise negative. 

Diagnosis:  Beri-beri. 

Treatment:  Routine  treatment.  Today  I pre- 
sent this  case  for  your  examination.  He  is  prac- 
tically cured.  Eight  days  after  he  began  treat- 
ment he  discarded  his  support  and  has  continued 
to  improve  up  to  the  present  time. 
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APPENDICITIS  RECORD  OF  1929. 

Under  this  heading  Dr.  Frederick  L. 
Hoffman  has  recorded  the  number  of 
deaths  from  appendicitis  in  140  Ameri- 
can cities.  He  discusses  the  figures 
that  he  has  collected  and  elaborates 
upon  the  data  gathered  together  from 
the  death  rates  from  this  disease.  It 
is  to  be  noted,  first  and  foremost,  that  in 
the  last  19  years  the  death  rate  per  100,000 
population  in  60  large  cities  has  increased 
from  13.3,  actual  deaths  2,480,  to  18.0, 
with  actual  death  rate  of  4,969.  The 
highest  death  rate  is  obtained  by  one  of 
our  Southern  Cities,  in  which  the  rate  per 


100,000  is  70.9.  The  next  highest  death 
rate  is  in  Kalamazoo,  where  it  was  44.1. 
Incidentally  there  are  17  cities  in  which 
the  rate  exceeds  30  per  100,000.  A strik- 
ing contrast  to  this  extremely  high  mor- 
tality rate  in  the  United  States,  and  a 
particularly  advanced  rate  in  the  South- 
ern Cities,  is  afforded  by  the  number  of 
deaths  per  100,000  population  in  various 
European  countries.  In  twelve  countries 
with  an  aggregate  population  of  207,000,- 
000  the  average  appendicitis  death  rate  is 
5.6  per  100,000;  in  Italy  it  is  2.9  in  Germany 
6.6;  and  of  all  European  countries  Switzer- 
land is  the  highest,  with  a rate  of  10.4.  In 
nine  non-European  countries,  with  a popu- 
lation of  something  over  93,000,000,  the 
average  death  rate  is  only  4.2  per  100,000. 
In  Canada,  a country  which  may  be  com- 
pared to  ours  ethnologically,  the  rate  is 
13.8. 

Several  comments  made  by  Dr.  Hoffman 
are  worthy  of  recital.  He  states  that  all 
mortality  statistics  from  appendicitis  are 
difficult  on  the  grounds  of  accuracy  and 
diagnosis.  He  says  from  the  figures  that 
he  has  been  able  to  get  from  intestinal  ob- 
struction and  hernia,  there  has  been  no  in- 
crease in  the  death  rate  from  these  two 
conditions,  which  it  is  said,  are  frequently 
classified  as  deaths  from  appendicitis.  He 
notes  that  in  the  report  of  1929  a Ken- 
tucky City  showed  a very  high  rate.  The 
explanation,  given  after  a special  in- 
vestigation by  the  County  Medical  Society 
in  which  this  city  is  located  is  that  there 
are  “two  many  men  fired  by  ambition  to 
become  surgeons.  It  is  probable  that  if 
all  the  operations  had  been  performed  by 
one-fourth  the  number  of  operators  the 
rate  would  have  been  between  four  and 
one-half  and  five  and  one-half  per  cent.” 
The  report  shows  very  low  rates  were  ob- 
tained in  cities  in  which  the  population  is 
essentially  of  the  best  class  and  type  of 
American.  This  calls  to  mind  the  fact  that 
many  cases  of  appendicitis  undoubtedly 
die  as  a result  of  ignorance  of  the  patient 
of  the  character  of  the  condition  or  of  its 
importance.  Thus  it  is  observed  in  a town 
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like  Newton,  Massachusetts,  that  the  death 
rate  is  only  eight  per  100,000  or  in  Ports- 
mouth, Virginia,  a city  with  a population 
of  45,000,  in  which  there  were  no  deaths, 
that  education  probably  plays  an  important 
role,  and  is  an  important  factor  in  the  low 
death  rate,  whereas  in  some  of  the  South- 
ern Cities  with  large  negro  population  the 
death  rate  is  between  25  and  30  per 
100,000. 

Figures  such  as  Dr.  Hoffman  has  pre- 
sented are  a challenge  and  a stimulus  to 
surgeons  throughout  this  country.  Ap- 
pendicitis has  not  been  conquered,  nor  has 
the  operative  fatality  rate  fallen  as  it 
should.  Further  instruction  of  the  people 
of  the  importance  of  the  early  symptoms 
of  the  disease  should  be  carried  out  by 
surgical  societies  and  organizations,  and 
only  those  who  have,  through  a long  ap- 
prenticeship, skilled  themselves  not  only 
in  the  technic  of  operation,  but  in  the  judi- 
cious selection  of  time  for  operation, 
should  attempt  to  carry  out  a surgical  pi’o- 
cedure  which  is  erroneously  looked  upon  as 
a relatively  minor  type  of  operation. 


THE  NEW  LOUISIANA  STATE  UNI- 
VERSITY SCHOOL  OF  MEDICINE 
Brief  announcement  was  made  in  the 
last  issue  of  the  New  Orleans  Medical  and 
Surgical  Journal,  incorporated  after  it  had 
gone  to  press,  concerning  the  new  Medical 
Department  of  the  Louisiana  State  Uni- 
versity. Additional  details  are  now  avail- 
able concerning  the  organization  of  this 
new  school.  Dr.  Arthur  Vidrine,  the 
present  Superintendent  of  Charity  Hos- 
pital, New  Orleans,  is  to  be  the  Dean.  Dr. 
Vidrine  is  well  qualified  to  occupy  this 
position.  He  has  not  only  been  a student 
of  scientific  medicine  and  of  pedagogic 
methods,  but  he  has  had  the  opportunity 
of  observing  the  teaching  of  medicine  in 
medical  schools  throughout  this  country, 
and  of  observing  teaching  procedures  in 
general  in  this  country  and  while  a scholar 
under  the  will  of  the  late  Mr.  Rhodes  at 


Oxford.  The  first  two  years  of  the  new 
school  will  be  held  at  Baton  Rouge ; the 
last  two  will  be  conducted  in  New  Orleans 
with  the  Charity  Hospital  as  the  center  of 
the  organization.  A new  building  is  to  be 
constructed  on  the  property  of  the  Hos- 
pital, which  will  harbor  the  class  rooms, 
laboratories,  and  offices  necessary  to  con- 
duct the  clinical  years.  The  students 
before  they  obtain  their  degree  will  be 
required  to  take  a one  year  interneship  at 
some  recognized  hospital.  No  announce- 
ment has  been  made  concerning  the  faculty 
of  the  new  school,  but  it  is  anticipated  that 
the  work  on  the  building  will  start 
promptly  and  that  the  faculty  will  be  or- 
ganized rapidly.  Dr.  Vidrine  has  an- 
nounced that  in  no  way  will  the  new  school 
interfere  with  the  privileges  of  Tulane 
Medical  School  at  the  Charity  Hospital, 
and  there  is  not  reason  to  believe  that  the 
two  schools  will  not  be  able  to  work 
together  in  a happy  and  cordial  manner. 
There  is  ample  clinic  material  at  Charity 
Hospital  for  both  institutions.  Many  of 
the  large  municipal  hospitals  in  the  larger 
cities  have  two  or  even  three  schools  con- 
ducting their  teaching  in  the  same  hos- 
pital. Thus  in  Bellevue  Hospital  in  New 
York  there  are  four  divisions,  three  of 
which  are  manned  and  staffed  by  teachers 
from  three  New  York  schools;  the  fourth 
division  by  men  who  are  not  actively  en- 
gaged in  teaching. 

With  the  backing  of  the  energetic  Gov- 
ernor of  the  State,  who  has  the  happy 
ability  of  accomplishing  what  he  sets  out 
to  do;  with  the  help  of  the  new  Dean,  who 
has  proven  himself  to  be  a man  of  force 
and  ability,  and  with  the  facilities  afforded 
by  the  Charity  Hospital,  the  future  of  the 
new  school  seems  assured,  and  a consid- 
erable number  of  doctors  will  be  added  to 
those  already  present  in  the  State,  who 
will  make  available  medical  service  to 
those  communities  which  are  in  need  of 
such  service  and  in  which  there  is  a short- 
age of  physicians. 


Hospital  Staff  Transactions 


567 


OSCAR  DOWLING. 

The  very  tragic  death  of  Dr.  Oscar 
Dowling  occurred  January  2 apparently 
while  attempting  to  board  a train  on  the 
ferry  that  crosses  at  New  Orleans.  The 
coroner’s  inquest  was  unable  to  definitely 
ascertain  just  how  death  occurred,  but  it 
appears  that  Dr.  Dowling  slipped  on  at- 
tempting to  board  the  train  and  fell  under 
the  wheels  of  the  moving  car.  It  was  not 
until  some  hours  later  that  his  body  was 
discovered. 

The  death  of  Dr.  Dowling  removes  from 
Louisiana  medicine  one  of  the  most  virile 
outstanding  physicians  in  the  State,  in  fact 
in  the  entire  South.  As  President  for 
many  years  of  the  Louisiana  State  Board 
of  Health,  Dr.  Dowling  was  a persistent, 
forceful  and  intelligent  health  officer. 
Without  fear  or  favor  he  undertook  pro- 
jects to  improve  sanitary  conditions  in  the 
City  of  New  Orleans  and  the  State  of 
Louisiana.  At  times  he  was  quite  spectacu- 
lar in  his  efforts,  but  everyone  knew  that 
he  was  actuated  solely  by  motives  of  the 
highest.  The  improvement  in  the  health 

HOSPITAL  STAFF 

VICKSBURG  HOSPITAL  STAFF  MEETING. 

December  11,  1930. 

Dr.  E.  H.  Jones  reported  the  following  two 
cases  involving  teeth  located  in  the  nasal  field: 

Case  1.  Mrs.  K.,  white,  female,  widow,  aged  54 
years,  housekeeper.  On  Jan.  7,  1925,  complained 
of  a foul  bloody  purulent  discharge  from  the  left 
nostril,  duration  six  months.  Odor  so  objectionable 
her  grandchild  was  unable  to  sleep  in  the  same 
room  with  her.  Family  and  past  history  were 
irrelevant. 

On  examination  the  left  naris  was  found  blocked 
with  a large  scabby  mass.  This  was  removed  with 
a little  difficulty.  On  closing  the  forceps  upon  it, 
it  was  found  to  have  a hard  center.  After  soaking 
in  water  for  an  hour,  it  was  possible  to  remove  the 
scabs,  and  it  was  found  that  the  foreign  body  was 
unquestionably  a deciduous  incisor  tooth.  Further 
examination  of  her  ears,  nose  and  throat  was  en- 
tirely negative. 

The  patient  has  been  wearing  an  upper  plate  for 
the  past  eight  years  and  felt  sure  that  she  had  all 
of  her  teeth  removed.  She  did  not  think  it  possible 


conditions  in  the  State  of  Louisiana  and 
the  sanitary  regulations  which  are  now 
enforced  throughout  the  State  are  a monu- 
ment to  the  ability,  resourcefulness  and 
good  common  sense  of  our  distinguished 
former  confrere. 

For  many  years  Dr.  Dowling  was  active 
in  the  legislative  circles  of  the  American 
Medical  Association,  and  for  twelve  years 
he  held  one  of  the  most  important  positions 
in  organized  medicine  in  this  country,  a 
member  of  the  Board  of  Trustees  of  the 
American  Medical  Association.  Many 
honors  fell  to  Dr.  Dowling  during  his  life 
time,  and  he  accomplished  much,  from  the 
founding  of  medical  journals  to  the  occu- 
pancy of  professorial  chairs.  Always  a 
charming  and  delightful  gentleman,  he 
leaves  behind  him  a heritage  of  splendid 
accomplishment.  He  will  be  missed  not 
only  for  what  he  might  have  accomplished 
had  his  life  been  spared  but  also  will  his 
demise  be  a loss  to  his  numerous  friends 
here,  there  and  everywheres  throughout 
this  country. 

TRANSACTIONS 

that  any  one  else’s  tooth  could  have  become  lodged 
in  her  naris.  The  origin  of  the  tooth  remains  a 
mystery,  but  the  patient  has  been  relieved  since  its 
removal. 

Case  2.  H.  M.,  colored,  female,  married,  35  years 
of  age,  housewife.  On  July  30,  1930,  she  com- 
plained that  four  months  previously  she  had 
noticed  a growth  over  her  right  cheek  bone, 
which  had  slowly  increased  in  size.  Her  family 
and  past  history  were  irrelevent. 

Present  illness:  Three  months  ago  consulted  a 

rhinologist  who  very  promptly  operated  upon  the 
nose  but  with  no  relief.  She  was  referred  to  me 
by  her  family  physician. 

Examination:  Ears  and  throat  were  negative. 

The  nose  had  a moderately  wide  bridge  of  mod- 
erate height;  septum  normally  straight  and  mem- 
branes normal  in  appearance  in  spite  of  three  large 
synechiae  between  the  septum  and  the  right  middle 
turbinate;  ventilation  fair.  Unable  to  locate  any 
opening  in  either  antrum.  Growth  over  the  right 
cheek  bone  was  about  the  size  of  a small  marble; 
tender  to  touch;  firmly  adherent  and  painful  on 
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deep  pressure.  Roentgen-ray  examination  revealed 
a definite  bony  mass,  located  in  the  superior  ex- 
ternal portion  of  the  right  maxilla.  While  the 
possibility  of  osteo-sarcoma  was  considered,  osteo- 
chrondroma  was  thought  more  probable. 

The  patient  was  operated  upon  under  local 
anesthesia.  After  incising  to  the  bone  and  re- 
tracting the  periosteum,  a cartilaginous  mass  was 
uncovered.  This  was  readily  removed  by  a dis- 
sector, but  there  still  appeared  a protrusion  of  the 
bony  surface.  The  external  plate  of  bone  was 
removed  with  a gouge,  exposing  a yellowish  white 
mass.  This  mass  was  carefully  outlined  with  a 
gouge,  a dissector  slipped  behind,  and  the  mass 
prized  out.  Surprisingly,  it  was  found  to  be  an 
adult  bicuspid  tooth  with  some  cartilage  around 
the  root.  A probe  introduced  into  the  cavity  re- 
vealed that  it  was  separated  from  the  antrum  only 
by  a membrane.  On  examination  the  right  upper 
teeth  seemed  to  be  in  perfect  alignment,  but  there 
was  only  bicuspid.  The  cavity  was  packed  with 
idoform  gauze  and  the  wound  closed.  Recovery 
was  uneventful. 


Staff  Meeting,  January  10,  1931. 

Abstract:  Congenital  syphilis  with  Parrot’s 

pseudo-paralysis. 

Patient:  Colored  male,  aged  two  months. 

History:  Mother  stated  that  child  was  appar- 

ently in  good  health  up  to  ten  days  ago  except  for 
what  she  termed  a slight  cold  for  three  weeks, 
with  no  fever;  “just  a nose  cold.”  At  this  time 
she  noticed  that  while  dressing  the  child,  he  did 
not  use  his  right  arm  and  screamed  with  pain 
when  attempting  to  move  it.  The  day  before  this 
she  had  noted  nothing  unusual.  Since  then  the 
child  has  not  used  the  arm  and  it  lies  limp  at  the 
side;  can  and  does  move  fingers;  cries  with  pain 
upon  manipulation  of  the  arm.  Mother  had  also 
noted  a grating  sound  at  the  shoulder  with  motion. 
There  has  been  no  fever,  redness,  or  swelling  of 
joints  at  any  time.  When  child  is  not  handled,  he 
seems  happy  but  cries  on  being  disturbed.  Has 
noted  for  past  six  weeks  small  nodules  on  the  back 
of  the  head  and  neck,  progressively  becoming 
larger.  No  history  of  trauma  and  no  evidence  of 
any  paralysis  prior  to  date  given. 

Breast  fed  since  birth.  Normal  nine  months 
gestation;  birth  weight  unknown;  delivered  easily 


with  low  forceps.  Breathed  spontaneously;  no 
cyanosis  or  convulsions;  nursed  well  since  birth. 

Family  history:  Mother  apparently  in  g«od 

health;  father  living  and  well;  no  history  of 
syphilis.  Only  child;  no  miscarriages;  no  tuber- 
culosis contact. 

Physical  examination:  Fairly  well  developed 

and  nourished  male  infant,  two  months  of  age,  not 
acutely  ill.  Anterior  fontanelle  open  and  some- 
what bulging  and  tense;  posterior  fontanelle  open 
and  admits  tip  of  little  finger;  no  craniotabes. 
Pupil  react  to  light  equally;  slight  snuffles  present; 
both  ear  drums  normal;  no  rhagades;  mouth  and 
throat  show  no  membrane;  no  inflammation  of 
pharynx;  no  ulcers.  Chest  shows  no  deformities; 
no  rosary  or  grooves;  expansion  good  and  equal. 
Lungs  and  heart  not  remarkable.  Liver  easily 
felt  IV2  inches  below  costal  margin;  spleen  not 
palpated;  no  masses  felt.  Umbilical  hernia  with 
opening  admitting  tip  of  finger.  Phimosis;  both 
testes  in  scrotum;  no  rash.  Anus  shows  no  rash 
or  fissures  present.  Skin  shows  no  rash.  Gener- 
alized enlargement  of  lymph  nodes,  including  cer- 
vical, epitrochlear,  occiptal,  post-auricular,  axil- 
lary, and  inguinal ; vary  in  size  from  BB  shot  to 
an  almond,  hard,  discreet,  painless  and  freely 
movable.  No  pathological  reflexes.  Left  upper 
and  lower  and  right  lower  extremities  show  no 
muscular  atrophy,  tonicity,  or  flacidity  of  mus- 
cles, no  swelling  of  joints  or  epiphyses  and  no  pain 
on  manipulation.  Right  upper  extremity  lies  limp 
at  side  but  child  moves  fingers  without  trouble. 
Upon  manipulation  child  cries  with  pain.  There 
is  no  swelling  at  epiphyses,  no  redness  but  upon 
passive  motion  apparently  much  pain  and  it  is 
possible  to  feel  and  hear  a grating  at  the  epiphyses. 
No  atrophy  or  flacidity  of  muscles. 

Blood:  Leukocytes,  13,700;  differential  leuko- 

cyte count:  small  lymphocytes,  59;  large  lympho- 
cytes, 4;  large  mononuclears,  2;  polymorph,  neu- 
trophils, 35;  no  malaria  found;  Wassermann  test, 
4-plus  positive. 

Blood  of  mother  shows  Wassermann,  Kline  and 
Young,  and  Kahn  tests  all  positive,  4-plus. 

Roentgenogram  showed  epiphysitis  and  osteo- 
chroditis  of  upper  end  of  right  humerus. 

Course  and  treatment:  Right  arm  put  up  in 

Jones  position  with  adhesive,  for  relief  of  pain. 
Given  syrup  of  ferric  iodide,  10  minims  twice  a 
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day;  mercury  with  chalk,  % grain  twice  a day. 
Administered  0.05  grams  of  sulphparsphenamine 
intramuscularly.  On  returning  two  days  later, 
mother  reported  that  on  the  night  of  the  first  in- 
jection of  sulphparsphenamine  child  had  general- 
ized twitching  of  the  muscles  of  the  body  lasting 
for  about  one  minute.  Another  0.05  grams  of 
sulphparsphenamine  given  intramuscularly. 

Child  is  to  return  for  further  treatment  and 
observation. 

Abstract:  Pregnancy  complicated  by  acute 

thyroidism. 

Patient:  White  female,  aged  30  years,  mar- 

ried, three  children,  housewife. 

History:  Weakness  and  loss  of  weight  for  past 

four  months;  nervousness  and  palpation  of  heart, 
which  began  about  four  weeks  ago  with  feeling  of 
oppression  in  chest;  unable  to  take  deep  breath; 
palpitation  of  heart.  Some  nausea,  with  most  of 
discomfort  felt  in  the  mornings.  No  pain,  but 
has  been  very  nervous  and  has  had  several  crying 
spells  recently  with  no  apparent  reason.  Since 
last  June  has  lost  15  to  20  pounds  but  there  has 
been  no  cough,  fever,  or  evidence  of  any  septic 
condition.  Has  not  menstruated  since  Sept.  3,  but 
is  not  usually  regular. 

Has  had  three  normal  deliveries;  no  operations. 
Has  had  no  serious  illnesses.  Has  complained  of 
being  nervous  for  the  past  year  and  of  becoming 
tired  easily.  Has  never  menstruated  regularly; 
no  pain.  No  cancer  or  tuberculosis  in  the  family. 
No  marked  cardiac,  respiratory  or  digestive  symp- 
toms in  history. 

Physical  examination:  Temperature,  98°  F.; 

pulse,  120;  respiration,  18;  thin;  under  developed. 
Teeth  show  few  fillings  and  slight  pyorrhea. 
Noticeable  development  of  thyroid.  Heart  rapid, 
no  murmurs,  no  enlargement.  Pelvis  shows  en- 
larged uterus  with  firm  cervix;  no  discharge. 
Skin  sallow  with  yellowish  tinge.  Reflexes  mark- 
edly active;  slight  tremor.  Physical  examination 
otherwise  not  remarkable. 

Blood:  Hemoglobin,  72  per  cent;  erythrocytes, 

4,768,000;  color  index,  0.67;  leukocytes,  10,400; 
differential  leukocyte  count,  small  lymphocytes, 
18;  large  lymphocytes,  4;  polymorph,  neutrophils, 
77  (42  immature);  polymorph,  eosinophils,  1;  no 
malaria  found;  Wassermann,  Kline  and  Young, 
and  Kahn  tests  negative. 


Urine:  Not  remarkable. 

Basal  metabolism  determination:  Plus  31. 

Procedure:  With  the  evidence  in  hand  from  the 

physical  examination  and  the  laboratory  findings 
and  the  general  rundown  condition  of  the  patient, 
it  was  thought  advisable  to  relieve  the  pregnancy. 
This  was  done  and  after  a rather  stormy  post- 
operative period  when  the  temperature  went  to 
106°  F.  and  there  was  excessive  lower  abdominal 
pain  suggestive  of  sepsis  with  thrombo-phlebitis 
of  the  broad  ligament,  the  patient  recovered. 
Another  basal  metabolism  determination  was  made, 
the  rate  being  plus  8.  Patient  was  sent  home  for 
rest;  Lugol’s  solution  was  given. 

Recent  examination  has  revealed  a recurrence 
of  the  toxic  symptoms  and  a thyroidectomy  is  pro- 
posed to  be  done  in  the  next  few  weeks. 


MISSISSIPPI  STATE  HOSPITAL. 

Fondren,  Miss. 

Staff  Meeting,  December,  1930. 

Case  report:  Methemoglobinaemia  from  veronal 
tablets.  R.  B.  Zeller,  M.  D. 

This  patient  offered  a difficult  diagnosis  due  to 
the  nature  of  the  symptoms  and  the  lack  of  co- 
operation on  the  part  of  the  patient. 

Patient:  White  male,  aged  34  years;  single; 

patient  at  the  Mississippi  State  Hospital  since 
May  9,  1930,  taking  treatment  for  morphine 

addiction. 

Chief  complaint  and  examination : On  Octo- 

ber 19,  at  2 P.  M.,  the  writer  was  summoned  to 
the  ward  to  see  the  patient  with  the  statement 
that  he  had  suddenly  taken  ill.  On  examination 
the  pulse  was  weak,  rate  110.  Slight  edema  of  the 
lower  lip  and  neck  was  present.  He  complained 
of  abdominal  pain  without  localization.  No  ten- 
derness or  rigidity  present. 

At  4:30  P.  M.  the  edema  was  more  pronounced. 
Both  pupils  were  dilated,  face  was  cyanotic.  The 
feet  were  cold  and  the  radial  pulse  could  not  be 
obtained.  The  respiratory  rate  was  12.  Patient 
did  not  look  as  ill  as  the  symptoms  would  suggest. 
The  entire  body  was  becoming  cyanosed. 

Diagnosis:  A diagnosis  of  methemoglobinaemia 

due  to  some  coal-tar  product  was  made.  The  dila- 
tation of  the  pupils  appeared  secondary  to  the 
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cervical  edema  through  pressure  upon  the  cervical 
sympathetics.  The  edema  in  association  with  the 
cyanosis  and  cardiac  embarrassment  rendered  such 
a diagnosis  probable. 

Treatment:  The  gastric  contents  were  evacu- 

ated and  rectal  irrigation  given.  Heat  was  applied 
to  the  extremities.  Strychnine,  gr.  1/15,  given 
sub-cutaneously. 

The  following  morning  all  distress  had  disap- 
peared together  with  the  cyanosis  and  edema. 
Patient  now  admitted  having  taken  five  veronal 
tablets,  5 grains  each,  in  an  attempt  to  end  his 
life.  This  was  corroborated,  partially,  having  in 
the  meantime  found  a pill  box  with  a veronal 
label  under  the  mattress  of  patient’s  bed. 


FRENCH  HOSPITAL. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Mohday,  December  29,  1930, 
Dr.  M.  J.  Lyons  presiding.  Those  present  were: 
Drs.  H.  F.  Ader,  H.  B.  Alsobrook,  J.  N.  Ane, 
G.  C.  Anderson,  J.  J.  Baron,  C.  J.  Brown,  L.  L. 
Cazenavette,  A.  V.  Friedrichs,  P.  Graffagnino, 
R.  L.  Gordon,  W.  H.  Harris,  E.  N.  Haller,  M.  Les- 
cale,  Jos.  Levy,  F.  Loria,  L.  J.  Menville,  M.  J. 
Lyons,  Jos.  Palermo,  J.  F.  Sicomo,  E.  Socola, 
D.  N.  Silverman,  and  M.  L.  Stadiem 

The  reports  of  discharges  and  deaths  for  the 
month  of  November  were  given.  A case,  of  ap- 
pendiceal abscess  with  generalized  peritonitis  was 
presented  by  Dr.  Graffagnino  and  opened  to  gen- 
eral discussion. 

Dr.  Alsobrook  gave  the  report  of  the  Committee 
of  Cesarean  Section.  A motion  was  made  to  accept 
the  report  and  discharge  the  committee.  A motion 


was  also  passed  to  adopt  the  rules  and  regulations 
submitted  by  the  committee  as  a policy  of  the 
French  Hospital  Staff,  to  send  a copy  to  each 
member  of  the  staff  and  to  have  a copy  posted 
in  the  doctor’s  dressing  room. 

The  Petrolagar  Co.  presented  motion  pictures 
of  three  operations  including  an  emergency  gut- 
shot  wound  of  the  bladder,  stab  wound  of  gall- 
bladder and  hydrocele. 

The  following  officers  were  elected  for  1931: 
Dr.  M.  J.  Lyons,  Chairman;  Dr.  H.  B.  Alsobrook, 
Vice-Chairman;  and  Dr.  C.  J.  Brown,  Secty-Treas. 

E.  L.  Zander,  M.  D. 


SOUTHERN  BAPTIST  HOSPITAL. 

The  regular  meeting  of  the  Baptist  Hospital 
was  held  on  Tuesday,  January  20.  There  were 
presented  five  case  histories,  together  with  a pre- 
sentation of  the  patient  in  several  instances,  and 
in  the  case  of  Dr.  H.  W.  E.  Walther,  “Polycystic 
Kidneys,”  the  specimen  was  shown.  In  addition 
to  this  demonstration,  Dr.  R.  B.  Harrison  reported 
upon  the  “Compound  Fracture  of  Both  Bones  of 
the  Leg.”  Dr.  E.  Z.  Browne  presented  a case  of 
“Cryptorchidism”  and  Dr.  F.  E.  Lamothe  pi’esented 
a case  in  which  there  was  “Transposition  of  Ab- 
dominal Viscera  without  Transportation  of  Thora- 
cic Viscera.”  He  also  discussed  the  “Treatment 
of  Hiccoughs  following  Cholecystectomy.”  The 
hospital  service  for  December,  1930,  was  analyzed 
in  reference  to  the  number  of  deaths  and  total 
number  of  cases.  During  this  particular  month 
there  were  490  discharges  and  18  deaths.  Seven 
of  these  patients  who  died  were  autopsied,  and  on 
11  there  was  none  held. 


THE  AUSCULTATION  OF  FETAL  HEART 
SOUNDS — In  the  large  field  of  obstetrical  tech- 
nic, it  often  occurs,  as  we  all  know,  that  a very 
simple  device  will  prove  of  inestimable  service. 
With  this  in  view,  I wish  to  bring  to  general 
attention  a method  I have  devolved  in  the  course 
of  my  obstetrical  practice  to  determine  a fetal 
heart  beat  which  has  been  made  indistinct  by 


uterine  bruit.  The  procedure  is  simply  to  press 
the  bell  of  the  stethescope  and  just  sufficient  force 
to  eliminate  the  uterine  bruit.  This  invariably 
enables  me  to  heart  the  fetal  heart  beat  when 
there  is  one. 

I am  taking  the  liberty  to  bring  this  procedure 
to  notice  because  to  my  knowledge  it  is  not  men- 
tioned in  any  of  the  obstetrical  text  books. — 
Adolph  Jacobs,  M.  D.,  New  Orleans. 
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CALENDAR. 

February  2 — Eye,  Ear,  Nose  and  Throat  Hospi- 
tal Staff,  8 p.  m. 

February  6 — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 p.  m. 

February  9— ORLEANS  PARISH  MEDICAL 
SOCIETY.  Joint  meeting  with  New  Orleans 
Gynecological  and  Obstetrical  Society,  8 p.  m. 

February  11 — Touro  Infirmary  Staff,  8 p.  m. 

February  13 — Physiology  Seminar,  Tulane  Med- 
ical School,  5 p.  m. 

February  13 — French  Hospital  Staff,  8 p.  m. 

February  16 — Hotel  Dieu  Staff,  8 p.  m. 

February  17 — I.  C.  R.  R.  Hospital  Staff,  12  noon. 

February  17 — Baptist  Hospital  Staff,  8 p.  m. 

February  17 — Charity  Hospital  Medical  Staff, 
8 p.  m. 

February  18 — Charity  Hospital,  Surgical  Staff,  8 
p.  m. 

February  19 — Eye,  Ear,  Nose  and  Throat  Club, 
8 p.  m. 

February  19 — New  Orleans  Hospital  Council,  de 
Paul  Sanatarium,  8 p.  m. 

February  20 — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 p.  m. 

February  23— ORLEANS  PARISH  MEDICAL 
SOCIETY.  Joint  meeting  with  the  United 
States  Marine  Hospital  Staff  at  the  Marine 
Hospital,  Tchoupitoulas  and  Henry  Clay,  8 
p.  m. 

February  27 — Physiology  Seminar,  Tulane  Medi- 
cal School,  5 p.  m. 


During  the  month  of  January  besides  the  Board 
of  Directors’  meeting  the  Society  held  the  annual 
Installation  meeting  and  a scientific  meeting. 

At  the  Installation  meeting  held  January  5,  the 
following  Officers  for  1931  were  installed: 

President — Dr.  Emmett  Irwin. 

First  Vice-President — Dr.  Edward  L.  King. 


Second  Vice-President — Dr.  Louis  Levy. 

Third  Vice-President— Dr.  Waldemar  R.  Metz. 
Secretary — Di\  H.  Theodore  Simon. 

Treasurer — Dr.  John  A.  Lanford. 

Librarian — Dr.  Daniel  N.  Silverman. 

Dr.  C.  Grenes  Cole. 

Dr.  Walter  P.  Gardiner. 

Dr.  James  D.  Rives. 

Mr.  Nicholas  Bauer  was  the  Annual  Orator  and 
spoke  on  Public  School  Education. 


At  the  scientific  meeting  held  January  26  the 
following  papers  were  read  and  discussed: 

Vulvitis  and  Vulvo-Vaginitis, 

By Dr.  Lucien  A.  LeDoux 

Discussed  by  Dr.  Foster  M.  Johns 

Acidosis  and  Alkalosis, 

By Dr.  Sidney  Bliss 

Discussed  by  Drs.  I.  M.  Gage  and 
Chaille  Jamison 

The  annual  reports  of  the  Secretary,  Treasurer, 
Librarian  and  the  Special  and  Standing  Commit- 
tees for  1930  were  read  at  this  meeting. 

Dr.  Aristides  Agramonte  was  elected  to  Honor- 
ary Membership  at  this  time.  Dr.  Agramonte  is 
the  only  surviving  member  of  the  Yellow  Fever 
Commission  appointed  by  Dr.  Sternberg  thirty 
years  ago  to  investigate  the  Yellow  Fever  situation 
in  New  Orleans.  Through  his  efforts  on  this 
Committee,  Dr.  Agramonte  has  contributed  im- 
mensely to  the  progress  and  prosperity  of  New 
Orleans  and  other  cities  and  towns  of  Louisiana 
as  well  as  other  Southern  States. 


Dr.  Foster  M.  Johns  has  been  appointed  Chair- 
man of  the  Committee  on  Arrangements  for  the 
coming  meeting  of  the  Louisiana  State  Medical 
Society  to  be  held  in  New  Orleans,  April  14,  15 
and  16,  1931.  This  Committee  has  been  working- 
on  the  plans  for  this  meeting. 
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The  following  committees  were  appointed  to 
cooperate  with  Dr.  Johns  to  make  plans  for  the 
entei’tainment  of  the  State  Medical  Society: 

Committee  on  Arrangements:  Dr.  F.  M.  Johns, 

Chairman,  New  Orleans.  Dr.  H.  Theodore 
Simon,  Secretary. 

Committee  on  Finance:  Dr.  W.  A.  Reed,  Chair- 

man. 

Committee  on  Registration:  Dr.  Walter  J.  Otis, 

Chairman;  Dr.  E.  McC.  Connely,  Dr.  J.  J. 
Irwin  and  Dr.  Earl  Conway  Smith. 

Committee  on  Signs  and  Decorations:  Dr.  M.  T. 

VanStuddiford,  Chairman. 

Committee  on  Ladies’  Entertainment:  Mrs.  Jos. 

Hume,  Chairman. 

Committee  on  Convention  Clinics:  Dr.  Urban 

Maes,  Chairman. 

Committee  on  Commercial  Exhibits:  Dr.  Marcy 

J.  Lyons,  Chairman;  Dr.  T.  H.  Oliphant  and 
Dr.  H.  V.  Sims. 

Committee  on  Convention  Location:  Dr.  Frank  R. 

Gomila,  Chairman;  Dr.  A.  E.  Fossier,  Dr. 
Paul  J.  Gelpi  and  Dr.  J.  C.  Menendez. 

Committee  on  Badges:  Dr.  Fred  L.  Fenno,  Chair- 

man; Dr.  Lucy  S.  Hill,  Dr.  Emile  Bloch  and 
Dr.  H.  D.  Ogden. 

Committee  on  Scientific  Exhibits:  Dr.  Leon  J. 

Menville,  Chairman;  Dr.  P.  H.  Jones,  Jr., 
Dr.  W.  H.  Harris,  Dr.  D.  N.  Silverman,  Dr. 
P.  Graffagnino,  Dr.  J.  E.  Knighton,  iSr., 
Shreveport;  Dr.  L.  J.  Williams,  Baton  Rouge. 

Committee  on  Entertainment:  Dr.  Jules  E.  Dupuy, 
Chairman;  Dr.  A.  E.  Fossier,  Dr.  J.  E.  Isaac- 
son, Dr.  S.  B.  McNair,  Dr.  P.  F.  Murphy, 
Dr.  Roy  W.  Wright. 

Committee  on  Publicity:  Dr.  Hector  E.  Bernadas, 

Chairman;  Dr.  Isidore  Cohn,  Dr.  Homer 
Dupuy  and  Dr.  J.  H.  Musser. 

Committee  on  Hotels:  Dr.  W.  P.  Gardiner,  Chair- 

man. 

Committee  on  Golf:  Dr.  Val  H.  Fuchs,  Chairman; 

Dr.  Allan  Eustis,  Dr.  Chaille  Jamison,  Dr. 
Lucien  A.  Fortier  and  Dr.  Julian  H.  Lombard. 

Committee  on  Transportation:  Dr.  Frank  L. 

Loria,  Chairman. 

H.  Theodore  Simon,  M.  D., 

Secretary. 


WOMAN’S  AUXILIARY. 

A regular  meeting  of  the  Women’s  Auxiliary  to 
the  Orleans  Parish  Medical  Society  was  held  on 


December  10,  1930,  in  the  home  of  Mrs.  James  T. 
Nix,  with  Mrs.  J.  A.  Storck  in  the  chair.  In  her 
usual  gracious  manner  and  with  most  beautiful 
words  of  greeting,  the  chair  urged  the  members  to 
set  aside  the  second  Wednesday  of  each  month 
as  our  regular  meeting  day,  whether  they  be  noti- 
fied by  a member  of  the  telephone  committee  or 
not.  The  minutes  of  the  previous  meeting  were 
read  and  approved.  The  treasurer  reported  a bal- 
ance in  bank  of  $306.55.  The  membership  com- 
mittee reported  a paid  up  membership  291.  The  com- 
mittee have  again  solicited  100  prospective  mem- 
bers; of  these  some  joined  and  others  promised 
to  join  at  some  later  date.  The  telephone  com- 
mittee functioned  as  usual  during  the  month  and 
reported  204  acceptances  for  the  meeting.  Mrs. 
Donovan  C.  Browne  and  Mrs.  Frank  Chalaron  have 
been  added  to  this  committee.  The  courtesy  com- 
mittee paid  calls  of  cheer  to  members  who  were  ill 
and  a call  of  condolence.  They  also  paid  social 
calls  upon  the  wives  of  nine  physicians  who  are 
taking  a Post-Graduate  course  at  Tulane  Univer- 
sity. A basket  of  flowers  was  sent  to  the  Orleans 
Parish  Medical  Society  to  celebrate  the  opening 
of  the  new  Hutchinson  Medical  Bldg.  The  chair- 
man of  the  educational  group  reported  that  Mrs. 
A.  J.  Babin  appointed  chairman  of  a committee  to 
urge  the  public  schools  to  subscribe  to  the  maga- 
zine, Hygeia.  An  amendment  to  our  Constitution 
reading  that  our  dues  be  raised  from  $1.25  to 
$1.50  per  annum  was  unanimously  passed.  The 
philanthropic  committee  reported  having  passed  on 
several  bundles  of  clothing  to  the  High  School 
Committee  to  be  used  for  needy  high  school  pupils. 
Mrs.  Joachim  thanked  the  committee  most  heartily 
in  the  name  of  the  High  School  committee.  Mrs. 
John  Allen  Johnston,  president  of  the  Medical 
Auxiliary  at  Fort  Lauderdale,  Florida  was  present 
at  our  meeting  and  she  congratulated  us  on  the 
excellent  work  that  we  were  doing.  The  enter- 
tainment committee  announced  that  our  next 
meeting  would  be  held  in  the  home  of  Mrs.  Isidore 
Cohn  when  the  wives  of  the  doctors  attending  the 
convention  of  the  Southern  Section  of  the  Ameri- 
can College  of  Surgeons  would  be  our  guests. 

As  a musical  treat,  we  were  favored  with  vocal 
selections  by  Mrs.  Jewell  A.  Sperling  accompanied 
by  Mrs.  Henry  Laurens  and  Mrs.  Laurens  gave  us 
some  delightful  piano  selections.  Refreshments 
were  then  served  and  everyone  enjoyed  a social 
hour. 


Mrs.  A.  L.  Levin,  Sec’ty. 


LOUISIANA  STATE  ME  DICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


The  following  Parish  Medical  Societies  have 
elected  officers  for  1931 : 

Claiborne  Parish:  President,  Dr.  J.  A.  Wilkin- 

son, Homer;  Vice-President,  Dr.  C.  A.  Bailey, 
Athens;  Secretary-Treasurer,  Dr.  H.  R.  Marlatt, 
Homer;  Delegate,  Dr.  M.  J.  Rivenbark,  Haynes- 
ville;  Alternate,  Dr.  J.  W.  Featherstone,  Homer. 

DeSoto  Parish:  President,  Dr.  H.  P.  Curtis, 

Mansfield;  Vice-President,  Dr.  B.  K.  Parrish, 
Mansfield;  Secretary-Treasurer,  Dr.  D.  C.  Mc- 
Culler,  Mansfield;  Delegate,  Dr.  D.  C.  McCuller, 
Mansfield. 

Livingston  Parish:  President,  Dr.  J.  A.  Minton, 

Denham  Springs;  Vice-President,  Dr.  Montgomery 
Williams,  Denham  Springs;  Secretary-Treasurer, 
Dr.  N.  F.  Bray,  Springfield;  Delegate,  Dr.  V.  J. 
Gautreau,  Frost. 

St.  Tammany  Parish:  President,  Dr.  J.  K. 

Griffith,  Slidell;  Vice-President,  Dr.  L.  Young, 
Mandeville;  Secretary-Treasurer,  Dr.  J.  F.  Polk, 
Slidell;  Delegate,  Dr.  R.  B.  Paine,  Mandeville; 
Alternate,  Dr.  J.  K.  Griffith,  Slidell. 

Terrebonne  Parish : President,  Dr.  R.  W.  Col- 

lins, Houma;  Vice-President,  Dr.  J.  B.  Duval, 
Houma;  Secretary-Treasurer,  Dr.  S.  F.  Landry, 
Houma;  Delegate,  Dr.  T.  I.  St.  Martin,  Houma. 


ST.  TAMMANY  PARISH  MEDICAL  SOCIETY. 

The  St.  Tammany  Parish  Medical  Society  met 
at  Covington  last  night,  Jan.  9,  8 P.  M.,  at  the 
Southern  Hotel,  to  install  the  officers  elect  for 
1931.  The  following  members  present:  Drs.  H.  E. 
Gautreaux,  Jno.  K.  Griffith,  H.  D.  Bulloch,  W.  L. 
Stevenson,  R.  B.  Paine,  Frank  F.  Young,  Roland 
Young,  Lawrence  Young.  The  invited  guest, 
Dr.  Herman  Gessner,  President  State  Medical 
Society. 

The  meeting  was  presided  over  by  Dr.  H.  E. 
Gautreaux,  the  outgoing  President.  The  minutes 
of  the  previous  meeting  were  read  and  approved 
as  read.  The  newly  elected  President,  Dr.  Jno.  K. 
Griffith,  and  Vice  President,  Dr.  Lawrence  Young, 
were  installed.  The  Secretary  elect,  Dr.  J.  F. 
Polk,  being  absent  was  not  installed. 

The  business  of  the  society  being  finished, 
Dr.  Gessner  was  asked  to  address  the  society. 
Dr.  Gessner  spoke  on  the  subject  of  Medical  Care 
and  Medical  Compensation.  His  remarks  were 
well  received.  Much  round  table  discussion  fol- 
lowed, beneficial  to  all. 


The  hour  growing  a little  late,  the  President 
suggested  that  the  society  move  over  to  the  dining 
hall  where  a dinner  awaited  us,  to  further  discuss 
topics  of  the  day.  After  the  meal  and  much 
pleasant  and  profitable  discussion  was  over,  society 
adjourned  to  meet  at  Slidell,  Friday,  February  13, 
1931,  at  8 P.  M. 

H.  D.  Bulloch,  M.  D.,  Secy. 

SECTIONAL  MEETING  OF  THE  AMERICAN 
COLLEGE  OF  SURGEONS. 

The  Louisiana,  Alabama,  Mississippi,  Florida 
and  Georgia  members  of  the  American  College  of 
Surgeons  met  Monday,  January  12,  1931,  at  the 
Roosevelt  Hotel  in  a Sectional  Meeting.  The  meet- 
ing on  the  first  day  was  devoted  in  the  morning 
to  clinics  given  at  all  the  various  important 
New  Orleans  Hospitals.  For  the  men  that  were 
interested  in  clinics  and  interested  primarily  in 
hospital  administration,  there  was  a Round  Table 
Conference  at  the  hotel  conducted  by  Mr.  Robert 
Jolly,  Superintendent  of  the  Baptist  Hospital  at 
Houston,  and  Dr.  Malcolm  T.  MacEachern,  Chicago, 
Director  of  Hospital  Activities,  American  College 
of  Surgeons.  Succeeding  these  activities  clinical 
addresses  were  delivered  by  Dr.  George  W.  Crile, 
Dr.  Edward  Jackson  and  Dr.  Gordon  B.  New. 
After  luncheon  a Hospital  Conference  was  held, 
following  which  was  the  annual  meeting  of  the 
Fellows,  with  the  election  of  the  State  Executive 
Committees.  That  evening  a Community  Health 
Meeting  was  held  at  the  Auditorium.  Next  morn- 
ing again  were  held  clinics,  round  table  conference, 
with  the  middle  of  the  day  clinical  addresses  again 
by  Dr.  New  and  Dr.  Jackson,  together  with  one 
by  Dr.  Philip  H.  Kreuscher.  The  scientific  meet- 
ing was  held  at  2:00  P.  M.  In  addition  to 
Dr.  Kreuscher,  Dr.  Alton  Ochsner  and  Dr.  I.  I. 
Lemann  of  New  Orleans  spoke.  Dr.  Bowman  C. 
Crowell  of  Chicago  delivered  “Bone  Sarcoma”; 
Dr.  Rudolph  Matas  “Post-Operative  Thrombosis 
and  Embolism”;  and  Dr.  George  W.  Crile  “The 
End  Results  of  Operations  for  Hyperthyroidism.” 

The  annual  dinner  was  held  at  6:00  P.  M.  in 
the  Ballroom  of  the  Roosevelt  Hotel,  following 
which  there  was  a showing  of  films  produced 
under  the  supervision  of  the  Board  on  Medical 
Motion  Picture  Films  of  the  American  College  of 
Surgeons. 
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DR.  OWEN  HONORED  ON  FIFTIETH 
ANNIVERSARY. 

Fifty  years  at  any  occupation  is  a long  time, 
and  when  Dr.  Whyte  Glendower  Owen  of  White 
Castle  completed  his  fiftieth  year  of  practice  as 
a country  physician,  his  fellow  practitioners 
thought  it  was  time  to  celebrate  the  occasion;  and 
that  its  what  they  did  last  Tuesday  evening  when 
the  members  of  the  Iberville  Parish  Medical 
Society  tendered  him  a banquet  at  the  Central 
Hotel  in  this  city.  A most  enjoyable  time  it  was. 
The  honoree  made  an  interesting  talk  recounting 
some  of  his  experiences;  and  there  were  also  short 
talks  by  some  of  the  other  doctors. 

The  meeting  was  also  made  a time  of  election 
and  the  officers  chosen  are:  Dr.  S.  C.  Levy, 

President;  Dr.  W.  H.  Wagley,  Vice-President,  and 
Dr.  W.  E.  Barker,  Secretary  and  Treasurer. 
Dr.  Owen  was  selected  as  the  delegate  to  the  State 
Medical  Society,  with  Dr.  A.  A.  Landry  as  alternate. 

The  doctors  present  were:  W.  G.  Owen  and 

G.  Darcantel,  of  White  Castle;  E.  L.  Major,  of 
Rosedale;  W.  G.  Wagley,  of  Maringouin,  and  J.  A. 
Price,  Cyril  J.  Eby,  Eugene  Holloway,  W.  L. 
Grace,  S.  C.  Levy,  R.  D.  Martinez,  W.  E.  Barker, 
A.  A.  Landry  and  Ben  G.  Wilbert. — The  Weekly 
Iberville  South. 


NOTICE  OF  EXAMINATION  FOR  ENTRANCE 
INTO  THE  REGULAR  CORPS  OF  THE 
UNITED  STATES  PUBLIC  HEALTH 
SERVICE. 

Examination  of  candidates  for  commission  as 
Assistant  Surgeon  in  the  Regular  Corps  of  the 
U.  S.  Public  Health  Service  will  be  held  at  Wash- 
ington, D.  C.,  on  March  9,  1931. 

Candidates  must  be  twenty-three  years  and  not 
over  thirty-two  years  of  age.  They  must  have 
been  graduated  in  medicine  at  a reputable  medical 
college,  and  have  had  one  year’s  hospital  experience 
or  two  years’  professional  practice.  They  must 
satisfactorily  pass  oral,  written,  and  clinical  tests 
before  a board  of  medical  officers,  and  undergo  a 
thorough  physical  examination. 

H.  S.  Cumming, 
Surgeon  General. 


FIFTEENTH  ANNUAL  CLINICAL  SESSION 
OF  THE  AMERICAN  COLLEGE 
OF  PHYSICIANS. 

The  Fifteenth  Annual  Clinical  Session  of  the 
American  College  of  Physicians  will  convene  in 
Baltimore,  Maryland,  March  23-27,  and  in  Wash- 


ington, D.  C.,  March  28,  1931.  The  organization 
holds  this  session  in  Baltimore  through  the  cordial 
invitation  of  the  John  Hopkins  University  School 
of  Medicine,  the  University  of  Maryland  School  of 
Medicine,  the  Medical  and  Chirugical  Faculty  of 
the  iState  of  Maryland,  the  Baltimore  City  Medical 
Society,  and  the  further  cooperative  interest  mani- 
fested by  the  various  Baltimore  hospitals  and  civic 
societies.  Held  in  important  medical  centers,  these 
Clinical  Sessions  constitute,  perhaps,  the  most  im- 
portant postgraduate  week  in  Internal  Medicine 
each  year.  Those  who  attend  the  meeting  will  find 
ample  in  the  way  of  clinical,  laboratory  research 
and  historical  interest,  well  to  repay  them  for  the 
time  spent  in  making  the  journey.  Dr.  Sydney  R. 
Miller,  of  Baltimore,  President  of  the  American 
College  of  Physicians,  has  prepared  the  program 
for  the  General  Scientific  Sessions,  while  Dr.  Mau- 
rice C.  Pincoffs,  General  Chairman,  also  of 
Baltimore,  has  arranged  the  program  of  clinics, 
demonstrations  and  entertainment. 

As  an  added  feature  of  the  Clinical  Session  this 
year,  an  additional  day,  March  28,  will  be  spent  in 
Washington,  D.  C.,  where  a special  program  of 
clinics  and  inspection  tours  has  been  arranged 
under  the  auspices  of  the  Medical  Departments 
of  the  U.  iS.  Army,  U.  S.  Navy,  U.  S.  Public  Health 
Service  and  Georgetown  University,  with  Dr.  Wil- 
liam Gerry  Morgan  acting  as  Chairman  of  the 
Washington  Committee. 

The  entire  program  of  the  Clinical  Session  is 
characterized  by  new  subjects,  new  authors  and 
wide  geographic  representation.  It  is  significant 
that  the  Committees  have  attempted  carefully  to 
avoid  repetition  of  subjects  and  authors,  as  has  so 
often  been  the  case  in  previous  years,  not  only  on 
the  program  of  the  American  College  of  Physici- 
ans, but  on  the  program  of  a great  many  medical 
organizations.  On  the  General  Scientific  Programs 
there  will  be  forty-five  or  fifty  selected  formal 
papers.  Symposia  on  blood  diseases,  oxygen  the- 
rapy, diseases  of  the  liver,  recent  advances  in 
endocrinology  with  particular  reference  to  the 
newer  work  on  supra-renal  extracts,  myocarditis, 
and  several  other  subjects  have  been  arranged.  At 
Baltimore’s  many  modern  and  excellently  operated 
hospitals,  clinics,  ward-walks,  laboratory  demon- 
strations and  the  like  will  be  held.  Johns  Hop- 
kins Hospital  and  Medical  School,  under  Dr.  Alan 
M.  Chesney,  Dean,  and  a specially  appointed  com- 
mittee, will  place  at  the  disposal  of  the  College  all 
of  its  facilities  and  offer  a program  of  great 
interest.  Additional  hospitals,  such  as  the  Union 
Memorial  Hospital,  St.  Agnes  Hospital,  at  which 
Di'.  Joseph  C.  Bloodgood  does  so  much  of  his  work, 
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the  Municipal  Hospitals,  and  several  of  the  more 
private  institutions,  such  as  the  Howard  A.  Kelly 
Hospital,  noted  particularly  for  its  radium  activi- 
tivities,  and  the  Sheppard  and  Enoch  Pratt  Hos- 
pital, which  is  one  of  the  most  modern  dealing 
with  psychiatric  problems,  and  many  others  will 
provide  programs  of  clinics. 

Hotel  headquarters  will  be  at  the  Lord  Baltimore 
Hotel,  while  general  headquarters,  at  which  the 
registration  of  members,  commercial  exhibits  and 
all  general  sessions  will  be  held,  will  be  The  Alcazar, 
Cathedral  and  Madison  Streets,  Baltimore.  Trans- 
portation on  the  Certificate  Plan  of  reduced  fares 
will  be  available  to  all  physicians  and  dependent 
members  of  their  family  from  all  parts  of  the 
United  States  and  Canada.  Mr.  E.  R.  Loveland, 
133-135  S.  36th  Street,  Philadelphia,  is  the  Execu- 
tive Secretary  of  the  College,  and  it  is  to  him 
that  requests  for  further  information  or  programs 
should  be  addressed. 


MEETING  OF  THE  AMERICAN 
PROCTOLOGIC  SOCIETY. 

The  1931  Annual  Meeting  of  the  American  Proc- 
tologic Society  will  be  held  on  June  7,  8,  9,  at  the 
Bellevue-Stratford  Hotel  in  Philadelphia.  The 
special  feature  of  the  session  will  be  a series  of  lec- 
tures on  proctologic  subjects  by  Mr.  J.  P.  Lockhart 
Mummery,  Chief  Surgeon  of  St.  Marks  Hospital 
in  London  and  an  Honorary  Fellow  of  the  Society. 
Drs.  Collier  Martin  and  W.  O.  Hermance  of  Phila- 
delphia are  in  charge  of  local  arrangements. 

Fellows  of  the  A.  M.  A.  interested  in  proctology 
and  not  associated  with  any  medical  group  admit- 
ting non-members  of  the  A.  M.  A.  are  privileged 
to  attend  the  scientific  session  of  the  American 
Proctologic  Society  and  may  obtain  details  by 
application  to  the  iSecretary-Treasurer,  Dr.  Curtice 
Rosser,  710  Medical  Arts  Building,  Dallas. 


UNITED  STATES  CIVIL  SERVICE 
COMMISSION. 

The  United  States  Civil  Service  Commission 
states  that  it  is  in  need  of  eligibles  to  fill  the  follow- 
ing medical  officer  positions: 

Acting  Assistant  Surgeon,  United  States  Public 
Health  Service,  Galveston,  Texas,  $3,800  a year. 

Acting  Assistant  Surgeon  qualified  in  trachoma 
work,  United  States  Public  Health  (Service,  Ellis 
Island,  N.  Y.,  $3,000  a year. 

Acting  Assistant  Surgeon  for  work  in  pathology, 
United  States  Public  Health  Service,  Ellis  Island, 
N.  Y.,  $3,600  a year. 


Medical  Officer  qualified  in  neuropsychiatry,  Vet- 
erans’ Bureau,  San  Francisco,  Calif.,  $3,800  a 
year. 

Full  information  may  be  obtained  by  addressing 
the  United  States  Civil  Service  Commission,  Wash- 
ington, D.  C. 

EXAMINATION  FOR  JUNIOR  MEDICAL 
OFFICER  (INTERNE). 

Applications  for  junior  medical  officer  (interne) 
must  be  on  file  with  the  Manager  of  the  Fourth 
U.  S.  Civil  Service  District,  Washington,  D.  C., 
not  later  than  February  14,  1931. 

The  entrance  salary  is  $2,000  a year. 

This  examination  is  to  fill  vacancies  in  Saint 
Elizabeth’s  Hospital,  Washington,  D.  C. 

Competitors  will  not  be  required  to  report  for 
examination  at  any  place,  but  will  be  rated  on  their 
education,  training,  and  experience. 

SENIOR  MEDICAL  TECHNICIAN  (Roentgen- 
ology) COLORED  ELIGIBLES  WANTED 
FOR  VETERANS’  HOSPITAL, 
TUSKEGEE,  ALA. 

Applications  for  senior  medical  technician  (roent- 
genology) must  be  on  file  with  the  U.  S.  Civil 
Service  Commission  at  Washington,  D.  C.,  not  later 
than  January  28,  1931. 

The  entrance  salary  is  $2,000  a year. 

This  examination  is  primarily  to  fill  vacancies 
at  the  Veterans’  Hospital,  Tuskegee,  Ala.  This 
hospital  is  for  colored  patients  and  is  staffed 
entirely  by  colored  workers.  It  is  desired  that 
colored  eligibles  be  certified  for  the  vacancies  for 
which  this  examination  is  held. 

ASSOCIATE  MEDICAL  OFFICER  (Female). 

Applications  for  Associate  Medical  Officer 
(female)  will  be  rated  as  received  by  the  United 
States  Civil  Service  Commission  at  Washington, 
D.  C.,  until  January  28,  1931. 

This  examination  is  to  fill  a vacancy  in  the  posi- 
tion of  Acting  Assistant  Surgeon  (female)  in  the 
Public  Health  Service,  Washington,  D.  C.,  at  the 
entrance  salary  of  $3,200  a year. 


DALLAS  CLINICAL  CONFERENCE. 

The  third  Annual  Spring  Clinical  Conference  of 
the  Dallas  Southern  Clinical  Society  will  be  held 
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in  Dallas  during-  the  week  of  March  30.  Invita- 
tions to  attend  are  being  sent  to  all  orthodox  phy- 
sicians of  the  Southern  States  and  Mexico.  The  pro- 
gram for  the  week  is  built  around  the  lectures  and 
hospital  demonstrations  of  seventeen  guest  lec- 
turersr,  among  whom  are  Drs.  Walter  C.  Alvarez  of 
Rochester,  Minnesota;  Louis  J.  Hirschman  of 
Detroit;  Morris  Fishbein,  Russell  Wilder,  C.  G. 
Grulee,  L.  J.  Pollock,  A.  A.  Hayden  and  W.  A. 
Pusey  of  Chicago;  Drs.  Chevalier  Jackson  and 
H.  K.  Pancoast  of  Philadelphia;  Dean  Lewis  of 
Baltimore;  Jeff  Miller  of  New  Orleans,  and  others. 
Ninety-six  hours  of  organized  post-graduate  work 
is  being  offered  by  local  men  in  addition  to  the  gen- 
eral assemblies  and  hospital  clinics.  The  Baker 
Hotel  is  headquarters  for  registration  and  all 
assemblies. 


AMERICAN  ASSOCIATION  FOR  THE 
STUDY  OF  GOITER. 

The  American  Association  for  the  'Study  of 
Goiter  again  offers  an  award  of  three  hundred 
dollars  ($300.00)  for  the  best  essay  based  upon 
original  research  work  on  any  phase  of  goiter  pre- 
sented at  their  annual  meeting  in  Kansas  City, 
Mo.,  April  7,  8,  and  9,  1931.  It  is  hoped  this  offer 
will  stimulate  valuable  research  work,  especially 
in  regard  to  the  basic  cause  of  goiter. 

Competing  manuscripts  must  be  in  the  hands  of 
Corresponding  Secretary  J.  R.  Yung,  M.  D.,  Terre 
Haute,  not  later  than  April  1,  1931,  to  permit  the 
award  committee  sufficient  time  to  examine  all 
data.  Manuscripts  arriving  after  this  date  will 
be  held  for  the  next  year  or  returned  at  the  author’s 
request. 

First  award  of  the  1930  annual  meeting  held  in 
Seattle  was  given  Dr.  William  F.  Rienhoff,  Jr.,  of 
Johns  Hopkins  University,  Baltimore.  Drs.  O.  P. 
Kimball  of  Cleveland,  O.;  E.  P.  and  D.  R.  McCul- 
lagh,  Cleveland  Clinic  Foundation,  Cleveland,  O., 
Robert  P.  Ball  of  the  University  of  Louisville, 
received  honorable  mention. 


SOCIETY  FOR  PREVENTION  OF  BLINDNESS. 

Elihu  Root  has  been  elected  Honorary  President 
of  the  National  Society  for  the  Prevention  of  Blind- 
ness, it  was  announced  here  by  Lewis  H.  Carris, 
Managing  Director  of  the  National  Society  for  the 
Prevention  of  Blindness.  The  post  was  made 


vacant  by  the  death  of  the  late  William  Howard 
Taft,  who  had  been  Honorary  President  from  the 
beginning  of  the  Society  in  1915  until  his  death  last 
March. 

The  publication,  beginning  next  month,  of  a quar- 
terly magazine,  THE  SIGHT-SAVING  REVIEW, 
devoted  to  all  aspects  of  prevention  of  blindness 
and  conservation  of  vision,  was  also  announced 
by  Mr.  Carris.  “The  new  journal,”  he  said,  “is 
designed  to  meet  the  needs  of  state  and  local  pre- 
vention of  blindness  workers,  educators,  illuminat- 
ing engineers,  school  physicians  and  nurses,  safety 
engineers,  public  health  administrators,  industrial 
physicians  and  nurses,  sight-saving  class  teachers 
and  supervisors,  ophthalmologists,  and  anyone  in- 
terested in  the  sociologic  phases  of  saving  sight.” 


WEEKLY  HEALTH  INDEX. 

During  the  week  December  20,  the  Bureau  of 
Census,  Division  of  Vital  Statistics  of  the  Depart- 
ment of  Commerce,  reports  that  the  death  rate  of 
New  Orleans  was  17.0,  total  deaths  being  149,  99 
of  whom  were  white  and  50  colored.  In  the  cor- 
responding week  of  1929  there  were  161  deaths, 
with  a death  rate  of  18.6.  In  the  week  of  December 
27,  the  death  rate  rose  markedly,  going  up  to  21.3 
with  187  deaths.  Christmas  week  seems  to  be  hard 
on  the  health  of  the  inhabitants  of  New  Orleans. 
In  the  previous  year,  corresponding  week  there 
were  204  deaths,  with  a rate  of  23.6.  The  week  of 
January  3 showed  a still  rising  death  rate,  there 
being  205  deaths,  120  of  whom  were  in  the  white 
and  85  in  the  colored,  giving  a death  rate  of  22.9. 
During  the  corresponding  week  of  1930  the  death 
rate  was  21.6.  For  the  week  ending  January  10, 
the  death  rate  was  21.7,  there  being  195  deaths  of 
whom  119  were  in  the  white  race  and  17  were  chil- 
dren below  the  age  of  one  year.  During  the  corre- 
sponding week  of  1930  there  were  133  deaths,  with 
a death  rate  of  19.6. 

We  are  in  receipt  of  a notice  from  the  Public 
Health  Service  at  New  Orleans  for  the  week  end- 
ing January  10,  1931.  During  this  week  there 
were  reported  in  the  State  of  Louisiana  25  cases 
of  cancer;  5 cases  cerebrospinal  meningitis;  46  of 
diphtheria;  138  of  influenza;  12  cases  of  malaria; 
79  of  pneumonia;  50  of  pulmonary  tuberculosis;  8 
of  scarlet  fever;  38  of  syphilis;  14  of  typhoid  fever 
and  14  of  whooping  cough.  These  diseases  repre- 
sent the  most  numerous  of  reportable  diseases. 
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FROM  OUR  PRESIDENT. 

ELIGIBILITY. 

There  seems  to  be  considerable  doubt  in  the 
minds  of  some  of  the  County  Society  officers  as  to 
what  constitutes  eligibility.  Frequently,  when 
a decision  is  to  be  made,  they  dodge  the  issue. 
Even  so  eminent  an  authority  as  the  chairman  of 
the  Council,  when  acting  in  the  humbler  but  no 
less  necessary  position  of  county  secretary,  does 
not  cut  square  to  the  line.  He  confuses  eligibility 
with  desirability,  which  has  an  entirely  different 
meaning.  To  illustrate:  In  his  early  days  this 
eminent  gentleman  was  a well-recognized  philan- 
derer. No  one  w as  so  popular  as  he  among  the 
ladies  who  attended  our  meetings.  Many  of  them 
were  unmarried  and  all  of  these  were  entirely 
eligible.  Some  of  them  were  medicos.  But  ap- 
parently Dan  did  not  find  any  whom  he  considered 
desirable  until  he  met  Maud. 

Desirable  means  “agreeable,  pleasing”;  eligible 
merely  “fit  to  be  chosen.”  In  passing  on  applicants 
for  membership,  eligibility  and  not  desirability  is 
the  point  in  question. 

The  By-Laws  tell  us  that  every  reputable,  white, 
legally  registered  practitioner  of  non-sectarian 
medicine  is  eligible.  Again  we  turn  to  the  dic- 
tionary: reputable  means  respectable.  Respect- 
able means  of  good  character,  and  one’s  character 
is  based  on  one’s  distinctive  qualities.  To  be  reput- 
able, then,  means  that  the  member  shall  be  a de- 
cent citizen. 

The  point  was  recently  raised  whether  a man 
who  was  generally  pretty  well  known  to  be  an 
abortionist  or  a dope-peddler,  but  who  covered  his 
tracks  so  skillfully  that  he  could  not  be  convicted, 
should  be  considered  reputable.  Distinctly  not. 
Reputability  is  based  on  reputation  and  while  one’s 
reputation  may  be  marred  by  a conviction  in  court 
— or  a bad  reputation  may  be  whitewashed  in 
passing  through  a court — it  can.  never  be  entirely 
changed  by  either  of  these  procedures,  because 
reputation  is  judged  by  public  opinion. 

We  trust  that  we  have  made  this  point  suffi- 
ciently clear,  and  that  when  a 100  per  cent  mem- 
bership is  discussed,  it  will  be  taken  as  intended: 
“white,  reputable,  legally  registered.” 

E.  F.  Howard,  M.  D. 


CENTRAL  MEDICAL  SOCIETY. 

At  the  December  meeting  of  the  Central  Medi- 
cal Society  the  following  officers  were  elected: 
President,  Dr.  C.  L.  Green,  Utica;  Vice-Presidents, 
for  Hinds  County,  Dr.  A.  G.  Wilde,  Jackson;  for 


Rankin  County,  Dr.  W.  H Watson,  Pelahatchie; 
for  Madison  County,  Dr.  R.  W.  Smith,  Canton;  for 
Simpson  County,  Dr.  S.  L.  Knight,  Mendenhall; 
for  Yazoo  County,  Dr.  W.  D.  McCalip,  Yazoo  City; 
Secretary,  Dr.  W.  L.  Hughes,  Jackson  (re-elected). 

Delegates  to  State  Association:  Hinds  County, 
Dr.  H.  F.  Garrison;  Alternate,  Dr.  N.  C.  Womack; 
Rankin  County,  Dr.  J.  B.  Ainsworth;  Alternate, 
Dr.  H.  N.  Holyfield;  Madison  County,  Dr.  J.  B. 
Howell;  Alternate,  Dr.  A.  P.  Durfey;  Simpson 
County,  Dr.  E.  L.  Walker;  Alternate,  Dr.  E.  A. 
Kennedy;  Yazoo  County,  Dr.  Gilruth  Darrington; 
Alternate,  Dr.  C.  M.  Coker. 

Medico-legal  Committee:  Hinds  County,  Dr.  J. 
P.  Wall;  Rankin  County,  Dr.  W.  H.  Watson;  Madi- 
son County,  Dr.  O.  R.  Fore;  Yazoo  County,  Dr. 
John  Darrington. 

The  President  has  appointed  the  following  com- 
mittee to  prepare  for  the  Mississippi  State  Medical 
Association  in  Jackson,  next  May;  Dr.  A.  G.  Wilde, 
Arrangements;  Dr.  N.  C.  Womack,  Finance;  Dr. 
Willis  Walley,  Hospitals  and  Clinics;  Dr.  A.  E. 
Gordin,  Entertainment;  Dr.  H.  F.  Garrison,  Recep- 
tion. 


HOMOCHITTO  VALLEY  MEDICAL  SOCIETY. 

Dr.  W.  K.  Stowers,  Natchez,  Secretary,  reports 
that  the  regular  quarterly  meeting  of  the  Homo- 
chitto  Valley  Medical  Society  was  held  at  Natchez 
on  Jan.  8 at  two  p.  m.  After  an  enjoyable  lunch- 
eon, the  guest  for  the  occasion,  Dr.  Robin  Harris, 
Jackson,  delivered  a very  instructive  address  on 
“A  Comment  on  Foreign  Bodies  in  the  Food  and 
Air  Passages,”  which  was  illustrated  with  lantern 
slides. 

The  Society  had  the  misfortune  of  losing  dur- 
ing the  first  week  of  January  two  of  its  Louisiana 
friends  and  neighbors,  Dr.  T.  J.  Smith,  Jonesville, 
and  Dr.  Truman  Reeves,  Ferriday,  who  died  at 
Natchez  on  Jan.  7 and  Jan.  9,  respectively. 


VICKSBURG  HOSPITAL. 

Dr.  E.  H.  Jones,  Secretary,  reports  that  the  reg- 
ular monthly  meeting  of  the  staff  of  the  Vicks- 
burg Hospital  was  held  on  Dec.  11,  the  President, 
Dr.  W.  H.  Parsons,  presiding,  and  Drs.  I.  C.  Knox, 
G.  P.  Sanderson,  E.  H.  Jones,  and  H.  W.  Weimar 
being  present. 

After  the  reading  and  adoption  of  the  minutes 
of  the  preceding  meeting  and  an  analysis  of  the 
work  done  in  the  hospital  during  the  month  prev- 
ious, the  following  scientific  program  was  present- 
ed with  some  discussion: 
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1.  Laceration  of  the  Cervix  Uteri. — Dr.  I.  C. 
Knox. 

2.  Preliminary  report  of  two  Interesting  Cases 
— Dr.  E.  H.  Jones. 

The  meeting  closed  with  a lunch. 


MISSISSIPPI  STATE  BOARD  OF  HEALTH. 

Mississippi  has  been  selected  by  the  Common- 
wealth Fund  of  New  York  for  financial  co-opera- 
tion in  promoting  health  work.  Under  the  provi- 
sions of  the  policy  of  this  Fund,  two  full-time 
health  departments  will  be  established  in  Missis- 
sippi and  a field  unit  will  also  be  established  to 
work  out  of  the  central  offices  of  the  State  Board 
of  Health. 

Mississippi  is  the  third  state  to  be  selected  by 
the  Fund  for  co-operation  in  health  work.  Ten- 
nessee having  been  chosen  several  years  ago  and 
Massachusetts  having  been  chosen  in  1930. 

Dr.  William  J.  French,  Director  of  the  Public 
Health  Division  of  the  Commonwealth  Fund,  and 
his  assistant,  Miss  Theresa  Kraka,  spent  several 
days  with  Dr.  Underwood  beginning  early  in  Janu- 
ary, conferring  relative  to  the  selection  of  the 
counties  to  receive  this  financial  aid,  also  visiting 
the  counties  which  are  applicants  for  the  aid. 

For  the  month  of  November,  1930,  the  Bureau 
of  Communicable  Diseases  reported  Typhoid  Fev- 
er, 137;  Small-pox,  12;  Diptheria,  326.  ALL 
PREVENTABLE  DISEASES.  Are  the  physicians 
of  Mississippi  doing  their  duty  by  their  patients 
and  communities?  There  were  eight  cases  of 
cerebro-spinal  meningitis.  We  are  told  by  those 
who  are  in  a position  to  know,  that  following  the 
increase  in  meningitis  of  last  year,  it  would  not  be 
unusual  to  have  still  further  cases  during  the  pres- 
ent winter.  It  behooves  every  doctor  to  be  on  the 
lookout  for  this  disease  in  order  that  patients  may 
have  the  greatest  possible  chance  of  recovery 
through  early  diagnosis  and  treatment.  Reports 
show  385  cases  of  pellagra  and  193  cases  of 
tuberculosis  for  the  month  of  November. 

Realizing  the  real  danger  of  the  spread  of  vari- 
ous infections  through  the  medium  of  unsterilized 
glasses  and  eating  utensils,  the  State  Board  of 
Health  on  Dec.  11,  amended  the  regulations  relat- 
ing to  soda  fountains  and  drink  stands.  By  this 
amendment,  which  will  be  in  effect  beginning  March 
11,  1931,  all  drinks  including  water,  are  to  be 
served  in  individual  paper  cups  or  sterilized  glasses 
and  cups.  Ice  cream,  sundaes,  etc.,  are  to  be 
served  in  paper  cups,  paper  dishes,  cones  or  steri- 
lized dishes.  Every  physician  will  readily  see  the 
wisdom  of  this  regulation  and  should  lend  his 
co-operation  in  seeing  that  it  is  enforced. 


SOUTHWEST  TUBERCULOSIS  CONFERENCE 
and 

MISSISSIPPI  VETERINARY  MEDICAL 
ASSOCIATION. 

The  Southwest  Tuberculosis  Conference  and  Mis- 
sissippi Veterinary  Medical  Association  held  a two- 
day  meeting  at  the  Edwards  Hotel,  Jackson,  on 
January  21  and  22.  The  program  as  announced 
by  the  State  Live  Stock  Sanitary  Board  was  as 
follows : 

January  21 — Nine  A.  M. 

Greetings — Governor  Theo.  G.  Bilbo;  Mayor 
Walter  A.  Scott,  Jackson. 

Response — Dr.  F.  J.  Underwood,  Executive  Offi- 
cer, Mississippi  State  Board  of  Health. 

President’s  Address — Dr.  Henry  Boswell,  Super- 
intendent, Mississippi  Tuberculosis  Sanitorium. 

Function  of  Livestock  Sanitary  Officials  in 
Tuberculosis  Control  Eradication. — Dr.  C.  A.  Cary, 
State  Veterinarian  of  Alabama. 

Economic  Importance  of  Eradicating  Tubercu- 
losis.—Dr.  William  Moore,  State  Veterinarian  of 
North  Carolina.  Discussed  by  Dr.  N.  F.  Williams, 
State  Veterinarian  of  Texas. 

Annual  Meeting  and  Luncheon  of  the  Mississippi 
Veterinary  Medical  Association  at  Hotel  Edwards. 

January  21 — Two  P.  M. 

Methods  of  Tuberculosis  Control  in  School  Chil- 
dren.— Dr.  May  F.  Jones,  Laurel. 

A Tuberculosis-Free  Milk  Supply. — Dr.  N.  M. 
Parker,  Director,  Meat  and  Milk  Inspection,  Mis- 
sissippi State  Board  of  Health. 

Relation  of  Bovine  Tuberculosis  to  Human. — 
Dr.  Henry  Boswell. 

Relations  to  M.  D.’s  to  Veterinarians. — Dr.  J.  R. 
Ricks,  Epidemiologist,  Mississippi  State  Board  of 
Health. 

Banquet  at  Six  P.  M.,  Banquet  Hall,  Hotel 
Edwards. 

January  22 — Nine  A.  M. 

Area  Tuberculosis  Eradication  in  the  United 
States. — Dr.  Elmer  Lash,  Assistant  Chief,  Tuber- 
culosis Eradication  Division,  Washington,  D.  C. 

Accredited  Area  Work  in  Arkansas. — Dr.  J.  H. 
Bux,  State  Veterinarian  of  Arkansas. 

Address. — Professor  W.  F.  Bond,  Superintendent 
of  Education  of  Mississippi. 
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Rabies  and  Its  Relation  to  the  Human  Practi- 
tioner.— Dr.  F.  F.  Brown,  Crystal  Springs. 

Conference  Plans  and  Invitation  for  1931  Meet- 
ings.— Dr.  E.  P.  Flowers,  State  Veterinarian  of 
Louisiana. 

Two  P.  M. — Dr.  C.  B.  Cain,  Presiding. 

Business  Meeting  of  the  Mississippi  Veterinary 
Medical  Association. 

General  Business  Relations  of  the  Veterinarian 
to  the  Farmer. — Dr.  B.  E.  Green,  Hattiesburg. 

Accomplishments  of  the  Mississippi  State  Live 
Stock  Sanitary  Board  and  Its  Plans  for  the  Future. 
— Hon.  J.  C.  Holton,  Chairman  of  the  Board  and 
Commissioner  of  Agriculture,  and  Dr.  G.  B.  Brad- 
shaw, Secretary  of  the  Board  and  State  Veterin- 
arian of  Mississippi. 

The  officers  of  the  Southwestern  Tuberculosis 
Conference  were  Henry  Boswell,  President;  W.  F. 
Bond,  Vice-President,  and  G.  B.  Bradshaw,  Secre- 
tary. The  Program  Committee  consisted  of  Drs. 
F.  J.  Underwood,  H.  R.  Shands,  and  G.  B.  Brad- 
shaw. The  Committee  on  Local  Arrangements 
consisted  of  Drs.  E.  S.  Brashier,  R.  W.  Hall,  and 
Noel  Womack. 

The  officers  of  the  Mississippi  Veterinary  Medi- 
cal Associatio  were  C.  B.  Cain,  President;  R.  H. 
Stewart,  Secretary.  The  Committee  on  Local 
Arrangements  consisted  of  E.  S.  Brashier,  J.  A. 
Beavers,  and  G.  B.  Bradshaw.  The  Committee  on 
Programs  consisted  of  0.  M.  Norton,  E.  M.  Aider- 
man,  and  D.  M.  Williams. 


KING’S  DAUGHTERS’  HOSPITAL. 

At  a recent  meeting  of  the  Staff  of  the  King’s 
Daughters’  Hospital,  Greenville,  Dr.  H.  A.  Gamble 
read  a paper  and  cited  cases  on  the  care  of  the 
abdominal  wall  in  cases  of  suppurative  appendicitis, 
showing  that  a big  percentage  of  deaths  in  these 
cases  was  due  not  to  peritonitis,  but  to  burrowing 
infections  of  the  wall  and  usually  external  to  the 
fasciae.  His  preventive  treatment  is  to  close  only 
the  peritoneum  and  fasciae,  pack  the  wound  with 
some  form  of  antiseptic  gauze,  and  allow  to  heal 
by  granulation  or  bring  it  together  later  after  the 
time  of  infection  spread  has  passed. 

Dr.  T.  B.  Lewis  read  a paper  on  pneumonia, 
stressing  the  points  that  a true  diagnosis  has  been 
more  unsatisfactory  since  the  advent  of  influenza. 


SECOND  COUNCILOR  DISTRICT. 

Dr.  L.  L.  Minor,  Councilor,  Second  District, 
writes  as  follows: 

“The  DeSoto  County  Medical  Society  held  an 
interesting  meeting  on  Jan.  5.  Dr.  Charles  Whit- 
ley Emerson,  Hernando,  was  re-elected  President; 
Dr.  A.  J.  Weissinger,  Hernando,  Vice-President; 
Dr.  L.  L.  Minor,  Route  4,  Memphis,  Tenn.,  Secre- 
tary-Treasurer (re-elected) ; Dr.  A.  V.  Richmond, 
Lake  Cormorant,  member  of  the  Board  of  Censors 
for  three  years;  and  Drs.  A.  L.  Emerson,  Minor 
and  Weissinger,  members  of  the  Medico-Legal 
Committee. 

“The  Second  Council  District  is  progressing. 
The  North  Mississippi  Six  Counties  and  the  Panola 
County  Medical  Societies  have  surrendered  their 
charters  and  a new  charter  has  been  issued  to  the 
North  Mississippi  Medical  Society  which  embraces 
the  following  counties:  Benton,  Lafayette,  Mar- 

shall, Panola,  Tippah,  Winona  and  Yalobusha. 
Officers  of  the  new  Society  for  1931  have  been 
elected  as  follows:  President,  Dr.  R.  G.  Grant, 

Holly  Springs;  Secretary-Treasurer,  Dr.  A.  H. 
Little,  Oxford.  This  Society  promises  to  be  one 
best  in  the  State. 

“Tate  County  Medical  Society’s  Secretary,  Dr. 
J.  Sidney  Eason,  has  been  in  bad  health.  We  hope 
for  Dr.  Eason  an  early  and  complete  recovery  and 
for  the  Society  a fine  record.  In  1930,  every  phy- 
sician in  the  county  was  a member  of  his  local 
medical  society. 

“DeSoto  County  Medical  Society  has  a fine  lot  of 
members  in  it.  One  hundred  per  cent  of  the  physici- 
ans of  that  county  are  members  of  the  society. 

“I  think  that  the  New  Orleans  Medical  and  Sur- 
gical Journal  in  itself  is  worth  the  price  we  pay 
for  membership  in  our  Association.  There  is  no 
journal  I think  that  serves  its  purpose  better  than 
the  above  one.  Receiving  this  journal  is,  however 
only  one  of  several  good  reasons  why  every  Mis- 
sissippi physician  should  be  a member  of  his  local 
medical  society.” 


WILLIAM  JACKSON  GRADY. 

The  death  of  Dr.  William  J.  Grady,  of  Stephen- 
son, Mississippi,  deprived  the  Homochitto  Valley 
Medical  Society  of  one  of  its  active  members. 

Moving  into  the  jurisdiction  of  our  Society  only 
a few  years  ago  from  Tupelo,  Miss.,  it  was  not 
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long  before  he  was  known  to  his  confreres  as  a 
gentleman,  a trustworthy  friend,  and  a physician 
well  versed  in  the  art  and  science  of  medicine. 

Dr.  Grady  was  a graduate  of  the  Memphis  Hos- 
pital Medical  College,  class  of  1900.  He  had  prac- 
ticed at  Tupelo  but  because  of  his  health  had  re- 
tired from  practice  and  engaged  in  business  for 
many  years.  Later  he  resumed  the  practice  of 
medicine  at  Stephensnn,  Wilkinson  County,  Miss. 

BE  IT  RESOLVED  that  the  Homochitto  Valley 
Medical  Society  make  known  its  sympathy  to  the 
bereaved  family  and  that  these  resolutions  be 
spread  on  the  minutes  of  the  Society  and  that  they 
be  punished  in  the  New  Orleans  Medical  and  Sur- 
gical Journal. 

R.  D.  Sessions, 

L.  S.  Gaudet, 

J.  S.  Ullman,  Chairman. 

January  8,  1931. 


J.  W.  UNGER. 

Dr.  A.  K.  Naugle,  West  Point,  reports  the  death 
of  Dr.  J.  W.  Unger  of  West  Point,  on  Saturday 
morning,  Jan.  3.  Dr.  Unger  was  one  of  the  oldest 
practicing  physicians  in  the  State,  having  opened 
his  office  in  1873.  He  was  in  his  eightieth  year  of 
age  at  the  time  of  his  death.  After  57  years  of 
active  practice,  he  refused  to  retire  from  the  work 
he  loved  and  to  which  he  devoted  his  life,  and  main- 
tained regular  hours  at  his  office  until  a few  weeks 
before  his  death. 

Dr.  Unger  moved  to  West  Point  in  1881  and 
was  married  Jan.  18,  1900,  to  Miss  Florence  Mc- 
Millian  at  Louisville.  He  has  been  active  in  church 
and  civic  affairs  and  was  a citizen  held  in  universal 
esteem. 

Dr.  Unger  was  graduated  in  1875  with  the  degree 
of  Doctor  of  Medicine  by  Louisville  Medical  Col- 
lege. The  same  year  the  old  Kentucky  School  of 
Medicine  conferred  upon  him  the  ad  enndem  degree. 
A supplemental  degree  of  M.  D.  was  conferred  up- 
on him  by  the  Bellevue  Hospital  School  of  Medicine 
in  1882.  He  took  post-graduate  courses  and  was 
granted  certificates  by  the  New  Orleans  Polyclinic 
in  1888,  New  York  Post-graduate  in  1898,  the  Chi- 
cago Eye,  Ear,  Nose  and  Throat  Hospital  in  1898, 
and  the  Cincinnati  Post-Graduate  School  of  Physi- 
ological Therapeutics  in  1904.  The  last  mentioned 


institution  conferred  upon  him  the  honorary  degree 
of  Bachelor  of  Physiotherapy  in  1905. 

Dr.  Unger  is  survived  by  his  wife,  and  by  two 
sons  and  a daughter,  Anell  and  J.  W.  and  Mrs. 
Dan  Davidson. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  Staff  of  the 
Vicksburg  Sanitarium  was  held  on  Jan.  10.  After 
a business  session,  reports  from  the  records  depart- 
ment, and  analysis  of  the  work  of  the  hospital  for 
the  month  of  December,  the  following  reports  of 
interesting  cases  were  presented: 

Diverticulitis  of  the  Recto-Sigmoid. — Dr.  G.  M. 
Street. 

Acute  Intestinal  Obstruction. — Dr.  A.  Street. 

Pregnancy  Complicated  by  Acute  Thyroidism. — 
Dr.  J.  A.  K.  Birchett,  Jr. 

Congenital  Syphilis  with  Parrot’s  Pseudo-Paraly- 
sis.— Dr.  G.  G.  Jarratt. 

The  following  selected  radiographic  studies  were 
shown:  Enlarged  thymus  (2  cases);  pneumonia 

(3  cases);  suppurative  pleurisy;  carcinoma  of  the 
mediastinum,  metastatic;  arthritis  of  knees;  patha- 
logocal  (syphilitic)  fracture  of  the  humerus; 
osteomyelitis  of  the  rib;  dislocation  of  the  shoulder 
joint;  fracture  of  both  bones  of  the  leg;  maxillary 
sinusitis  (3  cases). 

Dr.  G.  C.  Jarratt,  President,  presided. 


TRI-STATE  MEDICAL  ASSOCIATION. 

Dr.  A.  G.  Payne,  Greenville,  President-elect  of 
the  TriiState  Medical  Association  of  Mississippi, 
Arkansas,  and  Tennessee,  is  urging  a large  repre- 
sentation of  physicians  of  Mississippi  at  the  meet- 
ing of  the  Association  to  be  held  at  Memphis  Feb- 
ruary 17  to  20,  1931.  The  list  of  speakers  for  this 
meeting  include  some  of  the  foremost  men  of  the 
country  in  the  various  branches  of  medicine  and 
surgery,  and  will  serve  to  present  an  excellent 
course  in  post-graduate  instruction. 

The  meeting  will  be  held  at  the  Hotel  Peabody 
and  Dr.  A.  F.  Cooper,  Secretary-Treasurer,  Bank 
of  Commerce  Building,  Memphis,  will  be  glad  to 
make  reservations  for  all  who  wish  them. 

The  meeting  will  be  well  worth  your  while. 
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ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

The  meeting  of  the  Issaquena-^Sharkey-Warren 
Counties  Medical  Society  for  the  year  of  1931  was 
held  at  Vicksburg  on  January  13. 

The  program  was  devoted  to  a discussion  of  “The 
Business  Affairs  of  the  Profession.”  The  discus- 
sions were  opened  by  Dr.  J.  B.  Benton,  Valley  Park; 
Dr.  W.  C.  Pool,  Cary;  and  Dr.  D.  A.  Pettie,  Vicks- 
burg. Others  taking  part  in  the  discussions  were 
Drs.  S.  W.  Johnston,  Vicksburg;  E.  H.  Jones, 
Vicksburg,  and  G.  M.  Street,  Vicksburg. 

It  was  voted  to  instruct  the  Secretary  to  publish 
the  attendance  record  of  each  member  of  the 
Society  for  the  year  1930. 

President  Benton  announced  the  membership  of 
the  Committee  on  Public  Health  and  Legislation 
as  Drs.  F.  M.  Smith,  Vicksburg;  W.  C.  Pool,  Cary, 
and  S.  W.  Johnston,  Vicksburg. 

The  Secretary  made  his  report  for  the  year  of 
1930  as  follows: 

Membership: — Issaquena  County,  three;  Shar- 
key County,  nine;  Warren  County,  26;  Claiborne 
County,  one ; Life,  two ; Honorary,  three. — Total  44. 

Meetings: — Regular,  11;  Special,  two. — Total  13. 

No  meeting  was  held  in  May  because  of  the 
meeting  of  the  Mississippi  State  Medical  Associa- 
tion in  Vicksburg.  Two  joint  meetings  were  held 
with  the  Fifth  District  Medical  Society,  one  in 
Monroe  in  June;  one  in  Vicksburg  in  December. 

Attendance  at  Regular  Meetings: — Members,  191 
— average  per  meeting,  17.4  (39.S  per  cent) ; 

Visitors,  109 — average,  9.9;  total  attendance,  300 
— average,  27.3. 

Presenting  Papers  or  Discussions: — Members, 
16  (36  per  cent) ; Visitors,  seven. 

The  next  meeting  of  the  society  will  be  held  on 
Feb.  10. 


CENTRAL  MEDICAL  SOCIETY. 

The  following  is  the  announcement  of  the  last 
meeting  of  the  Central  Medical  Society  as  sent 
out  by  Dr.  W.  L.  Hughes,  Secretary: 

“The  January  meeting  of  the  Central  Medical 
Society  will  be  held  at  the  Edwards  Hotel,  Jackson, 
Tuesday  night,  Jan.  20,  at  7:30  P.  M.  Dr.  P. 
L.  Mull,  Dean  of  the  University  Medical  School 


will  be  the  guest  of  the  society  and  tell  us  some- 
thing about  the  present  condition  of  our  Medical 
■School.  This  being  the  first  meeting  of  the 
society  under  Dr.  Green  there  will  be  several 
important  announcements  as  to  the  various  com- 
mittees of  the  local  society  and  for  the  State  Associ- 
ation meeting  in  May. 

“Scientific  Prigram: 

1.  Dr.  P.  L.  Mull,  Dean  of  University  of  Missis- 
sippi Medical  School. 

2.  Tularemia,  with  Case  Reports. — Dr.  Smythe 
Howard. 

3.  Chronic  Blepharitis  of  Unusual  Origin. — Dr. 
A.  G.  Wilde. 

“Business  session. 

“Adjournment. 

“Remember  that  this  is  the  last  opportunity  to 
pay  dues  to  avoid  delinquency.  If  you  have  not 
paid  up  send  in  your  check  at  once  as  they  must 
be  in  the  hands  of  the  State  Secretary  by  February 
1st.” 


UNIVERSITY  OF  MISSISSIPPI  MEDICAL 
SCHOOL. 

The  University  of  Mississippi  Medical  School  has 
maintained  its  Class-A  rating  throughout  the 
years  because  of  the  excellent  scholarship  of  its 
students.  The  political  upheaval  of  last  summer 
was  directly  responsible  for  the  investigation  made 
by  the  Association  of  American  Medical  Colleges 
in  September. 

At  the  meeting  of  the  Association  of  American 
Medical  Colleges  in  Denver,  Colorado,  in  October, 
the  school  was  placed  on  probation  for  one  year, 
as  stated  by  the  Executive  Council  of  that  associa- 
tion “to  help  this  school.”  The  Council  on  Medi- 
cal Education  and  Hospitals  at  its  meeting  in 
Washington,  D.  C.,  in  October  thought  best  to 
withhold  the  Class-A  rating  of  the  University  of 
Mississippi  Medical  School  pending  a visit  of  inves- 
tigation by  authorized  representative.  In  the 
meantime,  the  work  done  in  the  school  is  given 
the  same  credit  as  before.  If  the  medical  school 
makes  the  changes  for  the  better  which  have  been 
recommended,  and,  if  the  other  departments  of 
the  University  of  Mississippi  are  able  to  maintain 
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their  Class-A  rating,  then  the  medical  school  will 
come  out  of  probation  at  the  close  of  this  school 
year  and  can  go  on  as  a Class-A  School. 

The  changes  recommended  by  the  Association 
of  American  Medical  Colleges  are  as  follows:' 

(1)  A medical  library  in  the  Medical  Building 
with  an  all-time  librarian  in  charge. 

(2)  An  all-time  assistant  in  anatomy  and  his- 
tology. 

(3)  The  Dean  is  to  visit  medical  societies 
throughout  the  State  and  bring  the  school  into 
closer  contact  with  the  practicing  physicians. 

(4)  A clinic  for  students  of  both  years  of  the 
two-year  course  in  medicine. 

(5)  Curtailment  of  required  hours,  allowing 
more  time  for  elective  work. 

(6)  Co-operation  with  the  Graduate  School. 

(7)  The  departments  in  the  Medical  School  to 
be  open  to  qualified  practicing  physicians  of  Mis- 
sissippi, who  wish  to  do  special  work  in  any  pre- 
clinical  subject. 

(5)  An  all-time  assistant  in  pathology. 

The  Association  of  American  Medical  Colleges 
did  not  feel  that  we  need  a new  building,  for  the 
present,  or  that  it  is  necessary  to  move  the  school 
to  some  other  place  as  a step  towards  a four-year 
medical  school.  The  thing  recommended  for  ^he 
present  is  to  build  up  what  we  have  now  on  the 
campus  of  the  University  of  Mississippi.  In  the 
event  that  anything  takes  place  which  will  lower 
the  rating  of  the  University  of  Mississippi  the 
Association  of  American  Medical  Colleges  will 
evaluate  the  pre-medical  work  and — if  this  work  is 
as  good  as  it  has  been  before  the  Association  of 
American  Medical  Colleges  will  recommend  that 
our  present  pre-medical  students  be  admitted  to 
any  Class-A  medical  schools  on  the  same  basis  as 
heretofore.  This  will  give  our  present  pre-medical 
students  the  same  choice  they  have  always  had  in 
entering  medical  schools. 

We  have  made  some  progress  in  these  few  weeks 
and  have  the  good  will  and  encouragement  of  the 
Association  of  American  Medical  Colleges  and  the 
Council  on  Medical  Education  and  Hospitals.  But 
we  need  the  good  will  and  co-operation  of  the 
medical  profession  of  Mississippi. 

There  is  a way  to  improve  the  personnal  of  the 


faculty  of  the  Medical  School  as  necessity  arises. 
One  of  the  faults  found  with  that  faculty  so  far, 
however,  is  that  it  is  too  small.  The  resolution 
passed  by  the  Board  of  Trustees  last  summer  that 
faculty  members  may  be  removed  at  any  time  “at 
the  discretion  of  the  Board  without  warning’’  will 
tend  to  keep  good  medical  teachers  out  of  the 
State  and  make  it  difficult  to  hold  our  present 
Class-A  faculty.  All  matters  pertaining  to  the 
faculty  of  any  medical  school  in  the  United  States 
should  have  the  cooperation  of  the  Association  of 
American  Medical  Colleges  and  the  Council  on 
Medical  Education  and  Hospitals.  These  two  or- 
ganizations are  composed  of  men  especially  trained 
in  matters  of  medical  education. 

The  medical  profession  of  Mississippi  can  do 
more  than  any  other  body  of  men  in  the  State  to 
help  the  Medical  School.  Remember  that  we  are 
on  probation;  and  that  whether  we  enroll  another 
class  of  medical  students  for  next  year  depends 
upon  what  we  do  between  now  and  next  June. 
We  are  still  giving  our  classes  work  that  is 
approved  at  headquarters  in  Chicago,  and,  if  we 
are  forced  to  quit  at  the  close  of  this  school  year, 
we  quit  doing  A-grade  work.  We  have  been  prom- 
ised that  our  present  students  will  be  eligible  to 
transfer  to  other  Class-A  medical  schools.  Not 
only  this,  but  our  present  pre-medical  students  will 
be  able  to  enter  other  medical  schools  regardless 
of  what  may  happen  to  other  departments — and 
other  schools — in  the  University  of  Mississippi. 
This  is  our  understanding  with  the  Association  of 
American  Medical  Colleges,  provided,  of  course, 
that  we  all  do  our  duty. 

In  conclusion,  I wish  to  quote  the  opening  para- 
graph from  a letter  from  the  Secretary  of  the 
Association  of  American  Medical  Colleges,  dated 
November  10,  1930. 

“Your  medical  school  is  on  probation.  That 
means  that  it  is  ‘up  to  you’  to  show  what  you  can 
do  to  regain  your  original  status.  ‘You’  means 
everybody  who  has  anything  to  do  with  the  school 
or  who  has  any  interest  in  seeing  it  continued  in 
good  standing — The  governor,  the  board  of  trus- 
tees, the  chancellor,  the  physicians  of  the  state,  the 
people,  the  faculty — and  you  who  must  be  the  guide 
and  councillor.” 

P.  L.  Mull,  M.  D., 

Dean,  Medical  School  of  the  University  of  Mis- 
sissippi. 


BOOK  REVIEWS 


Refraction  of  the  Human  Eye  and  Methods  of 
Estimating  Refraction:  By  James  Thorning- 

ton,  A.  M.,  M.  D.  2nd  ed.  rev.  Philadelphia, 
P.  Blakiston’s  Son  & Co.  Inc.  1930.  Pp.  406. 

The  second  edition  of  this  well  known  work  will 
probably  also  be  very  favorably  received,  because 
of  the  complete,  concise,  simple,  and  modern  man- 
ner of  presentation.  We  ophthalmologists,  gen- 
erally speaking,  will  have  to  be  more  interested  and 
efficient  in  refraction  and  its  practical  applica- 
tions, if  our  specialty  is  to  survive  in  its  present 
form.  Dr.  Thornington  is  our  foremost  refraction 
text  book  writer  and  this  book  is  an  amalgamation 
of  all  his  previous  works  on  the  subject. 

Among  the  new  features  are  descriptions  of  the 
author’s  Muscle  Light  and  his  method  of  Ocular 
Calisthenics.  The  former  is  a celluloid  screen 
appropriately  marked  in  degrees  of  Eso  and  Exo- 
phoria  for  use  at  thirteen  inches,  and  illuminated 
with  a flash  light.  The  practical  remedy  of  Extra 
Ocular  Imbalance  symptoms  by  exercises  of  one 
sort  or  another  is  apparently  more  experimental 
than  the  author  infers.  A pencil  fixed  at  arms 
length  is  slowly  brought  towards  the  nose  in 
convergence  insufficiency.  One  eye  is  covered  and 
the  other  follows  the  finger  through  a quarter 
circle  temporarily  from  the  median  line  divergence 
insufficiency.  Turning  the  eyes  to  the  extreme 
right  for  two  to  five  seconds,  then  closing  them 
for  a similar  period,  and  looking  up  and  to  the 
right  in  the  same  manner,  and  so  on  in  the  eight 
principal  directions  hardly  seems  a rational  way 
of  minimizing  ocular  fatigue.  The  varied  and 
complex  movements  of  the  eyes  necessary  during 
the  greater  part  of  our  waking  hours  to  avoid 
conflict  with  automobiles  and  various  other  ar- 
ticles of  more  or  less  rapid  movement  seem 
sufficient  exercise  without  trying  to  hold  the  eyes 
in  practically  impossible  positions. 

In  the  surgical  treatment  of  squint,  tenotomy 
alone  is  mentioned.  One  might  infer  that  it  is 
the  only,  or  even  the  most  frequently  used  opera- 
tion for  strabismus. 

Sufficient  emphasis  is  not  made  on  the  deter- 
mination of  that  one  best  vision  lens  for  each  eye; 
on  which  everything  depends.  Whether  you  use 
this  method  or  that,  is  no  matter;  but  whether 
or  not  you  find  the  one  best  vision  lens  is  of  the 
utmost  importance  to  the  patient  who  has  to  wear 
the  glasses. 

Sphere  cylinder  skiascopy  as  described  by 
Lindner  and  others  would  seem  to  justify  mention 
in  the  next  edition. 

The  illustrations  are  ample,  well  selected,  and 
add  to  the  book,  as  does  the  thorough  index. 

Chas.  A.  Bahn,  M.  D. 


A Primer  for  Diabetic  Patients:  Russell  M. 

Wilder,  M.  D.  Philadelphia,  W.  B.  Saunders 
Company.  4th  ed.  rev.  pp.  138. 

This  is  one  of  the  best  of  the  numerous  primers 
for  diabetic  patients.  The  reviewer  has  used  it 
with  great  satisfaction  for  a number  of  years 
past.  The  information  that  it  gives  is  simple, 
direct  and  adequate.  Its  study  and  use  can  be 
recommended  not  only  to  the  patient,  but  to  the 
physician  as  well. 

I.  I.  Lemann,  M.  t). 


Physical  Diagnosis:  By  Warren  P.  Elmer,  B.  S., 

M.  D.,  and  W.  D.  Rose,  M.  D.  St.  Louis, 
The  C.  V.  Mosby  Company.  1930.  337  illus. 

pp.  903. 

The  appearance  of  a new  book  on  physical 
diagnosis  is  welcomed  by  those  engaged  in  teach- 
ing this  particular  branch  of  medicine.  Of  the 
standard  text  books  that  are  available  at  the 
present  time,  each  one  lacks  something  which  goes 
to  make  up  what  would  be  considered  a compre- 
hensive presentation  of  the  subject  and  each  one 
seems  to  be  poorly  balanced  in  the  selection  of 
material.  Dr.  Elmer  has  undertaken  to  revise 
Dr.  Rose’s  former  book,  but  he  has  done  more 
than  actually  revise  it;  he  has  extensively  re- 
arranged it  and  rewritten  many  of  the  sections 
completely.  The  resulting  work  is  one  which 
seems  to  be  quite  satisfactory,  but  which  still  fails 
to  meet  the  requirements  of  what  might  be  con- 
sidered to  be  a complete  text  book  on  the  subject, 
one  that  omits  unessentials  and  details  of  the 
past,  but  at  the  same  time  incorporates  modern 
knowledge  concerning  the  diagnosis  of  pathologic 
conditions  through  physical  measures.  As  a 
specific  example  of  what  we  mean,  it  may  be  said 
that  there  is  a reasonably  good  description  of 
methods  of  percussion  of  the  abdomen,  just  as 
there  is  with  palpation,  percussion  and  ausculta- 
tion of  the  chest.  Likewise,  there  is  a relatively 
complete  account  of  physical  diagnosis  of  diseases 
of  the  respiratory  and  circulatory  systems  and  yet 
no  comprehensive  chapter  devoted  to  a similar 
exposition  on  the  gastro-intestinal  system.  We 
should  like  to  see  incorporated  in  the  next  edition 
of  this  work  something  concerning  the  physics  of 
sound  and  further  elaboration  of  explanations  of 
the  cause  of  various  abnormal  physical  signs. 
The  “why”  of  signs  often  helps  to  fix  them  in  the 
mind  of  the  student.  Certainly  it  enhances  the 
value  of  what  they  are  learning  if  a dogmatic, 
copy-book  form  of  statement,  without  explanation, 
is  not  employed.  Aside  from  these  few  criticisms 
the  book  has  much  to  recommend  it.  On  the 
whole  it  meets  with  a relative  degree  of  adequacy 
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the  needs  of  the  medical  student  or  the  physician 
who  needs,  from  time  to  time,  to  consult  a work 
on  such  a fundamental  subject  as  this. 

J.  H.  Musser,  M.  D. 


Practical  Therapeutics : By  Hobart  Amory  Hare, 
B.  Sc.,  M.  D.,  L.L.D.  21st  ed.,  enl.  and  rev. 
Philadelphia,  Lea  & Febiger.  1930.  pp.  1030. 

This  twenty-third  edition  thoroughly  revised 
and  enlarged  is  a valuable  addition  to  one’s  library. 
It  contains  all  recent  advances  in  drug  and  non- 
medicinal  therapy.  Not  only  does  it  discuss  treat- 
ment of  diseases  in  as  abbreviated  form  as  possible, 
but  the  first  half  of  this  book  is  devoted  to  the  dis- 
cussion of  the  various  drugs,  their  physiological  ac- 
tion, therapeusis,  toxicity  and  administration.  It 
indeed  achieves  its  object  of  being  a useful  text  for 
students  and  general  practitioners. 

B.  J.  DeLaureal,  M.  D. 


Manual  of  Diseases  of  the  Eye:  By  Charles  H. 
May,  M.  D.  13th  ed.  rev.  New  York,  William 
Wood  & Co.  1930.  pp.  461. 

Every  time  that  I review  this  most  interesting 
little  volume,  I wonder  at  the  large  amount  of 
useful  information  that  can  be  written  in  a small 
book.  Many  others  apparently  feel  the  same  way 
or  this  little  classic  would  not  have  warranted 
forty-eight  editions  in  eight  languages,  and  be  the 
outstanding  book  of  its  type  in  the  world.  Only 
numerous  revisions  can  make  possible  the  simple, 
concise  style;  the  continuity  of  thought;  the  prac- 
tical thoroughness;  and  the  omission  of  the  unim- 
portant. What  is  done  well,  is  usually  done  often. 

This  edition  has  been  revised  and  contains  many 
new  illustrations.  The  chapter  on  Slit  Sight  by 
Harris  and  Butler  of  England  is  a valuable 
addition.  He  clearly  presents  almost  in  words  of 
one  syllable,  fundamentals  of  an  interesting  and 
somewhat  technically  difficult  subject. 

There  is  a tendency  especially  in  recent  German 
ophthalmic  publications,  to  amplify  the  table  of 
contents.  This  idea  may  be  used  to  advantage  in 
the  next  edition.  The  computation  of  ocular  dis- 
abilities also  seems  worthy  of  publication. 

Dr.  May  is  to  be  congratulated  on  the  great 
service  he  has  rendered  opthalmology  by  presenting 
to  the  world  its  fundamentals,  expressed  in  a most 
simple  and  effective  way. 

Those  who  wish  a working  knowledge  of  the 
eye  and  its  disease  or  a review  on  this  subject, 
can  make  no  mistake  in  reading  this  volume — and 
then  rereading  it. 

Chas.  A.  Bahn,  M.  D. 


Handbook  of  Pediatric  Procedures : By  Francis 

Scott  Smyth,  M.  A.,  M.  D.,  and  Edith  I.  M. 
Irvine-Jones,  M.  B.,  Ch.  B.  New  York,  The 
Macmillan  Company.  1930.  pp.  212. 

The  book  is  divided  into  two  sections,  the  first 
deals  entirely  with  diagnosis  and  the  second  with 
therapy.  The  authors  begin  Section  1 with  the 
statement  that  diagnosis  depends  on: 

I.  Careful  history. 

II.  Thorough  physical  examination. 

III.  Accurate  laboratory  examinations,  includ- 
ing Roentgen  rays. 

They  give  a scheme  for  history  taking  that  is 
complete  and  that  goes  into  the  family  history,  the 
past  history,  and  the  present  illness  of  the  patient 
in  great  detail.  The  scheme  is  not  different  from 
what  most  of  the  students  are  taught  in  school 
but  it  is  placed  down  in  concrete  form.  They  next 
give  a scheme  for  physical  examination  which 
is  full  and  complete.  If  their  scheme  should  be 
followed  out  entirely  in  the  examination  of  the 
child  not  much  could  be  missed  in  this  examination. 
The  descriptions  of  laboratory  technic  and  exam- 
inations are  also  given  fully.  In  the  second  section 
of  their  book  they  give  dietetic  therapy,  biological 
and  prophylactic  therapy,  physical  therapy,  drug 
therapy,  fluid  introduction  in  sick  children,  emer- 
gency treatments,  technic  of  common  procedures  in 
therapy.  The  book  is  not  original  but  is  an  ex- 
cellent handbook  of  pediatric  procedures  and  if  its 
methods,  were  carried  out  in  the  examination  of 
every  child  we  should  have  much  better  pediatrics. 
It  is  a good  book  for  the  student  or  the  pediatrist 
to  have  on  his  desk. 

Rena  Crawford,  M.  D. 


Surgery  of  the  Lung  and  Pleura:  H.  Morriston 

Davies,  M.  A.,  M.  D.,  M.  Ch.  (Cantab.), 

F.  R.  C.  S.  (England).  London,  Oxford  Univ. 

Pr.  1930.  pp.  355. 

As  the  title  signifies  this  is  a book  dealing  with 
all  condition  pertaining  to  the  chest.  It  is  well 
written  by  a man  who  has  had  a large  experience 
in  this  particular  field  of  surgery. 

He  presents  the  subject  in  a brief  and  concise 
manner.  To  anyone  interested  in  chest  diseases 
this  book  is  especially  recommended. 

There  are  four  chapters  that  are  especially 
recommended  to  all  physicians: 

1.  Diseases  of  the  Pleura. 

2.  Pulmonary  Tuberculosis. 

3.  Lung  Abscess. 

4.  Bronchiectasis. 

A very  complete  bibliography  is  arranged  by 
chapters  at  the  end  of  the  book. 

Shirley  C.  Lyons,  M.  D. 
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Psychology : Normal  and  Abnormal:  By  Janies 

Winfield  Bridges,  Ph.  D.  New  York,  D.  Apple- 
ton  & Company.  1930.  pp.  552. 

A text  book  covering  the  normal  and  abnormal 
motivation  of  conduct  with  much  space  given  to 
their  explanations,  added  to  which  is  a rather  de- 
tailed account  of  these  behaviorisms.  A rather 
elaborate  description  is  given  of  the  mechanism 
of  behavior  in  which  is  included  the  autonomic 
nervous  system  with  special  reference,  as  some 
investigators  are  given  us  to  believe,  on  our 
emotions,  feelings  and  externilizations  of  conduct. 

The  volume  consists  of  29  chapters,  well  writ- 
ten and  composed,  with  special  features  of  abnor- 
mal psychology  included  under  the  term,  “Psycho- 
pathology.” In  the  examiner’s  opinion,  this  could 
have  been  best  eliminated  from  the  volume  and  a 
special  volume  written  concerning  this,  for  at  our 
present  stage  of  teaching  and  educational  endow- 
ment, in  some  instances  these  abstracts  are  badly 
handled  by  even  students  themselves  with  subse- 
quent projection  of  subjective  analysis  and  ulti- 
mate obsessions  and  compulsions. 

The  illustrations  are  perfect.  An  extensive 
bibliography  is  appended  with  a detailed  index. 
It  is  a book  for  teachers,  especially,  and  excellent 
collateral  reading  for  allied  professions. 

Walter  J.  Otis,  M.  D. 


Osteomyelitis  and  Compound  Fractures:  By 

H.  Winnett  Orr,  M.  D.,  F.  A.  C.  S.  St. 
Louis,  C.  V.  Mosby  Co.  1929.  pp.  208.  « 

This  admirable  work  is  revolutionary  in  its  pro- 
test against  what  has  been  the  standard  method 
of  treating  osteomyelitis,  and  compound  fractures, 
and  yet  it  simply  revives  well  known  principles 
as  to  the  behavior  of  infected  wounds  which  have 
been  given  a preliminary  thorough  cleansing,  com- 
plete open  drainage,  and  absolute  immobilization, 
and  then  left  alone. 

No  surgeon  who  has  to  do  with  this  class  of 
infected  wounds  can  afford  to  overlook  this  splendid 
contribution  to  surgical  practice.  His  satisfaction 
with  the  Winnett  Orr  Method  will  be  in  direct  pro- 
portion with  the  thoroughness  with  which  he 
observes  Dr.  Orr’s  technic.  His  failures  will  de- 
pend upon  how  frequently  he  attempts  to  improve 
on  it. 

E.  D.  Fenner,  M.  D. 


Dosage  Tables  for  Roentgen  Therapy:  By  Pro- 

fessor Friedrich  Voltz.  London,  Hymphrey 
Milford,  Oxford  University  Press.  1930. 

pp.  120. 

To  those  interested  in  roentgen-ray  therapy, 
this  book  of  Prof.  Voltz  will  prove  very  use- 
ful. A comprehensive  discussion  is  entered  into 
by  the  author  relative  to  the  physics  of  roentgen- 


ray  radiation,  explaining  the  physical  and  biologi- 
cal dose.  A clear  explanation  is  given  of  the 
different  methods  of  measurements  now  in  use 
and  their  application  to  modern  roentgen-ray 
therapy. 

A complete  table  of  dosages  is  conveniently 
arranged  into  three  different  groups.  The  author 
has  wisely  included  in  his  book  a chapter  on  the 
calibration  of  roentgen-ray  apparatus  and  roent- 
gen-ray tubes.  This  chapter  is  of  tremendous 
importance  because  the  result  of  radiation  therapy 
is  dependent  upon  apparatus  which  accurately 
registers  the  dosage  administered. 

This  book  should  serve  as  a handy  reference  for 
all  therapists  and  for  this  reason  it  is  highely 
recommended. 

Leon  Menville,  M.  D. 


The  Treatment  of  Children’s  Diseases:  By 

Prof.  Dr.  F.  Lust.  Authorized  translation  of 
the  6th  German  ed,  with  additions,  by  San- 
dor  A.  Levinsohn,  M.  D.  Philadelphia,  J.  B. 
Lippincott  Company.  1930.  pp.  493. 

The  translator  states  by  way  of  introduction 
that  this  book  is  offered  to  meet  the  needs  in 
English  of  such  a volume.  The  book  is  divided 
into  two  parts.  Part  I deals  with  the  different 
diseases  of  infancy  and  childhood,  with  an  addi- 
tional chapter  on  Therapeutic  Technic.  Part  II 
is  a treatise  on  dosage  and  contains  a list  of  drugs 
and  preparations  to  be  used  in  pediatric  practice. 

Under  each  disease  there  is  first  given  a brief 
sketch,  or  resume  of  diagnostic  points,  designed  to 
convey  the  clinical  picture  of  the  condition  to  be 
treated.  The  author’s  treatment  immediately  fol- 
lows this.  The  translator  attempts  to  harmonize 
what  the  author  has  said  with  American  practice 
and  in  numerous  instances  interjects  his  notation 
into  the  discussion.  This  creates  rather  rough 
sailing  from  the  reader’s  point  of  view,  as  it 
necessitates  rank  contradictions  in  many  instances. 

The  introduction  to  the  chapter  on  Drugs  and 
Formulas  is  a masterpiece  on  the  empiricism  of 
the  dosage  of  drugs  for  children.  The  author 
points  out  the  fallacy  of  the  premise  that  the 
child’s  mass  may  be  considered  a diminutive  of 
the  adult.  He  further  ridicules  the  practice  of 
calculating  dosage  by  using  the  age  in  years,  in- 
stead of  calculations  based  on  body  weight.  He 
admits,  however,  the  lack  of  sufficient  experimental 
clinical  data  to  completely  rectify  the  methods 
in  use. 

In  going  over  the  list  of  drugs  included,  one 
might  easily  mistake  it  for  the  German  pharma- 
copoeia, or  a German  drug  jobber’s  catalog.  Many 
remedies  of  German  manufacture  and  of  coal-tar 
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deriviation  are  included  that  are  used  very  little, 
or  not  at  all  in  this  country. 

The  subject  matter  of  this  book  is  good  and  the 
need  which  it  purports  to  serve  is  apparent,  but 
the  American  and  German  viewpoints  on  pediatric 
practice  are  too  widely  separated  to  be  brought 
together  by  amends  of  the  translator.  The  work 
would  have  to  be  completely  re-written  so  as  to 
coincide  with  our  own  methods  of  practice,  before 
it  would  be  of  much  value  to  us. 

C.  T.  Williams,  M.  D. 


African  Republic  of  Liberia  and  the  Belgian 
Congo:  Based  on  the  Observations  Made  and 

Material  Collected  During  the  Harvard 
African  Expedition  1926-1927 : By  Richard 

P.  Strong,  M.  D.,  S.  D.;  George  C.  Shattuck, 
M.  D.,  A.  M.;  Max  Theiler,  M.  R.  C.  S., 
L.  R.  C.  P.,  D.  T.  M.  & H.;  Loring  Whitman, 
A.  B.;  Joseph  C.  Bequaert,  Ph.  D.;  Glover  M. 
Allen,  Ph.  D. ; David  H.  Linder,  Ph.  D.;  and 
Harold  Coolidge,  A.  B.  Cambridge,  Harvard 

University  Press.  2 vols.  1930.  pp.  568+496. 

These  two  volumes  embody  a wealth  of  material 
on  the  geography,  climate,  peoples,  customs,  lan- 
guages, government,  economic  and  financial  con- 
ditions, geography  and  flora,  zoology,  and  medical 
considerations  on  the  conditions  prevailing  in 
Liberia  and  to  a lesser  extent  in  the  Belgian  Congo. 
In  more  detailed  fashion  there  are  presented  the 
present  day  status  of  the  following  diseases  in  these 
African  countries:  malaria,  yellow  fever,  schis- 

tosomiasis, fllariasis  (including  Bancroft’s  fllari- 
asis,  Guinea  worm  infection,  onchocerciasis),  juxta- 
articular  nodules,  yaws  and  syphilis,  gangosa, 
rhinopharyngitis  mutilans,  goundou,  leprosy  and 
complicating  infections,  and  numerous  skin 
diseases.  There  is  also  an  important  chapter  on 
sleeping  sickness.  In  addition  to  the  infections  and 
diseases  observed  in  man  a careful  study  was  also 
made  of  the  diseases  affecting  domestic  and  wild 
animals  in  the  areas  surveyed;  likewise  diseases  of 
important  economic  plants  such  as  the  cocoanut, 
rubber  tree  and  cinchona  tree.  Special  papers  are 
included  on  (1)  the  parasite  helminths  collected 
by  the  expedition,  (2)  special  protozoological 
studies  of  the  blood,  (3)  a therapeutic  study  on 
schistosomiasis  and  (4)  a botannical  report  of 
Liberia. 

The  second  volume  is  given  over  to  a detailed 
description  of  the  animals,  both  vertebrates  and 
invertebrates,  collected  by  the  expedition.  Of  this 
volume,  the  section  on  medical  and  economic 
entomology  is  by  far  the  most  important  to  the 
reader  interested  in  the  medical  aspects  of  the  trip. 
There  is  a concluding  chapter  on  photography  in 
tropical  countries. 

The  book  is  beautifully  printed,  wonderfully 
well  illustrated  and  typographically  errors  have 
been  meticulously  reduced  to  a minimum.  Al- 


together this  contribution  is  a liberal  education 
as  well  as  an  up-to-date  scientific  survey  on  the 
area  in  which  these  investigators  made  their  study. 
Ernest  Carroll  Faust,  M.  A.,  Ph.  D. 


Practical  Local  Anesthesia : By  Robbert  Emmett 
Farr,  M.  D.,  F.  A.  C.  S.  2nd  Ed.,  Philadel- 
phia, Lea  and  Febiger,  1929.  pp.  611. 

This  is  the  second  edition  of  a work  which,  orig- 
inally published  in  1923,  very  rapidly  won  for  itself 
a position  of  eminence  in  that  field  of  surgical 
technic  with  which  it  deals.  As  in  the  original 
edition,  the  volume  is  well  printed  and  bound,  and 
the  text  is  profusely  illustrated  with  photographs, 
technical  drawings,  and  anatomical  plates.  The 
text  has  been  revised  rather  extensively  and  with 
definite  enhancement  of  the  value  of  the  subject 
matter.  No  better  addition  than  this  volume  can 
be  made  to  the  library  of  the  man  who  uses  or 
expects  to  use  local  analgesia. 

R.  A.  Cutting,  M.  D. 

PUBLICATIONS  RECEIVED. 

F.  A.  Davis  Company,  Philadelphia:  How  It 
Happened,  by  Adalbert  G.  Bettmann,  M.  D.,  F.  A. 
C.  S. 

C.  V.  Mosby  Company,  St.  Louis:  Abdomino- 
Pelvic  Diagnosis  in  Women,  by  Arthur  John  Wal- 
scheid,  M.  D. 

P.  Blakiston’s  Son  & Company,  Inc.,  Philadel- 
phia: Therapeutics  Materia  Medica  and  Phar- 

macy, by  Sam’l  O.  L.  Potter,  A.  M.,  M.  D.,  M.  R. 
C.  P.  Lond.  Recent  Advances  in  the  Study  of 
Rheftmatism,  by  Frederic  John  Poynton,  M.  D., 
F.  R.  C.  P. 

The  Dial  Press,  New  York:  Fads,  Frauds  and 

Physicians,  Diagnosis  and  Treatment  of  the  Doc- 
tor’s Dilemma,  by  T.  Swann  Harding. 

The  Williams  and  Wilkins  Company,  Baltimore: 
Annuals  of  the  Pickett-Thomson  Research  Labora- 
tory, Volume  VI. 

Macmillan  Company,  New  York:  Clinical 

Allergy,  Asthma  and  Hay  Fever,  by  Francis  M. 
Rackemann,  M.  D. 

Miscellaneous:  Twenty-fourth  Annual  Confer- 

ence of  the  American  Association  of  Medical  Milk 
Commissions,  Inc.,  1930. 

Los  Angeles  County  Medical  Association:  Quo 

Warranto  Proceeding  in  the  Superior  Court  of  the 
State  of  California  Enjoining  a Lay  Medical  Cor- 
poration from  the  Practice  of  Medicine,  Argued 
for  the  California  Medical  Association,  Plaintiff, 
Gibson,  Dunn  and  Crutcher,  by  Norman  Sterry, 
Esp. 

CORRECTION. 

Through  typographical  error,  the  price  of  Hen- 
rici’s  Molds,  Yeasts  and  Actinomyces,  reviewed  by 
Dr.  E.  C.  Faust  in  the  December  issue  was  mis- 
quoted as  (.50)  fifty  cents  instead  of  ($3.50)  three 
dollars  and  fifty  cents.  We  regret  the  error,  and 
accordingly  wish  to  make  this  correction. 
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MEMORIAL  SERVICES  FOR 
DECEASED  MEMBERS. 

,S.  C.  BARROW,  M.  D., 

Shreveport,  La. 

During  the  last  few  years  it  has  become 
a custom  on  this  occasion  to  set  aside  a 
few  moments  from  our  regular  program 
in  memory  of  those  members  of  our  Asso- 
ciation who  have  died  during  the  previous 
year. 

This  is  a beautiful  custom.  It  is  a cus- 
tom, my  friends,  which  exists  among  all 
organizations  of  men  and  women  who  have 
for  their  work  the  betterment  of  mankind. 
Right  here  I would  take  the  opportunity 
of  giving  credit  for  the  origin  of  this  cus- 
tom to  that  great  man,  that  wonderful 
doctor,  that  beloved  citizen  from  the 
Evangeline  section  of  the  country,  our  good 
friend  Dr.  Fred  Mayer  of  Opelousas. 

Mr.  President,  when  you  requested  me  to 
act  in  this  capacity  on  behalf  of  our  Asso- 
ciation I hesitated,  but  remembering  that 
the  occasion  is  one  which  calls  for  only 
simple  words,  sincerity  and  a feeling  heart, 
I gladly  consented. 

Ladies  and  gentlemen,  I hold  in  my  hand 
a list.  It  is  the  roster  of  our  dead.  At 
this  moment  I read  you  that  list,  and  as  I 
read  I know  that  each  name  will  be  known 
by  some  and  I feel  loved  by  all. 


Read  before  the  Louisiana  State  Medical  Society, 
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Years  of 
Practice 

Betts,  S.  H 18 

Blackman,  R.  H 36 

Cappel,  Marvin , 20 

Carney,  H.  E 10 

Credille,  R.  L 25 

Culpepper,  J.  C 21 

Hawkins,  W.  E 47 

Hodge,  W.  J 21 

Hoffpauer,  M.  L 36 

Kearney,  S.  D 24 

Kimbell,  J.  1 45 

Frater,  J.  J 24 

Lemkowitz,  D.  G 23 

Mayo,  S.  T 32 

Merell,  M.  P 36 

Tarleton,  T.  T 58 

Thomas,  A.  R 10 

Unsworth,  C.  V 25 

Weinfield,  E.  B 2 

Wipperman,  P.  W 17 

Younger,  T.  B 28 


Since  this  roster  was  made  we  have  had 
the  sad  duty  of  adding'to  the  list  two  more 
of  our  beloved  local  physicians,  Dr.  Louis 
Abramson,  of  Shreveport,  and  Dr.  H.  C. 
Cole,  of  Monroe. 

The  life  of  a doctor  is  one  that  cannot  be 
portrayed  to  you  in  words.  It  stands  out  in 
true  appraisal  only  after  his  death  in  the 
memory  of  those  men  and  women  who  have 
known  him  and  known  of  him.  Many  men, 
graduate  in  medicine,  begin  their  life’s 
work  along  the  road  which  all  true  doctors 
must  follow,  but  after  only  a few  years  we 
find  less  than  half  still  trudging  on.  The 
other  half  have  been  led  aside  into  easier 
paths,  with  promise  of  a larger  share  of 
this  world’s  goods,  and  when  the  end  comes 
those  found  still  in  the  harness  are  the  true 
and  tried  ones. 
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Friends,  we  are  sad  today  in  the 
knowledge  that  during  the  last  year 
twenty-three  of  these  true  and  tried 
knights  have  been  called  to  the  Great 
Beyond.  Reverently,  I would  direct  your 
attention  to  this  list.  Opposite  their  names 
is  the  number  of  years  they  have  practiced 
their  profession,  a total  of  615  working 
medical  years ; 615  years  contributed  by 
by  twenty-three  men  toward  the  relief  and 
prevention  of  illness. 

In  your  imagination  can  you  realize 
just  how  many  lives  during  those  615 
years  were  brought  safely  into  this 
world,  how  many  lives  were  prolonged  and 
made  useful,  how  much  happiness  resulted, 
how  many  deaths  were  made  easy  and,  if  I 
might  desecrate  the  occasion,  how  much 
economic  loss  was  forestalled?  The  work 
completed  by  these  men  is  too  stupendous 
for  us  to  realize.  They  worked  not  by  an 
eight-hour  day,  but  three  times  eight,  a 
twenty-four-hour  day.  If  we  were  to  mul- 
tiply this  615  by  three  we  would  get  nearly 
two  centuries  of  medical  years  contributed 
to  humanity  as  their  part  by  these  men. 
Truly,  my  friends,  they  typify  the  ideal, 
which  Guest  must  have  had  in  mind  when 
he  wrote  those  immortal  and  sanctified 
words : 

I’d  like  to  think  when  life  is  done 
That  I had  filled  a needed  post; 

That  here  and  there  I’d  paid  my  fare 
With  more  than  idle  talk  and  boast; 

That  I had  taken  gifts  divine, 

The  breath  of  life  and  manhood  fine, 

And  tried  to  use  them  now  and  then 
In  service  for  my  fellowmen. 

I’d  hate  to  think  when  life  is  through 
That  I had  lived  my  round  of  years 
A useless  kind  that  leaves  behind 
No  record  in  this  vale  of  tears; 

That  I had  wasted  all  my  days 
By  treading  only  selfish  ways, 

And  that  this  world  would  be  the  same 
If  it  had  never  known  my  name. 


I’d  like  to  think  that  here  and  there 
When  I am  gone,  there  shall  remain 
A happier  spot  that  might  have  not 
Existed  had  I toiled  for  gain; 

That  someone’s  cheery  voice  and  smile 
Shall  prove  that  I had  been  worth  while; 

That  I have  paid  with  something  fine 
My  debt  to  God  for  life  divine. 

Friends  and  fellow  members,  in  mem- 
ory of  those  men  and  their  work,  with  bowed 
heads  for  the  short  period  of  thirty  seconds, 
we  will  ask  that  you  stand  in  silence. 

w 

THE  WHY  OF  VITAL  STATISTICS.* 

J.  GEORGE  DEMPSEY,  M.  D., 

New  Orleans. 

It  is  frequently  said,  the  present  is  an 
inquisitive  age.  We  are  not  only  inter- 
ested in  what  is  done  but  generally  go  a 
step  further  than  our  ancestors  and  inquire 
into  “why”  a thing  is  done. 

Today  there  are  many  dedicating  life 
itse’f  to  answering  that  chimeric  interro- 
gative— why?  Scientists  spend  hour  upon 
hour  of  day  after  day,  seeking  why  the 
sun  shines,  the  earth  moves.  They  are  no 
longer  startled  by  effect,  but  ply  assidi- 
ously  into  causes. 

This  morning  I would  like  to  refer  you 
to  the  why  of  vital  statistics. 

Why  have  vital  statistics  with  its  cum- 
bersome, weighty  mass  of  figures? 

A moment’s  reflection  will  reveal  that  the 
whole  structure  of  medical  activity,  be  it 
carried  on  in  the  mammoth  hospital  or  by 
the  individual  practitioner,  is  based  on 
safeguarding  health. 

But  organized  medicine  today  has  realized 
it  cannot  combat  disease  without  vital 
statistics.  For  how  is  it  to  know  what 
diseases  are  prevalent  or  where  they  really 
exist,  without  vital  statistics? 

The  importance  of  this  subject  is  further 
emphasized  when  you  consider  one  of  the 
greatest  businesses  in  the  world  depends 

*Read  before  the  Louisiana  State  Medical 
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primarily  upon  vital  statistics,  that  busi- 
ness is  life  insurance.  Fundamentally  it  is 
nothing  more  than  vital  statistics.  Where- 
ever  there  is  a policy,  we  find  a company 
willing  to  stake  a sum  of  money  upon  the 
life  of  an  individual  merely  because  vital 
statistics  places  him  in  the  category  of 
long-life;  and  we  find  an  individual  willing 
to  pay  a premium  knowing  full  well  he  is  in 
sound  physical  condition  but  learning  from 
vital  statistics  that  he  is  a possible  prey 
like  thousands  of  others  to  the  grim  rav- 
inger,  death. 

There  are  countless  other  reasons  why 
we  have  vital  statistics.  I will  not  dwell 
longer  upon  them  but  would  like  to  indulge 
in  a succinct  commentary  on  the  manner 
and  means  of  gathering  vital  statistics 
reports. 

Some  16  years  ago  the  General  Assembly 
of  Louisiana  passed  Act  60  to  further  carry 
into  effect  Articles  296  and  297  of  the  state 
constitution  relative  to  vital  statistics.  In 
view  of  the  difficulties  of  obtaining  prompt 
reports  from  physicians  and  midwives  it 
appointed  local  registrars  for  each  town 
and  ward  in  Louisiana.  They  number  at 
present  740  and  represent  976  districts. 

In  the  beginning  an  insignificant  per- 
centage of  the  people  of  Louisiana  were 
recorded  as  either  born  or  dead.  What 
scant  information  was  on  file  could  not  be 
relied  upon.  Then  came  the  Census  Bureau 
at  Washington,  D.  C.,  introduced  its  model 
system  of  registration.  The  elaborate  de- 
tails of  this  system  have  been  carried  out 
faithfully  by  the  bureau  which  I head, 
to  this  day.  We  have  not  adopted  the 
many  short-cut  but  nevertheless  inefficient 
methods  now  employed  by  some  of  the 
younger  states  in  the  union. 

Medical  and  surgical  practice  is  con- 
stantly changing.  More  advanced  methods 
of  treatment  require  accurate  and  precise 
details.  If  such  information  is  to  be  ob- 
tainable in  the  future  for  the  benefit  of  the 
medical  profession  and  the  public,  it  must 


be  recorded  in  the  present  on  birth  and 
death  certificates. 

Today  the  Census  Bureau  in  Washington 
is  seeking  more  and  more  details  regarding 
the  birth  and  death  of  John  Citizen.  We 
are  endeavoring  to  supply  this  information 
and  if  we  do  not  obtain  it  ourselves  from 
the  attending  physician  or  midwife,  Wash- 
ington will  have  to  go  into  the  matter  with 
them. 

Perhaps  it  is  well  to  explain  that  the 
Census  Bureau  at  Washington  requires 
every  state  department  of  vital  statistics  to 
have  recorded  (not  reported)  90  per  cent  of 
all  births  and  90  per  cent  of  all  deaths 
occurring  in  the  state.  When  this  check  is 
made  by  the  federal  government,  all  cer- 
tificates must  be  complete  in  our  office. 
That  is  the  reason  why  we  are  so  persistent 
in  having  reports  completed  and  filed  on 
time. 

At  the  present  time  there  is  manifest 
a tendency  among  physicians  to  leave  cer- 
tain portions  of  the  death  certificate 
incomplete.  I have  reference  particularly 
to  those  sections  that  seek  information  as 
to  the  organs  involved,  the  parts  of  the 
body  and  in  accidental  death,  the  exact 
cause  of  death  and  through  what  particular 
means. 

Again,  the  Louisiana  department  of  vital 
statistics  has  augmented  its  educational 
work  with  a hope  of  encouraging  a greater 
appreciation  for  the  importance  of  the  birth 
and  the  death  certificate. 

Through  the  cooperation  of  Dr.  Charles 
Bass,  Dean  of  Medicine,  Tulane  University, 
it  is  now  possible  to  reach  the  young  doctor 
of  Louisiana  before  he  receives  his  diploma. 
About  once  a month,  the  graduating  class 
of  Tulane  University  is  given  an  hour’s 
lecture  in  the  department  of  Vital  Statistics 
of  the  State  Board  of  Health,  in  the  proper 
and  complete  way  to  fill  our  certificates. 
Besides  these  lectures,  a quantity  of  litera- 
ture is  disseminated  among  them.  It  is 
hoped  that  when  the  State  Medical  Society 
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meets  in  New  Orleans  next  year  we  will  be 
able  to  reach  all  doctors  in  the  state  in  a 
similar  manner. 

A close  perusal  of  our  records  reveals 
that  we  have  succeeded  in  gathering  567 
more  birth  certificates  in  parishes  outside 
New  Orleans  in  1929  than  in  1928.  If  the 
year’s  count  remains  open  until  June  1,  as 
it  did  for  1928,  the  year  1929  will  be  a 
banner  one.  The  following  are  the  number 
of  certificates  filled  for  the  respective  years : 

1928  1929 

31,948  32,515  567  increase  over  1928 

This  increase  is  due  largely  to  the 
cooperation  of  Dr.  Joseph  A.  O’Hara, 
president  of  the  State  Board  of  Health  and 
Dr.  Akin,  Director  of  Parish  Health  Units. 
They  have  made  it  possible  for  the  Bureau 
of  Vital  Statistics  to  carry  on  an  educa- 
tional campaign  through  the  31  parish 
health  units  and  with  the  efforts  of  six 
special  agents.  For  the  past  eight  months, 
unit  directors  and  special  agents  have 
visited  doctors  and  midwives  and  local 


registrars  with  the  purpose  of  advising 
them  of  the  latest  methods  of  obtaining  and 
supplying  the  data  needed. 

In  conclusion,  I would  like  to  take  this 
opportunity  of  briefly  enumerating  the 
main  causes  of  death,  comparing  the 
number  of  deaths  from  these  main  dis- 
eases in  1929,  with  those  of  1928.  I wish 
to  direct  your  attention  particularly  to  how 
the  death  rate  from  cancer  has  maintained 
over  a four-year  period.  In  1926  there  were 
1252  deaths;  in  1927  there  were  1310;  in 
1928  there  were  1330;  and  in  1929  there 
were  1343. 

For  the  convenience  of  those  interested 
in  the  subject  of  cancer,  I have  prepared  a 
table  which  gives  not  only  the  number  of 
deaths  from  cancer  for  these  four  years  but 
also  tabulates  these  figures  according  to  the 
eight  major  forms  of  cancer. 

The  following  are  the  main  causes  of 
death  throughout  the  state  with  resultant 
totals  for  the  past  two  years : 


Deaths 

1928  1929 


Typhoid  262  221 

Malaria  251  206 


Influenza  

Pneumonia  (all  forms) 
Pulmonary  tuberculosis 

Other  tuberculosis  

Diseases  of  the  heart  .... 
Diseases  of  the  arteries 
Diseases  of  the  kidneys 


1275 

1961 

1695 

108—  1803 
3763 

227—  3990 
...  2381 


1654 

1798 

1664 

145—  1809 
4023 

282—  4305 
2337 


CANCERS. 

Deaths 

1928  1929 


Cancers  and  other  malignant  tumors  of  the  buccal  cavity 66  60 

Cancers  and  other  malignant  tumors  of  the  stomach  340  317 

Cancers  and  other  malignant  tumors  of  the  liver  128  121 

Cancers  and  other  malignant  tumors  of  the  peritoneum,  intes- 
tines and  rectum  144  121 

Cancers  and  other  malignant  tumors  of  the  female  genital 

organs  254  292 

Cancers  and  other  malignant  tumors  of  the  breast  110 

Cancers  and  other  malignant  tumors  of  the  skin  46  47 

Cancers  and  other  malignant  tumors  of  other  or  unspeci- 
fied organs  242  300 


1330  1343 
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DISCUSSION. 

Dr.  J.  W.  Sandidge  (Shreveport) : It  is  with 

great  hesitation  that,  I shall  attempt  to  even  dis- 
cuss this  paper,;  because  Dr.  Dempsey  has  given  so 
much  thought  and  time  and  study  to  this  subject, 
that  it  is  a very  important  matter  and  I don’t  feel  I 
can  add  anything  to  what  he  has  said,  except 
from  the  health  officer  standpoint. 

Ordinarily,  most  people  consider  vital  statistics 
a very  dry  subject.  I feel  if  I could  talk  to  you 
and  offer  you  something  wet  I might  have  more 
friends  than  I would  discussing  this  subject. 

Dr.  Dempsey  has  explained  in  detail  the  require- 
ments on  the  certificates,  how  carefully  these 
should  be  filled  out,  and  I know  some  of  the  doctors 
wonder  how  we  get  these  filled  by  midwives  be- 
cause many  times  they  can’t  write  or  read,  and 
are  very  ignorant.  Generally,  the  midwife  fills 
out  a simplified  form  and  carries  it  to  the  local 
registrar.  In  this  way  the  birth  certificates  that 
are  filed  by  midwives  really  carry  correct  infor- 
mation to  a large  extent.  The  midwives  in  some 
districts  report  about  two-thirds  of  the  births  that 
occur,  particularly  in  the  districts  where  there  is 
a high  percentage  of  negroes.  However,  even  with 
that  the  midwives  are  so  terribly  ignorant  at  times 
it  is  very  hard  to  get  them  to  take  the  information 
even  to  the  registrar. 

As  an  example  of  that,  we  recently  requested 
the  midwives  in  this  parish,  about  140,  to  report 
to  us  each  month  by  self-addressed  card,  the  idea 
being  that  if  they  had  no  births  we  should  hear 
from  them  just  the  same.  If  they  did  have  births, 
they  would  file  those  with  the  local  registrar. 
Therefore,  we  have  given  them  cards  and  have  in- 
structed them  to  mail  the  cards  certifying  that 
they  have  attended  no  case  of  birth  during  the 
month. 

About  a month  after  we  gave  them  out  we  re- 
ceived this  one  back.  I want  to  read  it  to  you 
without  any  comments: 

“It  has  been  a month  on  the  nineteenth 
since  I sent  the  other  card.  The  reason 
I did  not  send  this  one  on  the  nineteenth, 

I was  expecting  to  catch  one.  I caught 
one  on  January  22,  1930.  Mother,  Matty 
Lee;  father,  John  Henry  Lee;  baby,  Rosy 
Lee.  It  is  a girl. 

P.  S.  Send  some  eye  drops.  I am  ex- 
pecting to  catch  two  more.” 

From  a public  health  standpoint,  from  a local 
health  officer  standpoint,  it  is  very  important  that 
we  have  the  full  record  of  all  the  births  and  deaths 
occurring  in  our  respective  communities  because  it 
gives  us  a great  deal  of  information.  It  enables  us 
to  carry  out  our  work  much  better. 


Some  of  the  reasons  why  this  is  important  could 
be  summed  up  as  follows:  The  health  officer  can 

compare  the  general  health  conditions  of  his  com- 
munity with  other  communities  by  the  general 
death  rate — that  is,  to  a certain  extent.  Popula- 
tions consist  of  the  same  people,  the  same  age 
groups.  He  can  estimate  the  success  of  failure  of 
health  work  by  these  death  rates  on  communicable 
diseases  particularly.  Of  still  greater  importance, 
he  can  determine  whether  he  is  devoting  enough 
time  to  the  control  of  certain  contagious  diseases. 

A further  point:  At  times  when  we  get  these 

certificates,  as  Dr.  Dempsey  explained,  sent  direct 
to  the  local  health  departments,  and  then  sent  on 
to  the  State  Board  of  Health,  we  are  able  to 
detect  an  outbreak  of  contagious  diseases  that 
haven’t  been  reported.  That  is  not  very  frequent 
now.  The  doctors  are  reporting  communicable  dis- 
eases much  better. 

It  is  also  important  that  the  local  health  de- 
partments know  the  number  of  births  occurring  in 
their  communities  because  infant  and  child  hygiene 
programs  can  be  planned  so  much  better  if  we 
know  the  number  of  babies  in  the  community. 


THE  CONTROL  OF  VENEREAL  DIS- 
EASES IN  MISSISSIPPI  WITH  COM- 
PETENT TREATMENT  BY  THE 
GENERAL  PRACTITIONERS.* 

HARDIE  R.  HAYS,  M.  D., 

Jackson,  Miss. 

In  a conference  on  venereal  disease  con- 
trol, called  by  the  Surgeon  General  of  the 
United  States  Health  Service  in  Washing- 
ton during  the  fall  of  1920,  the  statement 
was  freely  made  by  our  leading  specialists 
that  there  was  enough  knowledge  then  in 
the  hands  of  the  physicians  of  America,  if 
put  into  operation,  to  control  venereal  dis- 
eases. To  back  this  statement  up  the 
experiences  of  the  armies  during  the  late 
war  were  quoted.  The  statement  went  un- 
challenged, although  practically  every  state 
in  the  Union  and  many  of  the  South 
American  countries  were  represented.  The 
Inter-Departmental  Social  Hygiene  Bureau 
being  of  this  opinion,  made  its  budget, 
setting  aside  for  treatment  50  per  cent  of 
the  appropriations  handled  by  it.  During 

"'Chairman’s  Address,  i-ead  before  the  Section  on 
Hygiene  and  Public  Health,  at  the  Sixty-third 
Annual  Session  of  the  Mississippi  State  Medical 
Association,  Vicksburg,  May  14,  1930. 
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the  life  of  this  bureau  until  1924  it  would 
seem  that  the  venereal  diseases  were  held 
in  check  throughout  the  United  States  for 
at  a conference  held  in  Hot  Springs  in  1924, 
Mississippi  was  the  only  state  that  reported 
an  increase  in  venereal  diseases,  though 
Dr.  Edward  Keys,  chairman  of  the  meeting, 
made  the  observation  that  perhaps  Missis- 
sippi was  the  only  state  whose  statistics 
were  sufficiently  representative  to  show  the 
real  condition.  Up  to  this  time  the  major 
part  of  treatment  was  done  by  clinics  with 
follow-up  agencies  made  possible  by  federal, 
state,  county  and  municipal  appropriation. 
The  boards  of  health  were  well  aware  that 
the  appropriating  bodies  would  not  long 
continue  the  appropriations  and  every 
effort  was  made  to  get  patients  into  the 
hands  of  physicians  and  to  get  the 
physicians  to  study  the  latest  methods  of 
treatment  which  were  being  recommended 
by  the  outstanding  specialists  of  the  United 
States. 

Dr.  Keys  of  New  York,  Dr.  Hazen  of 
Washington,  Dr.  Fordyce  of  New  York, 
and  Dr.  Stokes,  formerly  of  the  Mayo 
Clinic,  but  at  present  of  the  University  of 
Pennsylvania,  were  all  employed  by  the 
Surgeon  General  as  consultants  and  were 
requested  to  write  freely  and  discuss  at  the 
different  medical  associations  the  problem 
of  venereal  disease  control.  Pamphlets 
were  distributed  on  the  simplified  treat- 
ment of  gonorrhea  and  much  literature 
was  written  on  the  treatment  of  syphilis. 
Every  effort  was  made  to  acquaint  the  med- 
ical profession  with  the  ideas  of  treatment 
he'd  out  by  these  men  who  had  devoted 
their  lives  to  the  treatment  of  venereal 
diseases.  The  methods  recommended  by 


these  men  were  put  in  vogue  in  the  clinics 
fostered  by  the  Public  Health  Service,  and 
statistics  will  bear  out  that  during  that 
period  venereal  diseases  were  controlled. 
The  last  clinic  was  closed  in  Mississippi  in 
1924.  The  majority  of  the  clinics,  however, 
were  closed  in  1922. 

At  this  point  I will  ask  the  audience  to 
study  for  a few  moments  the  sheets  which 
have  been  distributed  and  which  were  pre- 
pared through  the  courtesy  of  the  Bureau 
of  Communicable  Diseases  of  the  State 
Board  of  Health.  These  sheets  record  seven 
of  the  communicable  diseases  from  1919  to 
1929  inclusive.  Please  do  not  throw  away 
these  statistics,  but  take  them  home  with 
you  for  they  contain  much  that  is  worthy  of 
your  consideration. 

At  the  extreme  right  hand  is  shown  a 
column  setting  out  the  average  of  these 
diseases  for  11  years.  This  we  will  use  as 
a measuring  stick.  In  the  first  place,  be- 
ginning with  typhoid  fever  you  will  observe 
that  this  disease  is  being  controlled.  Small- 
pox in  a like  manner  is  being  controlled. 
Diphtheria  was  but  very  little  below  the 
11-year  average,  while  scarlet  fever  was 
a little  above,  and  tuberculosis  a little 
below — but  look  at  the  venereal  diseases! 
Using  our  measuring  stick,  we  find  there 
were  in  round  numbers  more  than  7,000 
cases  of  syphilis  and  9,000  cases  of  gonor- 
rhea reported  in  1929  than  were  reported 
on  the  average  of  11  years,  showing  that 
these  diseases  are  going  wild.  To  substan- 
tiate the  point  first  made  that  they  were 
being  controlled  as  long  as  the  clinic 
methods  were  in  vogue,  we  see  that  the  sta- 
tistics were  well  below  the  average  through 
1924.  What  has  happened  since  that  time? 


INCIDENCE  OF  COMMUNICABLE  DISEASES  IN  MISSISSIPPI 

As  Reported  to 

THE  MISSISSIPPI  (STATE  BOARD  OF  HEALTH 
During  the  Years  1919-1929,  Inclusive. 


Diseases 

1919 

1920 

1921 

1922 

1923 

1924 

1925 

1926 

1927 

1928 

1929 

Aver. 

Typhoid  fever. 

. 3611 

2644 

2665 

2230 

1690 

2470 

4415 

2613 

1597 

1517 

1315 

2433 

Smallpox  

. 2502 

3148 

2161 

729 

292 

711 

1216 

639 

368 

370 

37 

1106 

Diphtheria  ... 

. 1676 

2225 

3095 

2387 

1766 

1217 

1370 

1369 

1630 

1225 

1786 

1795 

Scarlet  fever... 

. 1256 

1610 

994 

482 

428 

474 

459 

736 

1017 

923 

934 

846 

Tuberculosis  . 

. 4803 

4180 

3302 

3012 

2930 

3508 

4099 

4100 

3517 

3196 

3460 

3646 

Syphilis  

. 8771 

7438 

5021 

6772 

7278 

9719 

12318 

14683 

14233 

15529 

17001 

10796 

Gonorrhea  

18736 

14388 

7915 

9620 

11307 

13960 

18558 

22559 

22210 

24557 

26355 

17287 
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It  is  not  the  intention  of  this  paper  to 
set  out  any  new  rules  for  treating  these 
age-old  diseases,  nor  am  I going  to  empha- 
size any  one  of  the  volumes  which  have 
been  written  on  their  control.  If  I can  bring 
this  subject  to  your  attention  with  sufficient 
forde  to  cause  you  to  study  the  statistics 
and  become  aware  of  the  awful  onslaught 
that  these  diseases  are  making,  and  can 
arouse  interest  enough  to  cause  a free 
discussion  to  the  end  that  the  general  prac- 
titioner will  realize  that  these  people  are 
coming  to  him  first  and  that  he  holds  the 
key  to  the  situation,  I will  feel  that  I have 
been  quite  repaid  for  any  thought  which  I 
might  have  given  this  subject. 

I heard  a negro  preacher  once  laying  out 
the  “pints”  of  his  sermon  and  I thought 
that  we  all  would  do  well  to  emulate  his 
example  whenever  discussing  any  subject. 
He  said  the  first  “pint”  is  “Whare  is  ye?” 
the  second  is  “Whare  is  ye  gwine?”  and  the 
third  is  “How  is  ye  gwine  git  thare?” 

Answering  the  first  one  of  these  points, 

I believe  that  we  can  agree  that  we  are  in 
the  unenviable  place  of  having  venereal 
diseases  running  wild  and  uncontrolled  in 
our  state  with  no  definite  program  made  or 
in  the  making  as  to  their  control.  This  fact 
is  evident  from  the  statistics  quoted. 

In  order  to  answer  the  second  point,  I 
will  hasten  to  explain  that  I am  not  reach- 
ing for  a star  when  I say  that  I believe 
that  venereal  diseases  can  be  controlled  in 
Mississippi  if  the  general  practitioners  can 
be  made  to  feel  their  responsibilities  in  this 
matter  and  we  can  get  the  proper  appro- 
priation into  the  hands  of  the  State  Board 
of  Health  and  get  the  assistance  required. 
We  are  told  by  Dr.  Parham,  former  Assist- 
ant Surgeon  General,  who  is  now  State 
Hea’th  Commissioner  of  New  York,  and  by 
Dr.  John  Stokes,  Professor  of  Syphilis  is 
the  University  of  Pennsylvania,  writing  in 
the  American  Medical  Journal,  that  ven- 
ereal diseases  have  been  controlled  in  the 
European  countries  and  especially  does 
England  show  marked  reduction  in  these 
diseases.  I did  not  refer  to  what  was  being 


done  in  the  European  countries  with  the 
idea  of  recommending  their  methods,  even 
though  they  have  been  successful,  for  the 
difference  in  free  America  and  the  Euro- 
pean countries  is  apparent  to  everyone  who 
has  visited  over  there,  and  we  are  well 
aware  that  the  methods  of  handling  people 
used  over  there  could  never  be  a success  in 
the  States. 

In  thinking  of  our  third  point,  it  is  well 
to  consider  some  of  the  fundamentals  with- 
out which  the  control  of  venereal  diseases 
is  impossible.  No  where  in  all  of  medicine 
is  it  more  imperative  for  a physician  to 
make  a complete,  careful  examination  of  the 
whole  body  than  when  dealing  with  the 
venereal  diseases.  If  a person  be  broken  in 
bodily  resistance,  a physician  would  have  an 
almost  impossible  task  to  cure  his  gonor- 
rhea. In  a like  manner  to  begin  giving 
anti-syphilitic  remedies  to  a man  with 
nephritis  or  some  other  crippled  organ 
would  be  very  hazardous.  A careful  inves- 
tigation should  be  made  regarding  all 
pathology  which  is  disclosed  in  the  complete 
examination  and  treatment  ordered  that 
will  take  care  of  the  pathology  presented. 

It  is  believed  that  one  of  the  reasons  that 
the  lay  public  is  going  to  drug  stores,  negro 
doctors,  and  quacks  of  all  kinds  for  treat- 
ment of  venereal  diseases  is  because  the 
average  physician  is  thinking  too  much  in 
terms  of  treating  gonorrhea  instead  of 
treating  the  man  with  gonorrhea,  and  of 
giving  “shots”  instead  of  treating  a patient 
with  syphilis. 

I am  making  this  appeal,  especially  to  the 
general  practitioner  because  the  treatment 
of  the  venereal  diseases  rightly  belong  to 
him.  It  is  only  when  complications  arise  and 
when  we  require  unusual  study  and  special 
skill  that  the  specialist  should  be  consulted. 
It  is  apparent  that,  if  venereal  diseases  and 
their  complications  were  taken  away  from 
the  human  family,  a big  source  of  revenue 
would  be  taken  out  of  the  hands  of  the 
doctors.  It  is  no  more  difficult  for  a physi- 
cian to  prepare  himself  to  treat  acceptably 
gonorrhea  and  syphilis  than  it  is  to  prepare 
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to  feed  a baby  scientifically,  and  although 
all  of  us  were  babies  one  time  it  is  believed 
that  there  are  more  venereal  disease  to 
treat  than  there  are  feeding  problems 
among  the  babies.  Every  patient,  no  mat- 
ter what  his  financial  standing  is,  is  entitled 
to  the  best  medical  treatment  available  to 
him  and  ample  treatment  for  everyone  is 
a goal,  I believe,  that  every  medical  man, 
who  is  thinking  in  terms  of  service,  is 
anxious  to  see  reached.  If  people  are  able 
to  pay,  the  profession  should  get  the  money ; 
however,  if  they  are  not  able  to  pay,  then 
they  should  be  well  treated.  Some  provis- 
ion should  be  made  whereby  they  can  re- 
ceive treatment  which  will  insure  that  these 
diseases  will  be  brought  under  control. 

I do  not  want  anyone  of  you  to  get 
nervous;  I am  not  going  to  propose  that 
the  Public  Health  Service,  either  the  state, 
federal,  or  local,  enter  into  the  treatment  of 
patients.  This  is  the  province  of  the  doctor. 
It  is  his  duty  to  provide  curative  medicine. 
It  is  the  public  health  authorities’  problem 
to  prevent  the  spread  of  disease  and  to 
control  infections. 

Leadership  is  always  at  a premium.  Few 
general  practitioners  have  time  to  get  out 
and  organize  physicians  into  any  movement. 
In  view  of  the  fact  that  the  control  of  in- 
fectious diseases  is  a state  health  function, 
upon  them  should  rest  the  responsibility  of 
organizing  the  physicians  into  treatment 
groups.  The  public  health  agencies  should 
assist  the  physicians  in  bringing  under 
treatment  all  people  infected  with  venereal 
diseases,  and  the  physicians  should  ade- 
quately provide  for  all  such  people  calling 
upon  the  health  workers  to  stimulate  in- 
terest in  any  who  wrere  neglecting  their 
treatment. 

The  local  physicians  who  know  the 
situation  should  decide  upon  the  ability  of 
people  to  pay,  realizing  always  that  very 
few  who  are  able  to  pay  will  try  to  take  ad- 
vantage, and  these  fewr  had  better  be  treated 
for  the  benefit  of  the  public  and  for  their 
moral  support  in  the  campaign  than  to  be 


antagonized  or  made  an  enemy  of  because 
of  refusal. 

It  is  believed  that  one  of  the  greatest 
impediments  to  successful  treatment  is  the 
charge  per  “shot”  or  per  office  treatment. 
If  a person  is  to  have  one,  two,  or  tjiree 
“shots,”  he  would  be  better  off  without  them 
and  it  may  be  stated  that  a dose  of  ar- 
sphenamine  is  not  worth  the  cost  of  the 
medicine  used  much  less  $10.00  to  $25.00 
unless  the  patient  can  have  the  advantage 
of  a series  of  well-though-out  procedures 
which  will  bring  about  an  arrest  of  the 
syphilitic  or  gonorrheal  process.  If  we 
could  forget  for  a time  our  prices  per 
“shot”  or  per  office  visit,  and  think  in  terms 
of  remuneration  for  well-treated  patients, 
we  would  take  a great  step  forward  in  the 
control  of  venereal  diseases.  It  is  hoped 
that  we  may  here  work  out  some  plan  that 
we  can  carry  back  to  our  venereal  disease 
patients  which  will  show  them  that  we  are 
anxious  to  give  them  value  received  rather 
than  sell  them  the  fad  that  so  many  patients 
are  on  to — namely,  taking  “shots.” 

If  I understand  it  right,  the  function  of 
the  chairman’s  address  is  to  give  this  sec- 
tion, in  a concise  way,  some  problems  which 
are  worthy  of  their  solution,  and  make 
certain  recommendations  which  will  tend  to 
point  to  some  solution,  or  which  will  pro- 
voke discussion  which  may  lead  later  to  the 
solution  of  these  problems.  To  this  end  we 
may  sum  up  the  points  I have  attempted  to 
make  in  this  paper — namely : 

(1)  The  venereal  diseases  present  the 
most  urgent  problem  that  is  confronting 
the  state  today. 

(2)  Our  early  efforts,  together  with  the 
experience  of  other  countries,  have  proven 
that  they  can  be  controlled. 

(3)  The  problem  of  control  is  up  to  the 
general  practitioners  to  whom  the  cases  first 
present. 

(4)  Only  by  some  provision  which  will 
allow  every  case,  no  matter  what  his  finan- 
cial standing  is,  to  become  treated  to  a sue- 
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cessful  cure,  can  we  expect  to  make  head- 
way in  the  control.  Financial  arrange- 
ments should  be  made  with  the  end  in  view 
of  arresting  the  patient’s  disease  rather 
than  making  the  basis  of  charge  so  much 
per  visit. 

(5)  Ample  appropriations  should  be 
secured  for  the  Public  Health  Service  which 
would  provide  enough  assistance  for  the 
indigent,  and  a corp  of  field  workers  which 
would  get  the  patients  into  the  hands  of 
physicians  and  do  the  follow-up  work 
necessary. 

DISCUSSION. 

Dr.  D.  J.  Williams  (Gulfport)  : I do  not  want 

to  discuss  this  paper,  but  at  the  same  time,  I do 
not  want  it  to  go  by  without  discussion  because  of 
its  importance.  I do  not  believe  that  venereal 
diseases  at  this  time  are  running  rampant  as  they 
formerly  did.  Those  of  us  who  have  some  recol- 
lection of  the  red  light  districts  know  full  well 
the  part  they  played  in  the  spread  of  venereal 
diseases.  Those  conditions  do  not  exist  in  this 
state  and  adjoining  states  as  they  once  did.  Many 
of  us  do  know  the  habits  of  the  average  young 
man.  They  are  not  as  promiscuous  as  formerly, 
and  intercourse  with  the  negro  race  is  not  as 
prevalent  as  it  used  to  be,  and  I am  convinced  that 
prevention  has  done  that.  My  friend,  Dr.  Hays, 
knows  full  well  that  you  can  jump  up  statistics. 
He  is  so  thoroughly  grounded  on  this  work  that 
he  cannot  get  rid  of  the  idea  that  the  whole  race 
is  doomed.  This  has  been  a most  excellent  paper, 
but  when  we  study  the  other  side  we  can  easily 
see  that  there  are  many  things  that  do  not  sus- 
tain the  position  taken.  I had  some  experience 
during  the  war;  my  experience  has  not  been  as 
extensive  as  Dr.  Hays’  but  my  work  at  one  of  the 
camps  was  looking  after  the  spread  of  venereal 
disease  to  some  extent.  I want  to  say  that  with 
our  present  knowledge  and  means  of  prevention  we 
are  in  much  better  position  than  ever  before  to 
control  these  diseases.  I remember  examining  six 
prostitutes  who  had  been  reported  as  responsible 
for  the  spread  of  venereal  disease,  and  I never 
examined  six  cleaner  women.  They  had  been 
taught  to  use  modern  methods  of  cleanliness. 
When  that  knowledge  is  universal  you  will  find 
there  will  be  less  and  less  spread  of  disease. 

Dr.  H.  H.  Haralson  (Vicksburg)  opposed  the 
idea  of  venereal  clinics.  He  expressed  himself  as 
dissatisfied  with  the  manner  in  which  those  with 
which  he  has  been  familiar  were  conducted,  and 
considered  them  an  encroachment  on  the  rights  of 
the  private  physician. 


Dr.  L.  B.  Austin  (Rosedale)  : I arise  to  ask  a 

question.  The  State  Board  of  Health  is  in  a 
quandary.  We  do  not  know  how  to  meet  the 
situation.  We  assembled  3,000  colored  people  and 
took  Wassermann  tests.  We  had  23  per  cent  posi- 
tive Wassermanns,  and  a doctor  from  Hot  Springs, 
who  is  an  expert  on  syphilis,  says  that  20  per  cent 
more  had  syphilis.  That  makes  43  per  cent  in  that 
community.  The  superintendent  of  education  there 
tells  me  there  are  20,000  children  in  the  public 
schools.  On  that  basis,  that  means  there  are 
10,000  people  with  syphilis  who  are  not  being 
treated,  and  who  are  going  to  fill  our  jails  and 
penitentiaries  and  hospitals.  Are  we  going  to 
wait  until  we  send  them  to  jail  or  are  we  going 
to  try  to  do  something  now?  And  does  the  medi- 
cal profession  desire  the  State  Boafd  of  Health  to 
take  some  steps  to  correct  this  situation? 

Dr.  W.  A.  Dearman  (Gulfport)  : The  question 

of  venereal  diseases  is  a rather  broad  subject. 
The  general  practitioner  is  not  going  to  take  up 
his  time  treating  these  cases.  They  have  to  have 
a long  continued  course  and  it  is  a tedious  affair. 
I got  into  trouble  on  this  matter  of  reporting  cases. 
I reported  them  by  name,  and  one  of  the  cases 
was  a prominent  man.  He  got  a lot  of  literature 
from  the  state  board  and  he  came  into  my  office 
about  it — it  got  me  into  a very  bad  situation.  You 
can  report  them  by  number,  however,  and  I have 
done  that  since.  The  question  of  prophylaxis 
arises.  This  question  of  contraception  has  been 
broadcast  all  over  the  United  States.  I say  that 
the  individual  who  endorses  general  contraceptive 
measures  is  a menace.  That  is  not  the  way  to 
fight  this  problem.  Do  not  let  them  get  married. 
The  people  who  launch  these  lectures  on  contracep- 
tion say  the  information  is  for  the  doctor,  not 
for  the  layman,  but  it  is  not  twenty-four  hours 
before  women  come  in  for  information.  Women 
go  to  these  lectures;  they  endorse  them.  I say, 
why  not  stop  the  feeble-minded  from  getting 
married?  Syphilis  is  not  running  wild;  gonorrhea  is 
not  on  the  increase.  A young  man  does  not  know 
about  the  danger  of  gonorrhea.  I do  not  treat  it; 
I send  them  to  the  urologist.  I see  people  getting 
married  every  day  who  have  not  been  cured  for 
ten  days.  I believe  in  stopping  them  from  getting 
married,  keeping  them  under  observation  and  under 
treatment.  And  I do  not  believe  in  endorsing  these 
contraceptive  measures. 

Dr.  Hardie  R.  Hays  (closing) : In  reply  to 
Dr.  Williams,  I hope  we  will  get  these  statistics. 
I do  not  believe  in  statistics  for  one  year,  but  if 
you  take  a series  of  eleven  years  in  which  all  the 
men  in  Mississippi  have  been  making  about  the 
same  mistakes  they  made  in  other  years,  the  aver- 
age is  a pretty  good  picture  of  what  happens.  I 
say  venereal  diseases  are  on  the  rampage.  Small- 
pox we  are  controlling;  scarlet  fever  we  are 
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controlling;  diphtheria  we  are  not  controlling.  Up 
to  the  present  time  venereal  diseases  have  out- 
stripped all  other  diseases.  Relative  to  teaching 
young  men  and  young  women.  I spent  several 
years  talking  to  high  school  boys  and  girls.  I 
went  into  every  country  school  and  every  school 
in  the  state,  and  I was  of  the  opinion  that  educa- 
tion was  the  real  safeguard  against  contracting 
venereal  disease.  I believe  education  plays  a big 
part,  but  unless  the  disease  is  properly  treated  we 
are  not  going  to  get  anywhere.  In  reply  to  Dr. 
Haralson,  I am  not  connected  with  the  state 
board — I have  not  been  since  1925,  in  case  your 
remarks  were  intended  for  me  personally.  With 
reference  to  what  Dr.  Austin  said.  I wish  there 
had  been  more  doctors  like  Dr.  Austin  working 
with  us.  We  have  a real  problem  in  the  State  of 
Mississippi.  What  I want  to  do  is  to  get  the 
general  practitioner  to  go  home  with  the  idea  of 
organizing  his  community  so  that  these  diseases 
may  be  treated.  We  do  not  want  to  have  patients 
coming  continuously  to  our  office  with  gonorrhea, 
where  we  are  receiving  no  l’emuneration  for  the 
treatment,  yet  these  people  should  be  treated,  and 
the  responsibility  is  on  us  as  doctors  to  treat  them. 
We  do  not  want  the  state  department  to  treat  dis- 
ease, we  want  to  take  care  of  that  ourselves.  I 
am  trying  to  make  that  point.  We  do  not  want 
the  Health  Department  to  treat  diseases.  The 
reasons  for  the  clinics  was  to  teach  people  that 
the  drug  stores  were  not  the  place  to  go  for  treat- 
ment, and  as  soon  as  the  people  of  Mississippi  were 
educated  to  go  to  the  doctor,  we  closed  the  clinics. 
For  that  reason  they  are  going  to  doctors  instead 
of  to  the  drug  stores  and  to  quacks.  I wish  there 
were  more  doctors  like  Dr.  Austin,  because  you  are 
having  experiences  like  that  right  in  your  home 
town.  I was  very  much  surprised  when  I found 
what  these  statistics  were;  when  I got  into  general 
practice  and  began  to  see  what  conditions  were  I 
found  these  figures  do  not  represent  the  half  of  it. 
If  we  would  go  out  and  study  the  thing  we  would 
see  that  it  is  the  biggest  problem  we  have  to  face. 
Dr.  Williams  said  syphilis  is  not  running  rampant. 
If  he  were  to  go  through  his  cases  and  check  those 
who  are  affected  by  the  aftermath  of  syphilis  he 
would  think  differently.  The  whole  thing  in  this 
paper  was  my  desire  to  put  an  incentive  before  the 
general  practitioner  to  organize  ourselves  to  accept 
the  responsibility  and  treat  these  patients  some 
way  or  other.  If  we  do  not  want  them  coming  to 
our  offices  we  should  organize  some  way  to  take 
care  of  them  at  a clinic — anything  so  that  they 
may  have  treatment — anything  to  stop  the  ravages 
of  disease. 


THE  IMMEDIATE  HANDLING  OF 
SCIATIC  PAIN.* 

HENRY  DASPIT,  M.  D.,f 
New  Orleans. 

Contrary  to  what  appears  to  be  custom  I 
will  not  offer  for  your  consideration  a 
learned  and  highly  technical  presentation 
but  will  call  to  your  attention  a very  simple 
and  useful  procedure  which  any  practitioner 
of  medicine  may  employ  in  the  patient’s 
home.  Too  many  so-called  high-powered 
specia’ists  take  up  the  time  in  a gathering 
of  this  sort  to  glorify  themselves  and  leave 
the  man  who  is  practicing  in  rural  sur- 
roundings with  nothing  other  than  that  he 
has  no  alternative  but  to  refer  his  many 
problems  to  the  erudite  specialist.  While 
it  is  certainly  true  that  there  are  some  prob- 
lems which  must  be  referred  to  highly 
developed  medical  centers  for  detailed  diag- 
nosis, as  well  as  the  handbng  for  which  the 
practitioner  is  not  equipped,  quite  a large 
majority  may  well  be  cared  for  in  the 
patient’s  home.  I feel  that  it  is  our  duty 
to  place  in  the  hands  of  the  general  prac- 
titioner, those  easily  applied  procedures 
which  will  smooth  out  his  many  diffi- 
culties, add  to  the  comfort  and  well-being 
of  his  patients  and  materially  reduce  the 
cost  of  medical  care. 

I would  call  to  your  attention  the  utility 
of  sacral  epidural  injection  for  the  relief  of 
many  forms  of  persisting  lower  half  body 
pain  of  several  varieties.  It  should  not  be 
regarded  as  a specific  cure  but  rather  as  a 
measure  to  assure  the  patient  comfort  while 
the  clinician  investigates  further  as  to  the 
remedy  of  the  underlying  cause.  I have 
nevertheless  seen  several  instances  where, 
following  sacral  epidural  injections,  pain 
has  ceased  and  not  returned  for  more  than 
one  year.  In  the  majority  of  these  cases 
there  was  nothing  definite  to  account  for  the 
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pain  and  all  met  the  requirements  of  true 
sciatica. 

It  would  profit  us  little  to  go  into  the  dif- 
ferentiation of  the  varied  conditions  which 
give  rise  to  pain  in  sciatic  distribution.  Suf- 
fice it  to  say  that  real  sciatica  is  a very  rare 
condition  and  the  term  is  improperly  used 
to  cover  sciatic  pain  in  general,  irrespective 
of  the  essential  cause.  We  will  talk  about 
the  relief  of  pain  and  not  the  remedy  of 
the  disease  it  represents. 

It  is  wise  to  reserve  sacral  epidural  in- 
jection for  those  cases  in  which  relief  has 
not  been  secured  by  usual  therapy.  This 
does  not  include  the  brief  or  prolonged 
administration  of  morphine,  etc.  It  is  to  be 
noted  that  the  procedure  is  very  simple  and 
that  no  contraindications  whatever  exist. 

The  patient  is  placed  in  the  lateral  posi- 
tion with  the  involved  side  down.  He  should 
lie  across  the  bed  or  table  with  thighs  flexed 
on  the  abdomen  and  the  gluteal  region  close 
to  the  edge  of  the  bed.  At  the  sacro-cocci- 
geal  junction,  often  visible  and  always  pal- 
pable, will  be  noted  the  superior  median 
protubrance  and  the  lateral  tubercles,  horn- 
like eminences,  which  are  the  landmarks. 
The  skin  and  pathway  of  the  injection  is 
anesthetized  with  1 per  cent  novocaine  or 
other  anesthetic  of  choice.  For  the  injec- 
tion proper,  an  ordinary  spinal  puncture 
needle  is  used.  This  is  inserted  into  the 
sacro-coccigeal  foramen  and  further  into 
the  sacral  canal  for  at  least  one  inch  and 
not  further  than  two  inches.  The  use  of  a 
large  syringe  admitting  of  rapid  introduc- 
tion of  the  fluid  under  pressure  is  desirable. 
Some  have  advocated  the  initial  injection 
of  about  10  c.c.  of  low  strength  anesthetic 
solution  followed  by  Ringer’s  solution  or 
normal  saline.  The  preliminary  introduc- 
tion of  the  anesthetic  solution  is  not  essen- 
tial and  merely  serves  to  reduce  the  discom- 
fort of  the  massive  injection.  It  plays  no 
part  whatever  in  the  final  relief  of  pain. 
The  total  bulk  injected  should  be  between 
60  and  80  c.c.  It  has  been  my  experience 
that  for  routine  use  normal  saline  is  quite 
adequate  and  gives  as  satisfactory  results 


as  less  accessible  solutions.  It  has  the 
advantage  of  ease  in  preparation  and  is 
always  available.  Other  substances,  such 
as  liquid  petroleum  have  been  advocated 
and  certainly  have  a decided  field  of  use- 
fulness, irrespective  of  the  fact  that  some 
observers  fear  emboli  as  the  result  of  their 
use. 

There  is  but  one  danger  and  it  is  most 
unlikely  if  the  physician  is  in  the  least 
observing.  This  is  the  thrusting  of  the 
needle  into  the  sacral  cavity  and  penetration 
of  the  rectum  or  other  quite  important  struc- 
tures. Should  the  needle  be  carried  through 
cid  the  infiltration  made  on  the  anterior 
a ipect  of  the  sacrum,  no  harm  will  be  done 
a id  no  relief  of  the  pain  will  result.  The 
lack  of  results  under  such  breach  of  technic 
wi’l  cause  the  uncritical  observer  to  dis- 
credit the  procedure.  If  the  needle  is  car- 
ried to  the  posterior  aspect  of  the  sacrum 
and  the  infiltration  started,  this  should  be 
immediately  apparent  and  the  needle  should 
be  properly  re-inserted. 

It  has  been  recommended  that  the  patient 
remain  in  bed  for  a few  days  following  the 
treatment.  This  is  not  essential  and  should 
be  judged  by  the  probable  source  of  the 
pain  as  well  as  the  relief  gained  by  the 
injection.  No  definite  rule  may  be  given. 
More  than  one  injection  is  frequently  neces- 
sary and  this  is  the  case  in  the  majority 
of  instances.  Three  or  four  usually  suffice. 
As  the  procedure  is  harmless,  where  proper 
asepsis  is  provided,  the  number  of  treat- 
ments is  not  a matter  of  consequence.  The 
occasional  necessity  for  repeated  injections 
has  brought  up  the  question  of  the  desira- 
bility  of  employing  an  unabsorbable  sub- 
stance as  liquid  petroleum. 

There  is  some  question  as  to  the  mechan- 
ism of  the  relief  of  pain  by  the  injection  of 
non-anesthetic  solutions  into  the  sacral 
canal.  In  all  probability  the  relief  is  secured 
by  stretching  of  the  roots  and  by  alteration 
in  circulatory  conditions.  The  anesthetic 
effect  of  the  small  preliminary  injection 
of  novocaine,  etc.,'  used  by  some  observers 
has  been  credited  as  a factor,  but  this  may 
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be  ruled  out,  as  in  the  great  majority  of 
the  injections  given  by  us,  the  prelimin- 
ary anesthetic  solution  has  not  been  employ- 
ed and  only  sterile  normal  saline  used.  I 
do  not  feel  that  a secondary  inflammatory 
reaction  plays  any  part. 

From  a number  of  cases  in  which  the 
sacral  epidural  injection  has  been  used,  the 
following  few  are  cited  as  demonstrative  of 
the  utility  of  the  procedure. 

CASE  REPORTS. 

White  male,  aged  32  years.  Attack  of  posterior 
thigh  and  leg  pain  of  two  days  duration  meeting 
all  neurologic  requirements  of  true  sciatica  (not  a 
perineuritis  or  a neuritis).  As  the  patient  had 
come  to  New  Orleans  for  the  specific  purpose  of 
sailing  in  the  star-boat  races  and  intended  being 
south  but  for  a brief  period,  no  thought  was  given 
to  underlying  factors  and  it  was  decided  to  attempt 
to  merely  relieve  the  pain  which  was  so  severe  as 
to  necessitate  analgesic  and  rest  in  bed.  The 
patient  had  experienced  a previous  similar  attack 
of  pain  extending  over  a period  of  some  weeks. 
The  matter  was  explained  to  him  and  instructions 
given  that  he  report  to  his  physician  in  New  York 
for  more  detailed  survey.  70  c.c.  of  normal  saline 
were  injected,  under  pressure,  into  the  sacral  canal 
at  9 a.  m.  Late  during  the  afternoon  of  the  same 
day,  the  patient  was  entirely  free  from  all  pain 
and  was  comfortable  in  the  face  of  violent  physical 
exertion.  He  sailed  his  boat  for  the  next  four 
days  without  any  discomfort  whatever.  Three 
weeks  later  he  wrote  that  there  had  been  no  recur- 
rence of  the  pain  and  he  would  report  to  his  physi- 
cian as  advised. 

White  male,  aged  about  54  years.  Diagnosis: 
Sarcoma  of  pelvis — right.  Right  leg  pain  so 

severe  as  to  necessitate  use  of  morphine  up  to  four 
grains  daily.  Injection  65  c.c.  of  normal  saline 
in  the  sacral  canal.  Prompt  relief  of  pain  ex- 
cept for  minor  discomfort  referred  to  the  upper, 
inner  aspect  of  thigh-obturator.  No  morphine 
needed  after  injection.  The  patient  was  pain  free 
for  one  week  and  then  a very  gradual  return  of 
pain.  Considering  the  nature  of  the  condition  and 
the  relief  secured  by  epidural  injection,  it  was 
decided  to  employ  liquid  petroleum.  40  c.c.  of  ster- 
ile liquid  petroleum  were  injected  into  the  sacral 
canal.  Pain  was  relieved.  Six  weeks  later,  the 
patient  walked  into  my  office  and  reported  com- 
plete comfort  in  the  interval.  No  analgesics.  He 
has  been  lost  sight  of. 

While  male,  aged  50  years.  Diagnosis:  Tabes 
dorsalis.  Complaining  of  persisting  lancenating 
pains  in  legs  and  feet  though  he  had  been  Wasser- 
mann  negative  for  at  least  eighteen  months 


(spinal-fluid).  After  three  sacral  epidural  injec- 
tions of  70  c.c.  normal  saline  at  weekly  intervals 
has  been  free  from  pain  for  one  year.  Previous  to 
the  injections,  the  pain  has  been  of  at  least  weekly 
occurance.  It  is  appreciated  that  it  is  unwise 
to  draw  deductions  as  to  the  response  of  tabetic 
pain  to  any  type  of  therapy  if  one  understands 
the  erratic  behavior  of  this  type  of  pain.  The 
above  response  to  epidural  injections  merits  report 
as  it  has  been  duplicated  in  other  cases. 

White  male,  aged  30  years.  Bilateral  arthritis 
of  hips  with  severe  bilateral  leg  pain  and  who  had 
been  confined  to  bed  for  weeks  was  able  after  third 
injection  to  get  about  fairly  comfortably  with  two 
sticks.  In  this  case  no  analgesics  were  used.  The 
arthritis  was  not  affected  in  the  least. 

Marked  benefit  was  obtained  in  several 
cases  of  leg  pain  secondary  to  sacro-iliac 
arthritis  or  strain. 

We  have  had  little  or  no  experience  with 
epidural  injection  in  the  relief  of  painful 
conditions  of  the  perineum  and  genitals  but 
we  are  inclined  to  feel  that  these  areas  (ter- 
minal cord)  offer  a field  of  much  useful- 
ness for  the  procedure.  We  agree  with 
Viner  of  Montreal  that  little  is  to  be  expect- 
ed where  the  pain  is  the  result  of  vascular 
disease.  In  instances  of  pain  secondary  to 
disease  involving  the  sympathetic  nervous 
system,  we  have  no  experience  but  antici- 
pate much. 

Nothing  original  is  claimed  for  the  above. 
Sacral  epidural  injections  have  been  used 
for  at  least  twenty  years  by  many  observ- 
ers here  and  abroad. 

SUMMARY. 

Sacral  epidural  injection  is  offered  as  a 
relief  for  pain,  other  than  of  vascular 
origin,  occurring  below  the  distribution  of 
the  mid-lumbar  segmental  area. 

It  is  not  offered  as  a curative  procedure 
though  in  occasional  cases  the  relief  appears 
permanent. 

DISCUSSIONS. 

Dr.  Roy  Carl  Young  (Shreveport):  I was 

very  glad  to  hear  Dr.  Daspit’s  paper  today,  especi- 
ally due  to  the  fact  that  he  brought  out  such  an 
important  procedure;  one  that  is  quite  simple;  one 
that  can  be  used  by  every  physician. 

We  have  been  using  this  procedure  for  the  past 
two  years  and  a half,  and  have  been  getting  very 
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satisfactory  results  in  our  cases;  both  in  private 
practice  and  in  the  neurological  ward  of  the 
Charity  Hospital.  The  trouble  with  the  procedure 
is  that  the  patients  come  in  with  an  acute  sciatic 
pain;  are  given  one  injection  which  gives  relief  to 
such  an  extent  that  they  leave  the  hospital  before 
the  original  cause  of  the  condition  has  been  found 
and  removed.  I recall  one  case  that  has  been  in 
the  Charity  Hospital  in  one  of  the  other  services, 
through  mistake,  that  had  had  a unilateral  pain 
which  was  typical  of  sciatica.  The  case  had  been 
in  about  two  weeks,  and'at  that  time  was  getting 
about  a grain  or  a grain  and  a half  of  codein  a 
day  for  the  relief  of  pain.  The  interne  called  me 
up  and  asked  me  to  come  out  and  show  him  the 
technic  of  the  injection.  I went  out  about  nine 
o’clock  and  gave  the  injection.  I saw  the  interne 
the  next  day  and  asked  him  how  the  patient  was, 
and  he  said  the  patient  left  about  five  o’clock  that 
afternoon  without  any  pain  at  all. 

We  have  used  it  several  times  in  tabes  dorsalis 
and  obtained  very  good  results.  It  has  been  recom- 
mended— and  this  should  be  of  interest  to  all  of 
you,  especially  those  doing  surgery — very  highly 
for  the  relief  of  pain  in  the  amputated  leg  or 
stump  pain.  I haven’t  had  the  opportunity  of 
trying  it  in  a case  of  that  kind,  but  I just  mention 
that. 

I have  never  used  the  liquid  petrolatum,  but  I 
see  no  reason  why  it  shouldn’t  be  used.  There 
should  be  very  little  danger  of  an  embolus.  We 
have  used  routinely  in  our  cases  from  10  to  20  c.c.’s 
of  one  per  cent  novocain  followed  by  60  to  80  c.c. 
of  normal  saline. 

Dr.  Daspit  brings  out  the  point  that  he  has 
his  patient  in  the  lateral  position,  and  with  the 
affected  side  down.  I think  that  is  an  improvement 
over  the  position  I have  been  using  because  I have 
been  having  the  patient  lie  flat  on  the  abdomen 
with  one  or  two  pillows  under  the  hips  in  order 
to  get  slight  elevation.  I think  I will  modify  that 
technic  a little  bit  on  my  next  case. 

Dr.  Daspit  has  brought  out  something  that  will 
absolutely  give  us  more  relief  than  hypodermic 
injections  of  morphin  in  cases  of  this  kind,  and  at 
the  same  time,  gives  us  a splendid  opportunity  to 
go  ahead,  find  the  original  cause  and  remove  it. 

I have  enjoyed  Dr.  Daspit’s  paper  very  much. 

Dr.  Daspit  (closing)  : Naturally,  there  is  very 

little  I may  say  in  closing  except  to  again  remark 
to  the  general  practitioner,  particularly  the  man 
way  out  in  the  country,  that  when  he  gets  these 
persistent  sciatic  pain  cases  that  yank  him  up  in 
the  middle  of  the  night,  try  the  parasacral  massive 
infiltration.  Of  course  he  will  keep  patients  with 
him,  to  our  detriment  in  the  cities,  but  it  will  help 
the  patient  very  much. 


PERINEAL  PROSTATECTOMY.* 

DAVID  M.  DAVIS,  M.  D., 

Baltimore. 

The  object  of  the  so-called  prostatectomy 
is  to  remove  the  obstructing  masses  of 
benign  prostatic  hypertrophy  from  the 
prostate.  Two  methods  have  been  devised, 
the  suprapubic  and  the  perineal.  The  most 
violent  and  bitter  controversy  has  raged 
over  the  respective  merits  of  these  two 
methods,  but  fortunately  the  bitterness  of 
this  controversy  is  now  dying  out  with  the 
general  recognition  of  the  fact  that  both 
methods  are,  in  competent  hands,  highly 
successful.  I am  here  to  present  the  case 
of  those  who  prefer  the  perineal  approach. 
It  is  not  that  we  think  the  perineal  good 
and  the  suprapubic  bad,  but  rather  that 
e think  them  both  good,  with  the  perineal 
a little  better. 

Surgeons  first  became  acquainted  with  the 
prostate  through  the  perineal  route  while 
performing  perineal  lithotomy.  With  the 
idea  of  removing  the  prostatic  enlargement 
first  suggested  itself,  the  perineum  was 
naturally  thought  of  as  the  route  of  ap- 
proach, since  it  is  in  this  direction  that 
the  prostate  lies  nearest  to  the  surface. 
The  theoretical  advantages  of  perineal 
prostatectomy  have  always  appealed  to 
surgeons  and  they  may  be  enumerated  as 
follows:  1.  Vision.  When  the  prostate 

is  operated  upon  through  the  perineum, 
both  the  interior  and  the  exterior  of  the 
prostate  come  easily  and  directly  into  the 
view  of  the  surgeon,  so  that  he  is  able  to 
see  what  he  is  doing. 

2.  One  of  the  advantages  gained  from 
this  visibility  is  that  one  is  able  to  inspect, 
palpate,  and  cut  sections  from  the  posterior 
portion  or  lamella  of  the  prostate.  It  is 
in  this  portion  of  the  prostate  that  cancer 
usually  begins  and  we  are  thus  able  to  make 
a positive  diagnosis  when  this  disease  is 
present  and  alter  the  operation  if  need  be 
in  deference  to  the  malignant  growth. 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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3.  Owing  to  the  fact  that  the  enlarge- 
ment of  the  lateral  lobes  is  usually  greater 
than  that  of  the  median  lobe,  there  is 
usually  in  the  perineal  operation  less  danger 
to  the  internal  sphincter  since  the  lateral 
lobes  are  not  pulled  through  it.  As  a re- 
sult, conditions  in  that  region  are  more  apt 
to  return  fully  and  promptly  to  normal. 

4.  There  is  better  drainage  after  the 
operation  of  the  cavity  from  which  the 
prostatic  enlargement  has  been  removed. 
This  advantage  appealed  to  some  of  the 
early  suprapubic  operators,  of  whom 
Fuller,  Lynn  Thomas  and  Marion  went 
so  far  as  to  drain  the  prostatic  bed 
through  the  perineum  after  suprapubic 
prostatectomy  and  Andrew  Fullerton  is 
now  advocating  this  procedure  again.  That 
inflammatory  products  do  collect  in  the 
prostatic  bed  is  easily  shown  by  the  large 
amount  of  debris  obtained  at  each  irriga- 
tion through  the  urethra  after  suprapubic 
prostatectomy.  Such  a collection  cannot 
occur  after  perineal  prostatectomy. 

5.  Hemorrhage  control  by  means  of  a 
perineal  bag  is  more  certain,  and  one  can 
assure  himself  absolutely  that  all  bleeding 
has  stopped  before  concluding  the  operation. 

6.  It  is  possible  to  get  the  patients  out 
of  bed  sooner  after  the  operation  which  is 
very  important  as  a prophylactic  measure 
against  pneumonia.  There  is  a'so  reason  to 
believe  that  greater  activity  on  the  part  of 
the  patients  tends  to  prevent  an  intra- 
vascular thrombosis  which  may  lead  to  pul- 
monary embolism. 

7.  With  the  perineal  operation,  the  dan- 
ger of  ventral  hernia,  not  infrequently  seen 
after  the  suprapubic  operation,  is  entirely 
eliminated. 

Keeping  these  points  in  mind,  it  is  inter- 
esting to  follow  the  development  of  the 
perineal  operation.  The  first  perineal  pros- 
tatectomy was  undoubtedly  performed  by 
some  perineal  lithotomist,  whose  forceps 
seized  a pedunculated  middle  lobe  instead 
of  the  stone  he  was  expecting  to  grasp. 
Fullerton  states  that  Covillard  did  this  in 


1639.  In  a few  cases,  the  fortunate  surgeon 
noticed  that  this  unexpected  event  was 
followed  by  the  cure  of  the  patient’s 
symptoms.  Guthrie,  in  England,  appreci- 
ating the  mechanics  of  prostatic  obstruc- 
tion, proposed  and  carried  out  an  operation 
in  which  the  prostate  was  incised  through 
a perineal  incision.  The  first,  however,  to 
formulate  a definite  operative  procedure, 
based  on  the  conception  of  premeditated 
removal  of  enlarged  prostatic  lobes,  was 
Dittel,  who  carried  out  this  procedure  in 
1885.  At  about  the  same  time,  Goodfellow, 
in  this  country,  followed  in  the  same  path 
and  with  much  success. 

Other  names  associated  with  early 
perineal  prostatectomy  are  those  of  Fergu- 
son, Bryant,  Landerer  and  Socin,  all  of 
whom  aimed  to  remove  only  the  middle 
lobe.  In  addition,  Kuster,  Schede,  Woolsey, 
Castellana,  Verhoogen,  Rydygier  and  Riedel 
abroad,  and  Alexander  and  Bryson  in  this 
country  also  used  the  perineal  operation 
and  advanced  further  toward  complete  re- 
moval of  the  prostatic  enlargement.  The 
great  difficulty  which  they  encountered  was 
that  the  prostate,  exposed  through  the 
perineum,  tended  continually  to  slip  away 
from  the  exp’oring  finger.  This  difficulty 
was  so  marked  that  Alexander,  of  New 
York,  went  so  far  as  to  make  a small  supra- 
pubic opening  through  which  he  inserted  a 
finger  to  push  the  prostate  into  the  perineal 
wound.  Parker  Simms,  also  of  New  York, 
invented  a rubber  bag,  attached  to  a 
catheter,  which  was  passed  into  the  bladder 
through  the  urethra.  The  bag  was  then 
inflated  and  by  pulling  upon  the  catheter 
he  was  able  to  draw  the  prostate  up  into 
the  wound. 

Modern  perineal  prostatectomy  begins 
with  Proust  and  Gosset  of  France,  who 
carried  out  an  extremely  thorough  and 
painstaking  study  of  the  anatomy  of  the 
perineum.  They  first  showed  clearly  that 
in  order  to  avoid  damaging  important 
structures,  such  as  the  blubous  urethra, 
the  triangular  ligament,  and  particularly 
the  external  sphincter,  the  prostate  should 
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be  approached  not  by  the  mid-line  incision, 
which  tends  to  penetrate  all  these  struc- 
tures, but  rather  by  a transverse  incision, 
which  allows  the  operator  to  approach  the 
prostate  between  the  rectum  and  the  pos- 
terior edge  of  the  triangular  ligament.  In 
order  to  facilitate  the  pushing  back  of  the 
rectum,  the  transverse  incision  was  made 
curved  or  angulated  in  the  form  of  an 
inverted  U or  inverted  V.  They  found  and 
described  the  recto-urethralis  muscle  which 
must  be  carefully  incised  before  the  rectum 
will  fall  back.  They  discovered  the  two 
layers  of  Denonvilliers’  fascia,  between 
which  lies  the  plane  of  cleavage,  making 
easy  the  freeing  of  the  prostate.  Finally, 
they  attempted  to  make  possible  the  pulling 
up  of  the  prostate  by  means  of  a small 
instrument  called  the  Desenclaveur.  This 
was  composed  of  two  curved  blades,  rotating 
one  within  the  other,  so  devised  it  could  be 
opened  after  being  inserted  into  the  bladder. 

In  spite  of  their  extensive  work,  they 
finally  abandoned  the  perineal  operation, 
due  largely,  I believe,  to  the  fact  that  the 
Desenclaveur  was  not  really  satisfactory  for 
pulling  up  the  prostate.  The  next  important 
contribution  came  from  Young,  who  fol- 
lowed the  dissection  described  by  Proust 
and  Gosset,  but  who  invented  a tractor 
which  made  it  possible  for  the  first  time  to 
pull  the  prostate  firmly  and  surely  up  into 
wound.  This  tractor  is  made,  like  the 
Desenclaveur  of  Proust  and  Gosset,  with 
two  curved  blades  rotating  one  within  the 
other,  but  is  much  larger  and  stronger, 
and  has  blades  long  enough  so  that  when 
they  are  opened,  the  instrument  cannot  be 
pulled  out  of  the  bladder.  With  this  de- 
vice, one  can  not  only  pull  up  the  prostate 
but  by  turning  the  blades  as  the  enucleating 
finger  works  against  them,  it  practically 
equips  the  operator  with  another  finger 
inside  the  bladder.  Immediately  Young 
became  the  greatest  protagonist  of  the 
perineal  operation.  In  spite  of  the  fact  that 
other  surgeons  all  over  the  world  were 
turning  to  the  suprapubic,  he  continued  to 
perform  the  perineal  operation,  to  perfect 
its  details  and  to  instruct  students  in  its 


use.  As  a result,  it  is  now  being  performed 
more  and  more  in  this  country  and  a few 
surgeons  abroad  are  again  beginning  to 
use  it. 

All  successful  modern  perineal  prostatec- 
tomies either  follow  exactly  the  technic  of 
Young  or  are  based  strongly  upon  it.  I will 
therefore  give  a description  of  such  an 
operation  at  this  point. 

In  performing  perineal  prostatectomy, 
the  position  of  the  patient  is  of  great 
importance.  Ideally,  the  legs  shou’d  be 
spread  wide  apart,  and  flexed  on  the 
abdomen  so  that  the  surface  of  the 
perineum  is  almost  or  quite  horizontal. 
For  most  cases  of  perineal  prostatectomy, 
epidural  caudal  anesthesia  is  satisfactory. 
In  a few  cases  it  fails,  when  it  must  be 
supplemented  by  nitrous  oxid  or  ethylene. 
For  cases  with  myocardial  insufficiency, 
ether  is  preferable,  while  for  certain  very 
nervous  and  apprehensive  cases  some  form 
of  general  anesthesia  may  be  necessary. 
Avertin  given  by  rectum  is  a new  anesthe- 
tic, but  appears  to  be  very  satisfactory. 

To  begin  the  operation,  one  places  a 
sound  in  the  urethra,  with  the  tip  in  the 
prostatic  urethra,  where  it  is  held  by  an 
assistant.  An  inverted  V or  curved  in- 
cision is  made  about  2 cm.  in  front  of  the 
anus,  the  ends  of  the  incision  being  very 
nearly  over  the  ischial  tuberosities.  With 
the  finger  and  the  hand’e  of  the  knife,  blunt 
dissection  is  then  carried  down  into  each 
ischio-rectal  fossa,  about  lV^-2  cm.  to  each 
side  of  the  mid-line.  This  dissection  must 
pass  posterior  to  the  posterior  edge  of  the 
triangular  ligament,  and  extend  to  a depth 
of  5-6  cm.  The  bifid  retractor  is  then  put 
in  place,  one  blade  to  each  side  of  the  mid- 
line. The  central  tendon  is  thus  thrown 
into  bold  relief,  is  seized  with  forceps,  and 
divided  transversely.  This  incision  should 
carry  one  along  the  curved  posterior  surface 
of  the  bulb  urethra  to  the  posterior  edge  of 
the  triangular  ligament.  Another  method 
of  making  it  is  to  hook  the  finger  under  the 
central  tendon  and  cut  down  on  the  finger. 
At  this  stage  the  rectum  lies  in  the  bottom 
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of  the  wound  and  can  be  identified  by  the 
longitudinal  arrangement  of  its  muscles.  It 
is  connected  to  the  region  of  the  mem- 
branous urethra  by  the  recto-urethralis 
muscle,  which  is  now  divided.  A longitu- 
dinal urethrotomy  is  then  made  as  near  the 
apex  of  the  prostate  as  possible.  The  edges 
of  the  mucosa  are  seized  with  Allis  clamps, 
the  sound  withdrawn-  and  the  Young 
tractor  introduced  in  the  bladder.  When 
the  blades  are  opened,  the  prostate  can  be 
pulled  up,  the  lateral  retractors  are  put  in 
place,  and  the  bulb  retractor  removed. 
Beginning  at  the  apex  of  the  prostate,  one 
dissects  carefully  with  the  knife,  keeping 
close  to  the  tractor,  until  one  reaches  the 
plane  between  the  internal  and  external 
layers  of  the  fascia  of  Denonvilliers,  cover- 
ing the  prostate.  This  can  be  recognized 
by  its  light  colored  shiny  surface  and  by 
the  ease  with  which  blunt  dissection  pro- 
ceeds. This  blunt  dissection  is  continued, 
taking  care  to  free  the  tissues  laterally  as 
one  goes  down,  until  about  3 or  4 cm.  of 
the  posterior  surface  of  the  prostate  is 
exposed.  The  posterior  retractor  is  now 
substituted  for  the  bifid,  pulling  the  rectum 
back  safely  out  of  the  way. 

The  prostate  is  now  incised.  My  own 
preference  is  for  the  inverted  V incision, 
though  a number  of  others  have  been  pro- 
posed. On  the  surface  exposed  by  the 
V incision  one  can  easily  see  the  line  of 
demarcation  between  the  posterior  lamella 
and  the  hypertrophied  masses.  The  enu- 
cleation is  started  at  this  line  by  a blunt 
instrument  and  continued  with  the  finger, 
freeing  the  lateral  lobes  posteriorly.  In 
the  neighborhood  of  the  vesical  orifice  one 
works  on  one  blade  of  the  tractor,  rotating 
it  as  necessary.  With  this  aid,  one  separ- 
ates the  hypertrophied  masses  right  up  to 
the  bladder  mucosa,  passing  the  finger 
across  the  midline  to  free  the  median  lobe. 
The  entii'e  hypertrophied  mass,  in  one  piece, 
can  now  be  pulled  up  and  out  of  the 
prostatic  capsule.  The  median  lobe  or  any 
subtrigonal  masses  can  be  removed  using 
the  finger  or  a spoon  retractor  to  pull  them 
up,  and  a curet  for  removal.  One  finger  is 


placed  in  the  bladder,  and  with  the  index 
finger  of  the  other  hand  in  the  prostatic 
capsule  one  can  palpate  thoroughly,  disclos- 
ing any  nodules  which  may  have  been  left 
behind,  or  sometimes  a subtrigonal  intra- 
vesical lobe.  Stones  can  be  sought  for  and 
removed  from  the  bladder  with  scoop  or 
forceps.  One  can  insert  a urethral  catheter 
or  not,  as  one  p’eases.  Hemostasis  is 
assured  by  means  of  a Davis  bag  which, 
after  insertion  in  the  bladder,  is  inflated  and 
pul’ed  down,  acting  just  like  a Hagner  or 
Pilcher  bag.  This  controls  hemorrhage 
absolutely,  and  primary  post  - operative 
hemorrhage  should  be  unknown.  It  has  a 
central  tube  to  drain  off  the  urine.  Irriga- 
tion through  this  tube  at  this  stage  proves 
that  there  is  no  bleeding  within  the  bladder. 

It  is  not  necessary  to  suture  the  capsule, 
but  probably  better  to  do  so.  The  posterior 
triangular  flap  is  drawn  up  and  fastened  to 
a point  as  close  to  the  apex  as  possible,  on 
one  side  or  the  other,  preferably  with  a 
mattress  suture  of  chromic  catgut.  The 
levator  ani  muscles  are  then  drawn  together 
with  one  or  two  catgut  sutures,  leaving 
enough  room  for  the  removal  of  the  bag. 
The  ends  of  the  central  tendon  are  united 
by  a catgut  suture.  The  skin  can  be  closed 
with  any  non-absorable  suture  desired,  silk 
being  the  best,  as  it  causes  least  discomfort. 
A gauze  pad  is  placed  over  the  wound,  and 
a clamp  put  on  the  traction  tape  of  the 
hemostatic  bag  to  give  a moderate  degree  of 
traction. 

I shall  mention  seven  complications 
which  may  follow  perineal  prostatectomy. 
The  first  is  peculiar  to  the  perineal  method. 
It  is  a recto-urethral  fistula.  I think  we 
may  say  that  it  is  always  caused  by  an 
injury  to  the  rectum  occurring  at  the  time 
of  operation,  though  very  rarely  it  may 
not  develop  until  three  or  even  four  weeks 
after  operation.  The  only  way  to  avoid 
this  distressing  complication  is  by  care  and 
skill  in  operating.  There  are  four  ways  in 
which  the  rectum  is  usually  injured,  first, 
at  the  beginning,  if  the  rectourethralis 
muscle  is  not  properly  divided,  one  may  cut 
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directly  into  the  rectum ; second,  while 
freeing  the  apex  of  the  prostate  the  for- 
ward prolongation  of  the  rectum  may  be 
cut  if  one  does  not  keep  close  enough  to  the 
urethra;  third,  during  the  freeing  of  the 
prostate,  and  particularly  if  one  neglects  to 
free  laterally  in  the  direction  of  the  levator 
and  muscles,  the  rectum  may  be  split  by  too 
forcible  pulling  on  the  lateral  retractors, 
and  fourth,  the  rectum  may  be  cut  or  torn 
during  the  exposure  of  the  prostate  if  one 
does  not  keep  to  the  proper  cleavage  plane 
in  Denonvilliers’  fascia,  or  dissects  on  the 
rectum  instead  of  on  the  prostrate.  I can 
only  say  that  all  these  things  are  avoidable. 
I have  not  yet  had  a recto-urethral  fistula, 
and  if  I do,  I shall  feel  that  it  is  entirely 
my  own  fault. 

2.  Incontinence  is  a complication  that 
seldom  follows  a properly  executed  perineal 
prostatectomy.  I believe  it  is  no  more 
frequent  than  after  suprapubic  prostatec- 
tomy. It  is  avoided  by  careful  preservation 
of  the  triangular  ligament  and  external 
sphincter. 

3.  Epididymitis  can  be  practically  elim- 
inated by  preliminary  vasectomy.  When 
this  is  not  done  for  any  reason,  as  in  the 
case  of  unusually  young  patients,  epididy- 
mitis will  occur  in  about  15  to  25  per  cent, 
the  same  as  with  suprapubic  prostatectomy. 
Careful  preservation  of  the  verumonta- 
neum  does  not  seem  to  have  any  effect  on 
the  incidence  of  epididymitis. 

4.  Impotence  is  fairly  frequent  after 
operation.  In  a large  series  of  cases  at  the 
Brady  Uriological  Institute,  it  was  found 
that  very  few  of  those  impotent  before 
perineal  prostatectomy  became  potent  after- 
wards, but  that  of  those  potent  before, 
80  per  cent  retained  their  potency  later.  I 
do  not  believe  these  figures  are  much  if  any 
different  from  those  of  suprapubic  prosta- 
tectomy. The  iihpotence  is  usually  due  to 
failure  of  erection,  so  that  every  effort 
should  be  made  during  the  operation  to 
stay  as  near  the  mid-line  as  possible  and 
avoid  injury  to  the  pubic  nerves.  That 
nerve  injury  plays  an  important  part  is 


indicated  by  the  not  infrequent  return  of 
potency  four  to  eight  months  after  the 
operation. 

5.  Stricture  may  occasionally  follow 
perineal  prostatectomy.  I believe  its  in- 
cidence is  decreased  by  the  use  of  an 
urethral  catheter  after  operation.  The  be- 
ginning of  stricture  can  be  detected  by 
occasional  irrigation  of  the  urethra,  and  its 
relief  is  by  the  simple  passage  of  sounds, 
preferably  armed  with  filiforms.  Late 
stricture  is  extremely  rare  in  my  experi- 
ence. Stricture  occurs  at  least  as  often,  if 
not  oftener,  following  suprapubic  prosta- 
tectomy, particularly  if  flaps  of  mucosa  are 
left,  or  the  lining  of  the  membranous 
urethra  pulled  out. 

6.  Persistent  perineal  fistula  is  also  ex- 
tremely rare.  When  present,  it  is  usually 
due  to  some  abnormal  condition  internally, 
and  will  heal  following  the  correction  of 
this  condition.  I recall  one  dependent  on 
an  infected  subtrigonal  urethral  diverticu- 
lum, cured  by  incising  the  roof  of  the 
diverticulum.  In  another  case  a persistent 
perineal  fistula  was  caused  by  an  infection 
arising  in  a diverticulum  of  the  bladder, 
which  had  to  be  removed.  I have  recently 
seen  a case  in  which  a perineal  fistula 
persisted  for  two  years  after  perineal 
prostatectomy  by  another  surgeon.  Exam- 
ination showed  no  anatomical  lesion,  but 
a severe  infection  with  Bacillus  proteus. 
Careful  treatment  over  several  weeks  with 
antiseptics  and  acid  washes  sterilized  the 
urine.  The  fistula  closed  during  the  treat- 
ment and  has  remained  healed  since. 

7.  This  case  brings  me  to  the  seventh 
complication,  namely,  alkaline  infection. 
This  infection  is  the  bugbear  of  urological 
surgeons.  When  it  occurs,  the  wound  heal- 
ing ceases,  the  surfaces  become  covered  with 
a dirty  grayish  membrane,  the  wound  has 
an  ammoniacal  odor,  and  in  severe  cases, 
all  sutured  surfaces  may  completely 
separate.  It  is  seldom  fatal,  but  lengthens 
convalescence  tremendously,  and  spoils  not 
a few  good  results.  It  is  caused  by  the 
Bacillus  proteus,  is  contagious  from  patient 
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to  patient,  and  is  difficult  to  eradicate. 
Prophlaxis  is  by  keeping  the  urine  acid,  by 
avoiding  unnecessary  trauma  during  opera- 
tion, by  frequent  change  of  dressings  and 
scrupulous  cleanliness,  and  by  giving  acri- 
flavine  by  mouth  before  and  after  operation. 
When  infection  occurs,  the  wound  must  be 
irrigated  frequently  with  an  acid  solution, 
usually  acetic  acid,  strong  enough  to  over- 
come the  alkalinity  of  the  wound. 

Various  criticisms  have  been  leveled  at 
perineal  prostatectomy.  The  chief  ones  con- 
cern the  likelihood  of  recto-urethral  fistula, 
incontinence,  impotence  and  persistent 
fistula.  Another  is  that  the  obstruction  is 
less  likely  to  be  completely  removed.  The 
first  four  of  these  criticisms  have  already 
been  answered.  As  to  the  last,  one  can  see 
and  palpate  the  entire  prostatic  area  in 
perineal  prostatectomy,  so  that  there  is  less 
excuse  for  an  incomplete  operation  than  in 
suprapubic  protatectomy.  Such  a thing 
may  occur  occasionally  with  any  method, 
but  I will  assert  boldy  that  it  will  occur 
no  more  frequently,  and  probably  less 
so,  after  perineal  than  after  suprapubic 
prostatectomy. 

Having  disposed,  to  the  best  of  my 
ability,  of  the  criticisms  of  perineal  pros- 
tatectomy, we  may  now  turn  to  the  final 
criterion — namely,  results.  First,  as  to  mor- 
tality. In  a series  of  1561  cases  of  perineal 
prostatectomy  performed  at  the  Bray  Uro- 
logical Institute,  Johns  Hopkins  Hospital, 
Dr.  Hugh  H.  Young,  63  patients,  or 
4 03  per  cent,  died.  If  to  these  cases  are 
added  934  more,  with  a mortality  of  4.88 
ner  cent,  performed  by  a’l  other  operators 
in  the  same  institute,  a total  of  2495  cases 
with  a mortality  of  4.35  per  cent  is  reached. 
From  my  own  statistics,  there  are  75  cases 
with  4 deaths,  a mortality  of  5.3  per  cent. 
It  should  be  noted  that  these  operations 
were  performed  in  three  different  cities, 
and  in  five  different  hospital,  only  one  of 
which  had  a trained  staff.  Causes  of  the 
4 deaths  were  as  follows : 1.  Small  second- 
ary hemorrhage  two  weeks  after  operation, 
followed  by  ascending  pyelonephritis.  The 


patient  was  in  splendid  condition  until  the 
hemorrhage  occurred.  2.  Staphylococcus 
septicemia  originating  from  epididymitis 
occurring  two  weeks  after  operation.  3.  A 
fatal  cerebral  attack  the  night  following 
operation  in  a patient  78  years  old  who  had 
been  bedridden  from  spastic  parap'egia 
for  years.  4.  Influenzal  pneumonia  three 
weeks  after  operation.  There  was  a hospi- 
tal epidemic  at  the  time. 

Of  my  own  patients,  there  is  not  one  who 
was  not  relieved  by  the  operation.  In  a 
few  the  function  did  not  return  entirely  to 
normal  on  account  of  diverticula  or  cellules 
of  the  bladder,  persistent  infection,  or  renal 
calculi.  There  were  no  cases  of  incontin- 
ence, although  in  a few  there  was  occasional 
slight  leakage. 

SUMMARY. 

I have  heard  many  persons  say  that  peri- 
neal prostatectomy  is  an  exce'lent  operation, 
but  so  difficult  that  only  a few  are  able  to 
perform  it  successfully.  I cannot  empha- 
size too  strongly  that  this  is  not  true.  It 
is  true,  however,  that  one  cannot  perform 
perineal  prostatectomv  successfully  without 
any  preparation,  and  that  a good  grounding 
in  anatomy  and  the  principles  of  operative 
surgery  is  necessary.  The  surgeon  must 
then  receive  proper  instruction,  and  operate 
on  a few  cases  under  supervision.  If  these 
requirements  are  fulfilled,  any  good  surgeon 
can  perform  perineal  prostatectomy  suc- 
cessfullv.  In  addition,  he  will  find  that  it 
is  actually  easier  than  suprapubic  prosta- 
tectomv, as  he  does  not  have  to  go  so  far 
to  reach  the  prostate,  and  can  see  just  what 
he  is  doing.  I know  this  is  true,  as  I have 
had  the  privilege  of  instructing  a few 
young  men.  They  all  prefer  the  perineal 
operation.  One  of  them  was  already 
thoroughly  trained  and  practiced  in  supra- 
pubic prostatectomy. 

I have  tried  to  show  that  perineal  pros- 
tatectomy has  certain  advantages.  It  is  my 
opinion  that  these  advantages  are  very  real. 
If  anyone  is  convinced  of  the  advantages, 
and  wishes  to  train  himself  to  perform 
perineal  prostatectomy,  he  will  find  that  the^ 
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difficulties  are  not  greater  and  that  with 
proper  instruction  he  can  master  them. 
Whatever  method  of  operation  is  used, 
however,  results  will  depend  on  the  care, 
judgment  and  thoroughness  with  which  the 
pre-operative  preparation  and  post-opera- 
tive care  are  carried  out. 

SUPRAPUBIC  PROSTATECTOMY.* 

D.  T.  MILAM,  M.  D., 

Monroe,  La. 

In  the  operative  relief  by  suprapubic  pro- 
statectomy of  hypertrophy  of  the  prostate 
we  have,  in  the  great  majority  of  cases,  to 
consider  certain  factors  which  are  as  a rule, 
not  involved  in  other  surgical  procedures, 
namely,  those  of  age,  as  most  of  the  cases 
requiring  surgical  relief  for  this  condition 
have  well  passed  middle  age,  and  many  of 
them  are  infirm  or  weakened  by  suffering 
and  infection.  Prostatectomy,  though,  is  not 
attended  by  a greater  mortality  than  that 
following  any  other  major  operation  in  the 
same  class  of  patients.  However,  it  may 
show  a more  favorable  comparison  by 
observing  certain  methods  in  handling  these 
cases. 

Before  beginning  the  examination,  an 
adequate  history  of  the  patient  should  be 
obtained,  which  should  bring  out  in  detail 
the  symptoms  at  onset  and  the  subsequent 
progress  of  the  disease.  An  effort  should 
be  made  to  obtain  evidence  of  gradually 
increasing  obstruction  and  whether  any 
changes  in  renal  function  have  occurred. 

Following  this,  a complete  urological 
examination  should  be  made  in  order  to 
make  correct  diagnoses.  In  certain  cases  the 
diagnosis  of  prostatic  hypertrophy  is  easy. 
With  a history  of  frequency  and  difficulty  of 
urination,  rectal  examination  shows  to  the 
palpating  finger  a uniform  enlargement 
which  is  smooth,  elastic  and  confined  to  the 
prostrate.  The  catheter  finds  residual  urine 
or  a contracted  bladder  and  the  cystoscope 
enlarged  lobes  at  the  prostatic  orifice  and 

* Head  before  the1  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


trabeculation  of  the  bladder.  However, 
there  are  many  great  variation  in  the  find- 
ings; not  infrequently  the  prostate  is  no 
larger  than  normal  on  rectal  palpation. 
This  may  be  due  either  to  the  fact  that  the 
spheroids  are  small  or  that  they  lie  anteri- 
orly or  project  into  the  bladder  and  are  not 
perceptible  on  rectal  examination.  Here  the 
use  of  the  finger  in  rectum  and  cystoscope 
in  urethra  will  generally  show  the  presence 
of  the  enlargement  which  was  previously 
unrecognized.  Upon  rectal  examination  the 
character  of  the  anal  sphincter  should  be 
noted,  and  its  tonus  described.  Stricture  or 
any  important  pathologic  condition  should 
be  noted.  The  description  of  the  prostate 
should  be  complete  and  systematic.  The 
size,  shape,  prominence  and  effect  upon  the 
rectal  lumen  should  be  noted.  The  median 
notch  and  furrow  should  be  examined  and 
the  consistency  of  the  tissue  in  the  median 
line  recorded.  Making  pressure  in  the 
lateral  line,  one  is  usually  able  to  detect 
lateral  hypertrophy.  Where  the  median 
furrow  and  notch  are  replaced  by  a very 
indurated  plateau,  carcinoma  may  be  often 
suspected. 

Before  the  question  of  treatment  can  be 
considered  certain  facts  should  be  known 
in  regard  to  the  case.  The  size,  char- 
acter and  induration  of  the  prostate  and 
seminal  vesicles  as  shown  on  rectal  examin- 
ation ; the  amount  of  residual  urine  and  the 
bladder  capacity  as  shown  with  catheter 
or  cystoscope ; the  condition  of  the  bladder,- 
trabeculation,  inflamation,  cellules  and 
diverticular  as  shown  on  cystoscopic  exam- 
ination ; the  character  of  the  urine,  specific 
gravity,  albumen,  presence  of  infection  or 
not;  appearance  time,  2 hours  P.  S.  T.  to 
determine  kidney  function  and  if  low,  b'ood 
urea;  the  condition  of  the  heart,  arteries 
and  blood.  Treatment  may  be  divided  in 
non  - operative,  pre  - operative  and  post- 
operative. 

The  pon-operative  is  applicable  only  to 
early  cases,  where  the  symptoms  are  not 
aggravated,  the  urine  sterile,  residual  urine 
small  (less,  than  %00  c.c.),  vesical  capacity 
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good  (about  300  c.c.)  and  the  bladder  wall 
showing  no  great  trabecu’ation.  cellule  or 
diverticulum  formation,  kidney  function 
good  and  no  evidence  of  cardio-renal  dis- 
ease ; such  patients  may  often  be  safely  told 
they  may  wait.  However  it  should  always 
be  made  clear  that  an  operation  may  at  any 
moment  become  imperative. 

It  is  through  the  pre-operative  treatment 
that  reduction  of  mortality  has  been 
obtained.  This  is  the  most  important  part  of 
the  prostatectomy.  Some  patients  require 
only  a brief  period  of  preparatory  treat- 
ment, some  weeks  and  some  even  months. 
If  this  is  not  carried  out  you  will  find  a very 
high  mortality. 

Some  surgeons  believe  that  a week  or 
more  of  preparatory  treatment  should  be 
given  in  every  case,  regardless  of  the  con- 
dition present.  I feel  that  this  is  unneces- 
sary, but  a thorough  knowledge  is  essential 
in  selecting  cases  for  immediate  operation. 
If  there  is  the  slightest  doubt,  or  the  slight- 
est unfavorable  symptoms  appear,  such  as 
fever,  leukocytosis,  hematuria,  marked 
pyuria,  or  any  signs  of  uremia,  or  circu- 
latory failure,  operation  should  be  offered. 
Delay  is  usually  safe,  haste  may  often  be 
dangerous. 

Probably  the  most  dangerous  cases  are 
those  that  come  with  high  residual  urine. 
These  cases  can  generally  be  diagnosed 
from  history,  marked  frequence,  difficulty 
of  urination  with  a feeling  of  fullness  after 
urination,  incontinence  of  urine,  abdominal 
distension  and  discomfort  in  pelvic  region. 
These  patients  should  be  sent  to  hospital  at 
once,  a careful  physical  examination  made, 
in  which  the  blood  pressure,  cardiac  con- 
dition, blood  urea  are  determined.  Reten- 
tion catheter  should  be  inserted  but  to 
empty  the  bladder  at  once  is  to  court  dis- 
aster. The  catheter  is  attached  to  an  irrigat- 
ing decompressor  apparatus,  the  vesical  ten- 
sion is  determined,  then  the  exit  level  is 
dropped  2 c.m.  below  the  determined  vese- 
cal  pressure.  In  decompressor  apparatus 
1 MOO  meroxyl  solution  is  used  and  every 
effort  made  to  prevent  the  bladder  from  be- 


coming infected  during  the  period  of  decom- 
pressions. After  the  first  24  hours  you  can 
reduce  the  pressure  head  about  5 c.m.  daily 
and  when  within  12  to  15  c.m.  of  the  bladder 
level  the  apparatus  may  be  removed  and 
continuous  catheter  drainage  employed 
without  danger.  Force  fluids  in  all  cases 
(I  have  seen  as  high  as  10,000  c.c.  given 
daily).  Intravenously,  subcutaneously  and 
by  proctoclysis,  with  careful  observation  of 
cardio-vascular  system  and  digitalis  if 
necessary  to  prevent  a breakdown.  This 
should  be  done  especially  when  the  blood 
urea  is  very  high  (1  gm.  or  over  per  liter). 
If  there  is  no  other  thought  derived  from 
this  entire  paper,  I want  this  one  remem- 
bered, P.S.T.  remaining  constant  for  sev- 
eral examinations  and  a corresponding 
blood  urea  so  as  to  get  maximum  kidney 
efficiency  before  attempting  prostatectomy. 

Before  going  into  the  operation,  I will 
mention  in  brief  anesthesia,  nitrous  oxid 
and.  oxygen,  spinal,  local  anesthesia  and 
ether  (generally  in  cardiac  cases).  Of 
course  the  form  of  anesthesia  depends  on 
the  patient. 

In  doing  a supra-pubic  prostatectomy,  I 
will  not  attempt  to  go  into  the  different 
technics.  The  operation  may  be  done  in 
one  stage  or  in  two  stages.  The  enucleation 
itself  is  very  simple  in  the  majority  of 
cases,  however  some  are  very  difficult.  I 
will  say  this,  in  proper  selected  cases  all 
methods  are  good. 

Before  the  patient  leaves  the  operating 
room,  one  should  be  sure  his  condition  is 
satisfactory.  Bleeding  should  have  been 
stopped,  pulse  in  good  condition  and  no 
pronounced  shock  present.  In  post-oper- 
ative shock  we  all  know  the  symptoms  and 
treatment.  I have  found  that  the  physico- 
chemical principals  involving  gum-glucose 
intravaneously  are  fundamentally  as  fol- 
lows : Glucose  being  a crystalloid  like  salt, 
it  absorbs  water  through  a semipermeable 
membrane.  It  is  known  that  in  shock  and 
following  hemorrhage  there  was  an  increase 
in  the  dextrose  content  of  the  blood,  which 
has  been  explained  as  an  effort  on  the  part 
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of  the  organs  to  combat  the  existing  path- 
ological conditions.  Therefore  the  incorpor- 
ation of  the  sugar  substance  with  the  acacia. 
The  gum  being  a colloidal  substance,  in  6 
per  cent  solution  it  represents  a viscosity 
equal  to  that  of  blood  and  the  osmotic  pres- 
sure of  the  blood  colloids.  Therefore  the 
solution  cannot  leave  the  circulatory  system, 
and  what  is  more,  will  hold  in  the  circula- 
tion the  fluid  that  the  crystalloidal  glucose 
has  attracted  by  osmosis.  In  other  words, 
a crystalloid  when  introduced  into  the 
blood  stream,  passes  rapidly  into  the  cell 
tissue,  and  being  non-oxioizable,  rapidly  re- 
verses the  process,  with  subsequent  water 
logging  of  tissues.  Gum  glucose  will  elevate 
the  blood  pressure  and  maintain  it  for  a 
minimum  period  of  three  hours  at  the  in- 
itial level,  with  a slight  subsequent  fall.  A 
routine  submammary  infusion  of  1000  c.c. 
salt  solution  is  given  in  all  cases  after  re- 
turning from  operating  room.  The  pack  is 
removed  in  about  24  to  48  hours  when  dan- 
ger of  hemorrhage  is  over  and  the  case  is 
handled  by  usual  methods  following  these 
operations.  In  about  7 days  the  suprapubic 
tube  is  removed  following  these  operations. 
In  the  majority  of  cases  this  can  be  removed 
at  the  end  of  second  week  and  the  supra- 
pubic wound  allowed  to  heal.  I use  inlying 
catheters  after  removing  all  suprapubic 
drainage  so  as  to  aFow  suprapubic  wound 
to  heal  and  also  instill  about  2 c.c.  of  1 
percent  solution  of  mercurochrome  in  blad- 
der daily. 

CONCLUSIONS. 

1.  A careful  pre-operative  treatment 
will  reclude  mortality  in  suprapubic  pros- 
tectomy. 

2.  Before  operating  on  the  patient,  the 
surgeon  should  see  that  the  P.  S.  T.  remains 
constant  for  several  examinations,  also  cor- 
responding blood  urea,  so  as  to  get  maxi- 
mum kidney  efficiency. 

3.  In  proper  selected  cases  all  methods 
are  good. 


COMPLICATIONS  FOLLOWING 
PROSTATECTOMY* 

H.  W.  E.  WALTHER,  M.  D., 

AND 

R.  M.  WILLOUGHBY,  M.  D„ 

New  Orleans. 

Prostatectomy  is  always  a precarious 
undertaking  to  most  of  us.  The  elderly 
male,  with  a general  undermining  of  his 
physical  status,  apart  from  the  serious 
urinary  handicap  of  complete  obstruction 
at  the  bladder  outlet,  demands  the  acme 
of  attention  following  operation.  Because 
of  the  fact  that  general  surgeons  doing 
prostatectomy  far  outnumber  the  urologi- 
cal surgeons  in  this  field,  particularly  in 
the  smaller  communities,  and  because  it 
remains  an  established  fact  that  among 
those  called  upon  to  do  general  surgery, 
their  mortality  statistics  are  greater  than 
those  of  the  urologist,  it  is  considered  time- 
ly to  direct  your  attention  to  some  of  the 
many  complications  following  prostatec- 
tomy, how  to  avoid  them,  and  how  to  cope 
with  certain  situations  once  they  are  evi- 
dent. 

It  is  taken  for  granted  that,  prior  to 
operation,  the  patient  was  given  the  ad- 
vantage of  every  pre-operative  study 
known  and  practiced  by  modern  clinicians 
and  laboratory  workers. 

Further,  it  is  understood  that  a prelimi- 
nary, first-stage  cystotomy  for  renal  de- 
compression and  vesical  drainage  was  done 
and  that  prostatectomy  was  not  planned 
until  the  renal  output  was  sufficiently  im- 
proved and  stabilized  (as  measured  by 
phthalein)  and  that  the  toxic  retention 
products  of  the  blood  (as  measured  by 
blood  chemical  study)  had  been  reduced  to 
as  near  normal  figures  as  practicable. 

Before  proceeding  with  an  enumeration 
of  the  complications  that  try  us  most,  we 
must  repeat  here  an  axiom,  known  to  most 
of  you,  but  which  ever  so  frequently,  is  put 
to  us  in  the  form  of  a query  by  some 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 


608 


Walther-Willoughby — Complications  Following  Prostatectomy 


confrere.  As  there  still  must  be  a few 
who  are  hazy  on  the  time  that  should 
elapse  before  the  first  and  second  stage 
operations,  we  again  postulate  that  such 
period  is  variable.  In  one  case  the  in- 
terval of  wait  between  the  two  operations 
may  be  two  weeks ; in  another  case — an 
extremely  bad  risk — the  wait  may  be  a 
year.  Between  these  two  extremes,  the 
majority  of  cases  will  find  their  respective 
places.  Obviously,  every  surgeon  has  his 
pet  cases  who  never  comes  to  a prostatic 
removal  but  go  along  merrily,  for  years, 
perfectly  contented  with  life  and  a Pezzer 
catheter.  This  is  particularly  the  practice 
in  advanced  carcinoma  of  the  gland  where 
anything  radical  would  be  considered 
homicide. 

HEMORRHAGE. 

Every  effort  should  be  made  to  assure 
complete  control  of  hemorrhage  before  the 
natient  leaves  the  operating  room.  This 
is  usually  accomplished  by  the  use  of:  (a) 
l ags  or,  (b)  packs.  Our  plan  has  been  to 
use  both  agencies  in  practically  every  case. 
So  often  it  will  be  noticed  that  even  when 
thr  largest  size  of  bag  is  used,  at  maximum 
distention,  portions  of  the  capsule  edges 
are  not  compressed,  and  oozing  is  noted. 
By  surrounding  the  base  of  the  bag  by  one 
or  more  thin,  gauze  packs,  firmly  pressed 
in  place,  more  efficient  control  of  hemor- 
rhage is  experienced.  Both  bag  and  packs 
are  allowed  to  remain  in  for  forty-eight 
hours.  Within  twelve  hours  the  tension 
on  the  bag  is  released.  After  twenty-four 
hours  the  water  is  liberated  from  bag. 
Thirty-six  hours  from  time  of  operation 
portions  of  the  packs  are  pulled  out  and 
cut  away.  On  the  morning  of  the  second 
post-operative  day  the  bag  is  usually  re- 
moved, portions  of  the  packs  remaining. 
By  the  fourth  day,  all  packs  are  out.  This 
may  seem  unnecessary  precaution  but  be- 
cause it  has  produced  no  ill  effects  in  our 
cases,  we  prefer  to  do  it  this  way.  From 
the  time  the  bag  is  removed,  solutions  of 
acriflavine  are  injected  into  the  bladder 
both  through  suprapubic  opening  and  via 
urethra  in  order  to  keep  down  bladder  in- 


fection. The  removal  of  bags  and  packs 
as  well  as  urethral  injections  are  accom- 
panied by  pain  and  it  is  most  comforting 
to  the  patient  to  receive  a hypodermic  in- 
jection of  morphine  and  scopolamine  an 
hour  before  such  manipulations  are  con- 
templated. It  is  unquestionable  true  that 
the  whole  blood  transfusion,  which  each  of 
our  patients  receive  immediately  follow- 
ing prostatectomy,  serves  as  a hemostatic 
as  well  as  a barrier  against  surgical  shock. 
I am  sure  that  since  adopting  transfusions 
routinely  the  post-operative  bleeding  has 
been  reduced  to  a negligible  minimum. 

In  our  experience,  secondary  hemor- 
rhage, following  prostatectomy,  occurs  far 
less  frequently  when  the  bag  in  the  pros- 
tatic cavity  is  not  removed  too  soon.  With 
the  plan  we  have  adopted,  we  have  ob- 
served but  one  secondary  bleeding.  This 
occurred  within  twenty-four  hours  follow- 
ing removal  of  the  bag  and  unquestionably 
occurred  from  the  re-opening  of  some 
larger  vein  of  the  prostatic  plexus.  This 
case  was  immediately  taken  to  the  operat- 
ing room,  given  ethylene  and  oxygen,  a 
sound  with  a notched  tip  passed  through 
the  urethra,  the  bag  rethreaded  upon  the 
sound  and  reintroduced  as  originally.  After 
distending  the  bag  with  water  and  making 
traction  over  a wire  frame,  the  hemor- 
rhage ceased  promptly  and  did  not  return. 
We  rather  favor  this  plan  instead  of  leav- 
ing an  urethral  catheter  in  the  urethra  to 
which  a heavy  silk  thread  guide  is  left 
protruding  out  of  the  suprapublic  wound. 
Although  many  prefer  this  latter  precau- 
tion, we  feel  that  the  catheter  itself  serves 
as  sufficient  irritant  to  the  raw  prostatic 
bed  to  court  trouble. 

It  should  be  unnecessary  to  point  out  here 
that  the  bleeding  time  as  well  as  the  coa- 
gulation time  of  the  patient’s  blood  is  as- 
certained in  the  pre-operative  study  so 
that,  where  one  encounters  a subject  with 
hemophiliac-like  tendencies,  the  proper 
measures  can  be  undertaken  to  remedy 
this  fault,  as  far  as  practicable  possibly 
by  calcium,  coagulin,  etc. 
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SHOCK. 

A sudden  drop  in  blood  presure  following 
the  ordeal  of  prostatic  removal,  when  ac- 
companied by  cyanosis,  symptoms  of  air 
hunger  and  marked  slowing  of  the  pulse 
rate,  should  alarm  anyone.  Particularly 
must  one  be  on  guard  when  dealing  with 
such  signs  in  the  aged  patient  with  hardly 
the  reserve  strength  met  with  in  youth  or 
early  adult  life. 

Whole  blood  transfusions,  given  prefer- 
ably by  the  direct  method,  of  from  250  cc. 
to  500  cc.,  said  procedure  being  instituted 
before  the  patient  leaves  the  operating 
table,  is,  in  our  opinion,  the  one  surest 
safe-guard  against  post-operative  shock. 
In  most  instances  it  will  not  be  found 
necessary  to  repeat  the  transfusion  but  for 
several  days  following  operations  we  daily 
have  a donor  (whose  blood  has  been  ac- 
curately typed  and  matched  against  the 
patient)  readily  available  should  an  em- 
ergency arise.  Reactions  have  been  negli- 
gible in  our  service  and  we  can  attribute 
this  only  to  the  care  exercised  in  properly 
matching  as  well  as  typing  our  bloods. 
Simply  typing  will  not  do ; the  bloods  must 
match. 

We  are  unalterably  opposed  to  having 
our  patient  suffer  pain  after  prostatec- 
tomy. Pantopon,  codein  or  morphine,  is 
used  just  as  often  as  found  necessary  dur- 
ing the  first  few,  trying  days  following 
operation.  Caffein-sodio  - benzoate  hypo- 
dermatically  in  doses  of  grains  are 
part  of  our  routine  orders. 

Heat  to  body,  preferably  by  means  of 
well-protected  electric  pads,  is  certainly 
gratefully  received  by  the  patient.  Eleva- 
tion of  the  foot  of  the  bed  in  marked  shock 
is  to  be  recommended. 

Where  whole  blood  is  not  available,  sa- 
line solution  in  500  cc.  quantities  is  given. 
This  is  given  immediately  following  opera- 
tion. Some  surgeons  prefer  glucose-insu- 
lin. Some  will  use  only  hypodermoclysis ; 
others  desire  their  patients  to  get  such 
fluids  by  vein.  We  find  it  seldom  neces- 
sary to  resort  to  hypodermoclysis  in  our 


work  as  patients  operated  under  ethylene- 
oxygen  react  so  promptly  that  within  an 
hour,  or  at  the  outset  two  hours,  after  be- 
ing returned  to  bed,  they  can  be  given 
water  in  increasing  quantities  by  mouth. 
Where  nausea  intervenes,  hypodermoclysis 
is  substituted  until  the  gastric  crisis  has 
passed. 

EPIDIDYMITIS. 

It  seems  universally  conceded,  we  think, 
that  bilateral  vasectomy  should  be  done 
routinely  at  the  time  the  first  stage  (cyst- 
otomy) operation  is  carried  out.  Since 
adopting  vasectomy,  we  have  had  no  ep- 
ididymitis following  prostatectomy.  With- 
in a week  after  the  prostate  has  been  re- 
moved, an  indwelling  catheter  placed  in 
the  urethra  will  materially  hasten  the  heal- 
ing of  the  suprapubic  fistula.  Still  we 
know  that  at  this  stage  of  the  management 
of  the  case,  with  the  patient’s  resistance 
under  par,  and  with  the  bladder  badly  in- 
fected, an  indwelling  catheter  . often  does 
produce  an  epididymitis.  All  fear  being 
dispelled  of  such  a serious  complication  by 
vasectomy,  it  merits  your  approval. 

Just  a word  as  regards  the  technic  to 
adopt.  Do  not  attempt  any  time-saving  de- 
vice such  as  attempting  to  ligate  the  vas 
by  passing  a needle  through  the  skin  of  the 
scrotum.  This  method  fails  at  times.  Do 
an  open  operation  at  the  upper  anterior 
aspect  of  the  scrotum  on  each  side,  dissect 
the  vas  free  of  all  contiguous  structures, 
free  a section  about  an  inch  in  length,  ap- 
ply two  ligatures  above  and  below  this  sec- 
tion, and  cut  away  a portion  of  the  vas. 
Then  you  know  you  will  not  be  bothered 
later. 

FEVER  AND  INFECTION. 

Because  of  the  fact  that  so  many  indi- 
viduals suffering  from  prostatism  have, 
among  other  complications,  a chronic  pye- 
lonephritis, fever  will  be  observed  in  many 
instances,  usually  beginning  on  the  third 
or  fourth  post-operative  day.  At  times  it 
occurs  simultaneously  with  the  removal  of 
the  last  pack  fragments  from  the  prostatic 
bed.  Naturally  in  such  instances,  just  re- 
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ferred  to,  the  fever  is  often  due  to  the  local 
traumatism,  as  may  be  accompanied  with 
a chill.  But  whether  the  temperature  be 
due  to  renal  or  vesical  cause,  our  mode  of 
procedure  is  the  same.  As  cystoscopy  and 
renal  lavage  is  out  of  the  question  here,  we 
resort  to  intravenous  and  oral  therapy. 
Where  the  patient  can  take  and  retain 
medication  by  mouth,  we  give,  for  weeks 
before  the  operation  as  well  as  for  weeks 
after,  two  tablets  of  mallophene  or  pyridium 
t.  i.  d.  This  prophylactic  procedure  will 
ward  off  many  a flare  of  latent  infection 
in  the  upper  urinary  tract.  Intravenous 
injections  of  urotropin  in  30  grain  doses, 
given  twice  daily  in  obstinate  cases,  often 
gives  most  pleasing  results.  Urotropin  has 
never  given  me  any  results  whatever  except 
when  used  intravenously,  but  when  so  em- 
ployed, especially  in  post-operative  man- 
agement, its  action  is  often  most  gratifying. 

Hydrotherapy  and  the  proverbial  ice 
caps  are  acceptable  provided  their  use  is 
not  continuous,  so  as  to  shock  rather  than 
relieve  the  aged  patient.  Acetylsalicylic 
acid  is  welcome  here  as  an  adjuvant  of  no 
mean  proportion. 

In  bladder  or  urethral  sepsis,  causing 
the  pyrexia,  local  use  of  efficient  antiseptic 
solutions,  employed  at  frequent  intervals 
as  injections  or  irrigations,  will  take  care 
of  most  reactions  in  this  vicinity. 

A rise  in  temperature  on  the  fifth  to 
seventh  post-operative  day  may  be  due  to 
infection  of:  (a)  wound;  (b)  prevesical 
space;  (c)  perirectal  area.  Surface  dis- 
coloration or  an  appearance  of  swelling, 
tenderness  to  touch,  should  make  one  in- 
vestigate carefully  for  pus. 

FISTULA. 

A stricture  at  the  prostato-membranous 
juncture  may  retard  closing  of  the  supra- 
pubic fistula.  Tags  left  at  the  margins  of 
the  capsule,  shelf  formation  above  the  pros- 
tatic,, bed  or  an  hour-glass  deformity  fol- 
lowing enucleation, — all  furnish  problems 
in  perpetuating  suprapubic  fistula  healing. 
Such  complication  will  occur  far  less  fre- 
quently where  the  indwelling,  urethral 
cjatheter  is  employed  at  the  proper  time. 


INCONTINENCE. 

It  is  generally  understood  that  in  doing 
prostatectomy,  the  compressor  urethrae 
muscle  must  be  preserved.  This  is  not 
always  easy  of  observance  when  we  en- 
counter the  contracted,  fibrous  type  of 
gland  that  (like  cancer)  must  be  literally 
chewed  out,  piece  by  piece.  Therefore,  in 
difficult  enucleations  where  the  operator’s 
finger  passes  beyond  the  confines  of  the 
capsule,  injury  to  the  compressor  urethrae 
may  be  inevitable,  with  resultant  dribbling. 
It  is  interesting  to  observe  how  many  of 
these  dribblers,  sooner  or  later,  stop  drib- 
bling. In  fact,  I do  not  remember  a single 
case  which  did  not,  in  time,  gain  at  least 
fair  bladder  control. 

IMPOTENCE. 

We  know  by  a study  of  many  follow-up 
case  records,  that  sexual  vigor  is  little  im- 
paired by  a simple  removal  of  the  adeno- 
matous prostatic  lobes.  Impotence  results 
mainly  from  a removal  or  serious  damage 
to  the  ejaculatory  ducts.  This  occurs  less 
likely  from  suprapubic  operation,  but,  in 
skilled  hands,  the  ducts  of  the  veru  can  just 
as  well  be  preserved  in  the  perineal  ap- 
proach. 

RECURRENCE. 

The  return  of  symptoms  of  prostatism 
following  a so-called  complete  prostatect- 
omy are  explained  under  three  heads, 
namely:  (a)  the  false  recurrence  where 
overlooked  nodules  attached  to  the  surgical 
capsule  revive,  enlarge,  and  fall  over  the 
internal  sphincter;  (b)  true  recurrence 
where  compressed  adenomatous  glands 
within  the  capsule,  so  flattened  as  to  escape 
detection  at  operation,  revive  and  enlarge 
to  proportions  the  degree  of  which  can  be 
measured  only  by  the  original  lateral  lobes 
removed;  and,  (c)  carcinomatous  recur- 
rence in  the  site  of  what  was  originally  a 
benign  adenomatous  growth. 

Ordinarily  after  prostatectomy  there  is 
no  need  to  disturb  the  bowels  for  at  least 
thirty-six  hours ; or,  twelve  hours  after  the 
prostatic  bag  has  been  removed.  The  in- 
flamed rectal  ;tissue  after  trauma,  needs 
rest. 
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In  most  cases  an  aperient  may  be  given 
on  the  third  or  fourth  post-operative  day. 
We  have  been  using  for  the  purpose  the 
time  honored  hospital  cocktail  of  cascara 
and  milk  of  magnesia,  of  each,  fluid  ounces 
one-half. 

FLATULENCE. 

In  about  twenty-five  percent  of  cases  a 
certain  amount  of  flatulence  is  expected — 
the  amount  depends  entirely  on  the  dosages 
of  morphia  given  and  manipulation  of  rec- 
tal mucosa  at  time  of  operation.  Certain  of 
the  cases  will  exceed  this  and  become  mark- 
edly distended.  Here,  we  must  direct  treat- 
ment to  stimulate  the  peristaltic  activity 
which  has  been  temporarily  paralyzed ; 
with  an  abdominal  wound,  it  is  difficult  for 
the  patient  to  bring  into  use  the  muscles 
of  the  abdominal  wall  which  are  a normal 
accessory  in  the  expulsion  of  gas. 

First  a small  catheter  should  be  passed 
an  inch  or  more  through  the  anus  so  that 
any  gas  collected  there  may  escape.  Tur- 
pentine stupes  and  very  gently  given  pur- 
gative enemas  may  be  administered. 
Flushes  are  to  be  guarded  against  on  ac- 
count of  the  prostatic  bed  which  is  not  yet 
completely  healed. 

Recently,  we  have  gotten  quite  good  re- 
sults with  peristaltin  tablets,  one  every  four 
hours.  Failing  these  measures,  *4  c.c.  of 
surgical  pituitary  extract  may  be  given 
hypodermically  and  repeated,  at  two  hour 
intervals,  but  no  more  than  2 c.c.  should 
be  given.  If,  in  spite  of  all  these  measures, 
the  distention  does  not  decrease,  a condi- 
tion of  ileus  may  exist  and  require  treat- 
ment accordingly. 

HICCOUGH. 

Hiccough  is  a very  troublesome  symptom, 
and  at  times  exasperates  the  doctor  as  well 
as  completely  tires  out  a patient.  An  eifort 
should  be  made  to  determine  whether  it 
arises  from  a central  or  a peripheral  cause. 
The  latter  is  the  usual  rule — a local  irrita- 
tion to  the  diaphragm  from  a distended 
stomach  or  small  intestine.  It  is  most  fre- 
quently met  with  where  undue  trauma  was 
practiced;  where  insufficient  time  occurred 


between  the  first  and  second  stage  proce- 
dures; or  where  the  patient  was  on  the 
operating  table  longer  than  anticipated. 
The  treatment  is  often  unsatisfactory.  We 
believe  these  cases  should  not  be  tempor- 
ized with.  The  giving  of  peppermint  water, 
tincture  opium  or  sodium  bicarbonate,  we 
have  found  to  be  of  little  help.  The  duo- 
denal tube  left  in  situ  for  feeding  patient 
and  draining  the  stomach  as  it  tends  to  fill 
with  secretion,  will  usually  relieve  the  pa- 
tient. However,  some  cases  require  mor- 
phine and  scopolamine  in  order  to  get  suf- 
ficient rest.  The  administration  of  mor- 
phine is  not  universally  recommended  due 
to  delayed  effects  of  nausea  and  vomiting. 
Where  the  hiccough  is  central  we  must 
search  for  an  acidosis  or  alkalosis  and 
combat  it  accordingly.  Blood  chemistry 
and  carbon  dioxide  combining  power  studies 
make  the  diagnosis  simple  where  alkalosis 
is  present.  Saline  by  vein  is  a specific. 
Where  acidosis  is  found,  glucose  by  vein 
will  startle  one  by  the  quck  response  often 
observed. 

VOMITING. 

Nothing  is  quite  so  troublesome  as  nau- 
sea and  vomiting  and  it  always  occurs  to 
a greater  or  lesser  degree.  Its  seriousness 
varies  greatly  according  to  cause  and  per- 
sistence. 

Vomiting  due  to  anaesthetic  occurs  dur- 
ing the  recovering  from  the  anesthetic  and 
usually  ceases  in  eight  of  ten  hours.  The 
treatment  is  to  rest  the  stomach  and  dimin- 
ish reflex  excitability.  We  have  found  it 
best  to  administer  nothing  by  mouth  dur- 
ing this  stage.  Saline  by  vein  will  favor 
elimination  of  the  anesthetic.  If  this 
symptom  persists  for  over  twelve  hours, 
the  fixing-in  of  a duodenal  tube  and  the 
feeding  of  one-half  a fluid  ounce  of  glucose 
every  one  hour  is  desirable. 

Peritonitis  and  paralytic  ileus  will  give 
rise  to  persistence  of  nausea  and  vomiting, 
but  these  are  seldom  encountered.  There  is 
one  condition  which  arises  when  least  ex- 
pected and  that  is,  acute  dilatation  of  the 
stomach.  It  may  be  very  serious  when  it 
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does  occur.  As  you  know,  the  stomach  fills 
and  retains  enormous  quantities  of  fluid 
which  may  be  dark  brown  in  color  from 
altered  blood.  The  treatment  is  to  pass  a 
duodenal  tube  and  leave  it  in,  washing  the 
stomach  at  intervals  of  one  to  two  hours 
with  sodium  bicarbonate.  Small  quantities 
of  food  should  be  given  after  washings  but 
never  more  than  one-half  fluid  ounce  at 
each  feeding.  It  is  our  earnest  opinion  that 
the  duodenal  tube  saves  the  patient  from  as 
much  distress  post-operatively  as  that  de- 
rived from  pain  relieving  therapy. 

Pulmonary  complications  are  not  at  all 
uncommon  among  the  older  and  more  de- 
bilitated patients.  They  give  rise  to  great 
anxiety  in  their  after  treatment  and  de- 
serve considerably  more  attention  than  is 
usually  given  in  text  books. 

ANESTHETIC. 

First  there  is  the  direct  effect  upon  the 
air  passages,  of  the  anesthetic,  which  may 
produce  a bronchitis  or  a broncho-pneu- 
monia. Where  infected  material  is  aspirat- 
ed into  the  lung  the  case  develops  pneu- 
monia quite  frequently. 

BRONCHITIS. 

Bronchitis,  to  a degree,  is  quite  common 
and  begins  within  one  day  after  the  oper- 
ation. A cough,  with  a fever  of  from  100 
degrees  to  101  degrees,  with  moist  rales 
over  the  chest,  constitutes  the  chief  clini- 
cal picture. 

A broncho-pneumonia  is  the  result  if  the 
bronchitis  does  not  clear  within  forty-eight 
hours.  Therefore,  all  cases  should  be  turned 
repeatedly  after  the  first  eight  hours  fol- 
lowing the  operative  procedure,  and  on  the 
third  day,  allowed  to  use  a back  rest.  This 
aims  to  prevent  any  static  condition  in  the 
lungs. 

PLEURISY. 

Pleurisy  is  a late  complication  arising 
usually  a week  or  more  after  operation.  In 
some  cases  it  develops  acutely  and  gives 
rise  to  a suspicion  of  a small  pulmonary 
embolism.  We  are  all  familiar  with  the 
physical  signs  and  symptoms  of  pleurisy 


and  the  usual  stereotyped  treatment  is 
given. 

EMPYEMA. 

Empyema  and  massive  collapse  of  the 
lung  are  relatively  rare.  However,  em- 
pyema may  develop  in  such  an  insidious 
manner  that  it  might  be  overlooked.  A 
roentgenogram  of  the  chest,  with  a leuko- 
cyte count,  give  the  correct  diagnosis. 

PULMONARY  EMBOLISM. 

Lobar  pneumonia  rarely  develops  post- 
operatively  in  these  cases.  Much  has  been 
written  on  this  subject.  We  are  practi- 
cally helpless  as  to  treatment.  In  prostat- 
ectomy there  are  a great  many  small  ves- 
sels within  the  capsule,  not  ligated,  but 
sealed  with  clot.  The  small  clots  may  ex- 
tend to  larger  veins,  and  in  the  presence 
of  a badly  infected  prostatic  bed,  a throm- 
bus is  dislodged  and  goes  to  the  lungs 
where  it  lodges  in  one  of  the  branches  of 
the  pulmonary  artery.  If  too  large  an 
area  is  involved,  death  ensues  quite  quick- 
ly, or  may  be  delayed.  The  administration 
of  oxygen  is  our  only  known  means  of  help- 
ing patients  so  affected.  A careful  exami- 
nation of  the  chest  will  always  reveal  the 
condition. 

CIRCULATORY  EMBARRASSMENT. 

As  in  respiratory  troubles,  so  in  cardio- 
vascular complications,  a consultation  with 
an  expert  internist  is  demanded.  High 
blood  pressure  is  now  conceded  to  be  no 
deterrent  to  prostatectomy.  We  further 
know  that  to  attempt  to  lower  tension 
markedly  may  actually  lead  to  appreciable 
reduction  in  renal  function.  Low  blood 
pressure,  on  the  other  hand,  presents  a 
serious  problem. 

Fibrillation  and  acute  cardiac  dilatation 
should  be  ever  anticipated.  While  indis- 
criminate digitalization  is  to  be  discour- 
aged, quinidine,  digitalis  and  strophanthin, 
when  used  intelligently,  may  be  of  the 
greatest  service  here.  While  forced  fluid 
intake  is  ever  encouraged  in  these  cases, 
both  before  and  following  operation,  obvi- 
ously in  the  presence  of  edema  due  to  car- 
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diac  embarrassment,  the  administration  of 
water  must  be  supervised  judiciously. 

Time  does  not  permit  our  taking  up 
many  of  the  less  frequent,  but  equally  im- 
portant, complications  following  prostatec- 
tomy. Septicemia  and  cerebral  embolism 
are  most  distressing  when  encountered  and 
usually  prove  fatal.  Only  the  more  com- 
monly encountered  complications  could  be 
taken  up  in  this  communication.  If  these 
experiences  are  found  of  value  to  some  of 
our  younger  surgeons,  our  efforts  will  have 
been  amply  rewarded. 

DISCUSSION  OF  PAPERS  OF  DRS.  DAVIS,  MILAM, 
AND  WALTHER. 

Dr.  Barron  Johns  (Shreveport) : These  papers 

have  been  read  in  such  a manner  as  to  almost 
eliminate  the  need  of  any  discussion.  Personally, 
I can  see  no  reason  for  the  debate  which  has  been 
raging  in  medical  literature  for  the  past  ten  or 
fifteen  years  betwen  the  advocates  of  the  two 
methods  of  removing  the  prostate  gland.  Statis- 
tics from  skillful  operators  in  clinics  have  proved 
beyond  the  question  of  doubt,  that  the  results  are 
practically  the  same.  These  results  have  been 
obtained  by  men  who  are  experienced  in  both  lines 
of  procedure.  I believe  it  is  largely  a question  of 
individual  training  and  experience  in  the  method 
which  the  operator  chooses  to  take. 

There  are  three  important  causes  of  death  in 
prostatectomy,  from  the  operative  standpoint. 
They  are,  first:  renal  insufficiency;  second;  shock, 
including  hemorrhage,  and  third;  infection.  Neith- 
er of  these  three  factors  are  eliminated  regard- 
less of  the  method  chosen  to  remove  the  gland. 
I believe  that  given  a series  of  prostates  to  be 
removed  and  operators  equally  skilled,  and  with 
the  same  type  of  anesthesia  the  end  results  will 
be  the  same.  I also,  believe  for  the  general  sur- 
geon, or  one  who  does  an  occasional  prostatectomy, 
that  the  suprapubic  route  is  the  method  of  choice, 
in  that  it  offers  fewer  technical  difficulties,  and 
that  the  average  operating  room  is  not  equipped 
for  perineal  prostatectomy.  One  of  the  greatest 
essentials  for  success  in  using  the  perineal  route, 
is  a well  trained  operating  force,  and  an  experi- 
enced intelligent  personnel  to  carry  out  the  details 
of  post-operative  care. 

In  my  experience  there  are  certain  types  of 
cases  in  which  the  perineal  method  would  be  con- 
tra-indicated. This  group  comprising  about  twen- 
ty per  cent,  are  cases  who  do  not  tolerate  urethral 
drainage,  or  intermittent  catheterization  well. 
These  are  patients  with  cystitis  or  bladder  stones, 
with  a co-existing  pyelo-nephritis,  also,  cases 


where  the  urethra  is  irritable  and  an  indwelling 
catheter  has  a tendency  to  produce  pain  or  bleed- 
ing. The  procedure  I have  adopted  in  these  pa- 
tients is,  bilateral  ligation  of  the  vas,  followed  by 
a two  stage  suprapubic  prostatectomy. 

Beyond  the  shadow  of  a doubt,  the  great  de- 
crease in  mox-tality  in  prostatectomy  has  not  been 
due  to  any  method  in  removing  the  gland,  but 
principally  to  a newer  knowledge  of  how  to  restore 
renal  and  normal  body  function,  before  any  opera- 
tive procedure  is  attempted,  and  to  a closer  co- 
operation between  the  internist  and  the  urologist. 

Dr.  J.  H.  Turner  (Houston,  Texas):  I think 

that  perineal  prostatectomy  is  the  operation  of 
choice.  It  has  been  in  our  hospital,  especially  in 
patients  beyond  the  sexual  age.  It  is  particularly 
advantageous  in  those  patients  that  have  the 
fibrous  type  of  gland.  These  would  be  most  dif- 
ficult to  enucleate  suprapubically.  We  do  both 
types  of  operations,  but  we  are  most  enthusiastic 
about  the  perineal  prostatectomy. 

I think  that  the  shock  from  a perineal  pros- 
tatectomy is  less  than  we  find  in  the  first  stage 
of  a suprapubic  prostatectomy. 

As  the  doctor  has  said  and  has  stressed,  under 
some  circumstances,  perineal  prostatectomy  is 
rather  difficult  to  do,  particularly  when  we  have 
inexperienced  assistants,  and  is  a very  easy  surgi- 
cal procedure  if  we  have  fairly  well  trained  assist- 
ants, but  of  course,  a suprapubic  can  be  done 
with  only  a nurse  to  assist.  In  most  hospitals  now 
days  however,  we  have  sufficient  interns  to  make 
intelligent  assistants. 

Perineal  prostatectomy  is  particularly  advanta- 
geous in  those  patients  with  contracted  bladders. 
We  find  in  doing  the  first  stage  suprapubic  drain- 
age, the  bladder  is  contracted  and  is  very  difficult 
to  pull  into  the  field  in  preparation  for  the  second 
stage.  It  is  in  these  patients  that  the  perineal 
operation  works  out  very  well. 

I noticed  that  several  of  the  operators,  in  fact, 
I think  most  of  them  remove  their  packs  in  forty- 
eight  hours.  Our  experience  has  been  that  we  have 
a very  large  percentage  of  hemorrhages  is  so 
doing.  If  we  are  going  to  pack,  we  prefer  the 
gauze  packed  to  the  various  types  of  bags. 
Removal  of  the  gauze  as  early  as  forty-eight 
hours  may  be  permissible.  The  objection  to  bags 
that  we  have  found  is  that  they  cause  a large 
percentage  of  incontinence. 

The  point  of  the  moval  of  the  bowels,  I believe, 
should  be  stressed.  We  feel  that  the  bowels  should 
act  before  the  packs  are  removed  and  then  that 
allows  a period  of  rest  for  several  days.  We  have 
found  a small  catheter  with  olive  oil  and  glycerine 
to  be  preferable  to  large  doses  of  pituitary  ex- 
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tract,  which  is  quite  a strain  on  the  cardiovascu- 
lar system  of  old  people. 

I was  glad  to  hear  Dr.  Walther  say  that  the 
intravenous  urotropin  was  efficacious  in  his  hands 
as  a urinary  antiseptic.  We  like  to  give  urotropin 
with  glucose  solution.  It  might  be  a shot-gun 
prescription,  but  it  works  a little  better  than 
urotropin  alone,  we  think. 

Going  back  to  the  perineal  prostatectomy,  I 
think  that  another  thing  to  be  considered  about 
prostatectomy  is  the  economic  saving  to  the  pa- 
tient, the  time  element  in  the  hospital.  I believe 
that  the  patient  can  be  gotten  out  of  the  hospital 
in  much  less  time  from  a perineal  prostatectomy 
than  from  a suprapubic.  With  the  natural  surgi- 
cal drainage  that  you  have  from  perineal  prostat- 
ectomy, there  is  no  residual  urine  left  in  the  blad- 
der, and  is  less  apt  to  have  sloughs  in  the  wound. 

Dr.  Davis  spoke  of  the  alkaline  infection.  There 
is  nothing  in  the  world  so  distressing  as  an  ex- 
tensive alkaline  infection  in  the  large  suprapubic 
wound.  Perineally,  this  can  be  coped  with  much 
easier  than  suprapubically.  I have  seen  many  cases 
of  this,  in  fact  too  many,  in  charity  hospitals, 
and  it  scatters  like  wild-fire  in  the  wards  if  not 
carefully  guarded.  This  was  one  of  the  things 
that  caused  us  to  do  more  perineal  prostatectomies, 
particularly  on  charity  patients  as  they  certainly 
do  demand  less  attention  from  both  the  house 
staff  and  nursing  staff  than  do  suprapubic  cases. 

Dr.  John  Pratt  (New  Orleans) : It  seems  to 

me  that  this  subject  has  been  pretty  thoroughly 
covered  by  Dr.  Davis  and  Dr.  Milam  from  pretty 
much  every  standpoint.  There  is  only  one  thing 
that  I wTould  like  to  add,  and  that  is  the  determi- 
nation between  the  period  of  the  first  stage  of 
suprapubic  prostratectomy  and  the  actual  pros- 
tectomy.  This  point,  I thing,  is  one  that  some- 
times taxes  us — when  to  go  in  and  do  the  final 
stage  of  the  operation. 

Dr.  Walther  says  it  might  vary  from  two  weeks 
to  a year  or  more,  and  we  have  got  to  base  our 
determination  upon  certain  facts,  principally,  I 
would  say,  upon  how  the  patient  stacks  up  to 
you.  I mean  a man  can  wake  up  in  his  suprapubic 
cystotomy  and  you  can  tell  whether  he  is  doing 
bad  or  well.  I have  seen  old  men  who  have  got- 
ten very  weak,  just  going  down  gradually.  I have 
seen  them  just  fade  away,  not  knowing  what  they 
are  fading  from,  following  the  first  stage.  If  we 
step  on  those  kind  and  do  the  second  stage,  they 
are  going  out  the  back  door.  We  have  got  to  know 
their  kidney  function  and  their  blood  chemistry. 
These  old  men  are  suffering  from  chronic  sepsis. 
Sometimes  we  can  help  them  out  by  cystoscoping 
them.  Sometimes  we  can  only  make  them  worse 


by  doing  it,  but  it  is  a very  fine  point,  I think,  in 
the  minds  of  all  of  the  urologists  to  know  when 
to  take  that  prostate  out. 

There  is  another  question  that  came  to  my  mind 
and  that  is  about  hemostasis  in  prostatectomy  or 
in  the  use  of  the  bags.  When  I was  with  Dr. 
Hume,  we  started  with  the  use  of  Pilcher  bags 
quite  early  in  the  game.  We  put  this  in  and 
left  it  distended  and  in  place  for  12  to  24  hours 
with  the  urethreal  distention  on  the  water  dis- 
tention on.  Following  this,  we  noticed  we  had 
some  cases  with  incontinency  of  the  urine.  We 
began  to  diminish  our  time  and  found  that  after 
four  hours’  time,  we  could  release  the  urethral 
distention  and  leave  the  bag  distention  on.  Then, 
waiting  for  a period  of  two  or  three  hours,  and 
no  bleeding  occurring,  we  could  release  the  water 
distention  of  the  bag  and  let  the  bag  collapse, 
leaving  a side  tube  for  approximately  48  hours 
before  we  removed  it.  Following  this  line  of  pro- 
cedure, I think  for  a period  of  eight  years,  we 
used  the  bag.  When  I was  with  him,  we  found 
that  there  were  only  two  cases  of  postoperative 
hemorrhage.  I don’t  know  how  many  cases  of 
prostatectomy  we  did  in  that  time. 

Dr.  I.  B.  Rougon  (Shreveport)  : I want  to  cor- 

rect an  impression  of  Dr.  Davis.  I meant  the 
average  drainage  was  one  week  and  not  routinely 
one  week.  In  regard  to  complications  following 
suprapubic  prostatectomy.  I think  the  discussion 
of  complications  is  of  much  more  importance  than 
the  mere  mechanism  of  the  operation.  After  all 
it  is  the  complications  following  surgical  pro- 
ceedures  that  give  us  doctors  gray  hairs  and  take 
our  patients  away  from  us.  We  must  remember 
that  these  patients  come  to  us  for  relief  in  ages 
usually  past  60,  their  kidneys  are  in  bad  shape, 
and  for  that  reason  probably  uremia  takes  the 
first  place  "mongst  the  major  complication  fol- 
lowing prostatectomy.  The  two-stage  operation 
has  reduced  that  complication  to  practically  nil. 
You  do  not  do  the  second  stage  of  the  operation 
until  your  blood  chemistry  shows  it  is  safe  to 
proceed.  We  pay  more  attention  to  the  blood 
chemistry  than  to  the  P.  iS.  P.  as  we  feel  that  the 
P.  S.  P.  does  not  give  a reliable  strain  index.  It 
doesn’t  give  you  just  exactly  how  much  strain 
the  kidneys  can  be  put  to.  We  see  a fair  propor- 
tion of  patients  with  good  pre-operative  P.  S.  P. 
die  from  uremia  following  operation.  Such  s 
not  the  case  when  a careful  blood  chemistry  de- 
termination is  made. 

Shock  and  hemorrhage:  I think  the  two-stage 

operation  has  reduced  the  shock  part  of  this  oper- 
ation. In  other  words  you  haven’t  the  patient 
on  the  table  so  long.  The  first  step  has  already 
passed  and  gone.  He  has  had  plenty  of  time  to 
get  his  appetite  back  and  you  do  a quick  operation 


Walther-Willoughby — Complications  Following  Prostatectomy 


615 


in  the  second  stage,  and  therefore  there  is  no 
shock.  As  far  as  hemorrhage  is  concerned,  we 
have  never  had  trouble  with  hemorrhage.  We  use 
gauze  packs  routinely,  and  we  think  we  get  along 
wonderfully. 

Now  pneumonia:  Do  your  operation  under 

local  or  spinal  anesthesia  and  get  your  patient 
out  of  bed  as  quickly  as  possible  and  you  won’t 
have  any  pneumonias. 

Epididymitis:  We  do  not  do  vasectomy  rou- 

timely  because  the  average  patient  objects  to  it, 
but  we  strongly  advise  it  especially  when  they  are 
between  45  and  60  years  of  age.  Epididymitis 
as  a complication  is  rare  when  the  patients  are 
past  70. 

Hiccoughs:  One  of  the  very  troublesome  com- 

plications. Dr.  Walthers  mentioned  hiccoughs  and 
I think  they  are  due  to  two  causes:  renal  dis- 
tress and  pus.  Possibly  pus  is  the  main  reason  for 
it.  Pus  may  be  in  the  prostatic  capsule,  it  may 
be  under  the  abdominal  facia  or  rectal  sheath, 
and  if  you  will  look  for  it  you  will  usually  find 
it.  Drain  the  pus  pockets  and  soak  these  patients 
with  normal  salt  solution  and  that  will  usually 
cure  the  hiccoughs. 

I think  the  choice  of  operation,  whether  it  be 
perineal  or  suprapubic  is  purely  an  academic  one 
— it  is  up  to  the  individual  surgeon  as  to  which 
type  of  operation  he  can  do  better.  Dr.  Jones 
can  probably  do  the  suprapubic  operation  best  and 
Dr.  Smith  can  probably  do  the  perineal  operation 
best,  and  vice  versa. 

The  merits  or  demerits  of  any  operation  are 
based  on  four  factors:  First,  its  mortality.  I be- 
lieve that  the  death  rate  following  suprapubic 
prostatectomy  in  the  two-stage  method,  in  the 
average  hand,  is  less  than  in  the  perineal  pros- 
tatectomy. 

Second,  its  complications:  The  complications 
following  perineal  prostatectomy  are  more  serious 
than  those  following  the  suprapubic  route.  In- 
continence, Dr.  Davis  says,  seldom  follows  perin- 
eal prostatectomy,  and  does  not  occur  more  often 
than  in  the  suprapubic  route.  That  may  be  so, 
but  I don’t  think  I have  ever  seen  permanent  in- 
continence following  the  suprapubic  operation, 
and  have  seen  many  following  the  perineal  route. 
Another  complication  is  stricture  of  the  posterior 
urethra.  Of  course,  stricture  in  a young  adult 
is  not  of  any  serious  consequence.  Stricture  in 
men  past  60  is  a very  serious  complication.  Some 
20  years  ago  while  I was  at  Hopkins  working  in 
the  clinic,  25  per  cent  of  our  time  was  spent  in 
treating  strictures  following  perineal  prostatec- 
tomy. 


Third,  the  stay  in  the  hospital.  I would  like 
to  ask  Dr.  Davis  what  is  the  average  stay  of  his 
perineal  patients — I mean  including  the  prelimi- 
nary drainage.  We  make  it  a routine  in  all  of 
our  cases  to  do  preliminary  suprapubic  drainage. 
In  a series  of  136  cases  in  the  last  five  years  the 
average  stay  in  the  hospital  including  the  prelimi- 
nary drainage  was  21  days.  Our  average  prelim- 
inary drainage  has  been  about  one  week. 

Fourth,  the  end  results:  The  end  results  of 

either  operation  are  on  a par,  one  being  as  good 
as  the  other.  In  conclusion  I believe  I am  safe 
to  say,  in  the  hands  of  the  average  surgeon  the 
suprapubic  operation  in  two  stages  is  by  far  the 
safer. 

Dr.  Milam  (closing) : I was  like  Dr.  McCoin. 

I came  from  a perineal  school.  Someone  has  asked 
when,  after  the  first  stage  has  been  done,  is  the 
time  to  take  your  prostate  out.  Surgeons  can’t 
tell  that  themselves.  It  depends  upon  the  patient. 
You  are  waiting  for  the  blood  urea  and  phthalein 
to  get  up  to  its  highest  point  or  where  you  think 
is  its  maximum  efficiency.  That  is  found  in  this 
way:  Let  them  run  for  a period  of  time  and  you 
chart  them — I had  a chart,  but  I didn’t  bring  it 
over  here — you  chart  them  in  a line  and  you  can 
see  when  that  phthalein  and  corresponding  blood 
urea  has  reached  its  highest  point. 

One  other  thing,  or  the  thing  that  in  prostatec- 
tomy regardless  of  which  way  it  is  done,  comes 
to  every  surgeon  or  every  man — whether  urol- 
ogists or  not — in  the  preoperation  care.  This 
is  the  proper  drainage  regardless  of  how  it  is 
done.  Personally,  I prefer  catheter  drainage. 

My  paper  wasn’t  a technical  paper  at  all.  It 
was  a practical  paper  to  stress  the  preoperative 
care  which,  I think,  brings  the  mortality  down  to 
within  that  of  the  perineal  prostatectomy. 

Dr.  A.  Mattes  (New  Orleans)  : The  prime  ob- 

ject of  the  papers  prepared  this  afternoon  rela- 
tive to  prostatic  disturbances  was  the  proper  drain- 
age of  the  urine  from  the  bladder,  and  all  proce- 
dures noted  were  for  the  correction  of  urinary 
stasis.  We  have  heard  a great  deal  about  the 
various  methods  for  removal  of  the  prostate. 
Again,  we  have  heard  something  about  the  com- 
plications from  both  the  upper  and  lower  routes. 
However,  we  must  carry  away  with  us  the  fact 
that  throughout  the  country  and  the  entire  world 
the  punch  operation  is  also  used  to  relieve  stasis 
and  drain  the  bladder,  attended  with  practically 
no  risk,  and  a much  lessened  mortality.  It  is  as 
serviceable  as  the  rather  attenuative  two-stage 
suprapubic  or  the  perineal  method.  The  punch 
operation  has  a place  in  prostatic  disease.  It  is 
here  to  stay.  It  has  served  us  well  ever  since  it 
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was  introduced  by  Young,  and  irrespective  of  the 
type  of  punch  you  use,  no  matter  what  the  name, 
there  are  indications  for  its  use  and  in  some  cases 
it  will  tide  the  patient  over  for  years  and  do  away 
with  the  necessity  for  removal  of  the  prostate 
glands. 

Dr.  F.  J.  Chalaron  (New  Orleans) : I hesitate 

to  rise  and  say  a few  words.  I listened  with  much 
pleasure  to  the  papers  and  proceeding  discussions 
and  I must  agree  with  the  evident  consensus  of 
opinion  that  in  the  hands  of  the  untrained  the 
suprapubic  method  is  the  better. 

As  to  the  dangers,  I agree  with  Dr.  Pratt.  The 
only  cases  in  which  I have  ever  had  dribbling  are 
those  cases  in  which  I have  used  the  Pilcher  bag 
and  left  it  in,  I believe,  too  long.  Whenever  we 
proceed  arbitrarily  to  set  down  hard  and  fast 
rules,  we  are  preparing  for  a fall.  We  cannot 
meet  all  conditions  by  one  line  of  operative  pro- 
cedure. It  lies  entirely  with  the  surgeon  and  with 
his  estimation  of  the  work  he  is  to  do  on  the 
particular  patient.  If  you  attempt  anything  else, 
you  will  have  trouble.  Whether  you  are  going  to 
do  a one  stage  on  all  your  patients,  or  two  stages, 
whether  you  are  going  up  above  or  below,  all  this 
has  to  be  fitted  to  the  particular  case  you  are 
dealing  with. 

The  punch  operation  has  its  place  most  assured- 
ly. I never  more  will  attempt  to  remove  a fibrous 
prostate  by  a suprapubic  prostatectomy.  I have 
not  the  physical  strength  nor  do  I have  the  en- 
durance necessary,  nor  do  I believe  it  is  for  the 
good  of  the  patient.  Anybody  who  can  remove  a 
hard,  fibrous  prostate  by  enucleation"  is  a good  one. 
I have  seen  in  such  cases  good  surgeons  remove 
much  more  than  the  prostate.  I don’t  think,  in  a 
stout  individual,  that  the  most  expert  operator 
can  always  remove  all  the  prostate  through  a 
perineal  prostatectomy. 

Dr.  H.  L.  Crow  (Shreveport)  : I think  the 

general  practitioner  in  a way  responsible  for  the 
rate  of  mortality  in  prostatectomy.  It  takes  a good 
deal  of  skill,  and  lots  of  old  practitioners  used 
to  tear  the  prostates  up.  In  the  cases  we  get  at 
Charity  Hospital,  they  are  in  such  conditions  when 
they  come  in  that  they  are  practically  dead  to  be- 
gin with  and  anything  you  do,  they  are  going  to 
die.  Lots  of  times  when  they  come  into  the  hos- 
pital, they  have  a leaky  bladder.  In  a case  like 
that  you  have  very  little  chance  to  save  that  man. 

We  do  not  take  the  chances  on  operating  that  we 
used  to.  We  have  had  cases  come  in  there  that 
could  not  stand  suprapubic  or  anything  else.  They 
get  a little  drainage  and  die  anyway  in  a few 
days.  A large  part  of  the  cases  that  come  into 
the  hospital  are  beyond  the  operative  stage,  and 
in  those  cases  the  mortality  is  too  great  to  take 


the  chance.  We  are  using  a good  deal  more  pre- 
caution about  putting  people  on  the  table  and 
operating  unless  absolutely  necessary.  I find  that 
when  you  have  a leaky  bladder,  it  is  practically 
impossible  to  save  that  man.  Another  point  is 
that  those  old  men  on  their  backs  are  going  to 
die  if  you  let  them  stay  there  long.  You  want 
to  sit  them  up,  give  their  hearts  a chance,  and  give 
them  plenty  of  fluids. 

Dr.  B.  M.  McKoin  (Monroe) : In  the  beginning, 

I think  we  should  feel  highly  honored  to  have  men 
like  Dr.  Davis  come  and  give  us  his  time.  I hail 
from  a perineal  prostatectomy  school  and  when  I 
first  came  back  to  begin  my  work  as  an  urologist 
that  was  my  method  of  choice,  but  the  choice  of 
the  operation  depends  upon  the  operator  altogether 
and  his  assistants  and  the  conditions  surrounding 
>he  operation. 

I have  in  mind  a recent — but  a few  months 
ago — case  in  which  one  of  my  colleagues  was  doing 
a perineal  prostatectomy,  in  which  the  assistant 
was  so  eager  to  see  what  was  going  on  that  the 
sound  was  pushed  through  into  the  rectum.  Of 
course,  this  friend  had  to  change  his  method  of 
operating  and  go  the  suprapubic  route.  I find 
that  that  was  my  great  handicap  in  trying  to  do 
perineal  prostatectomy.  I will  say  that  those  I 
have  done  stayed  in  the  hospital  a shorter  time  and 
their  function  has  been  as  good  or  better,  I believe 
better,  than  the  suprapubic  route. 

As  to  whether  a man  does  the  two-stage  or  one- 
stage  operation  depends  entirely  upon  the  patient. 
Every  patient  has  to  be  handled  on  his  own  merits. 
It  is  foolish,  where  there  is  not  so  much  trouble 
with  high  blood  urea  and  everything  else  is  within 
normal  limit,  to  submit  a man  to  a two-stage  oper- 
ation. Frequently  I have  done  the  one-stage 
operation  and  got  away  with  just  as  much  success 
as  in  a two-stage  operation  and  the  patients  are 
still  living. 

We  cannot  lay  too  much  stress  on  preoperative 
care.  That  is  what  some  of  the  surgeons  of  today 
are  not  doing.  I know,  in  the  last  two  or  three 
months,  of  cases  where  the  surgeons  never  made 
a blood  urea  test.  There  is  no  excuse  for  any 
such  surgery  to  go  on  in  any  country  if  men  will 
only  come  to  these  meetings  and  hear  such  papers 
as  we  have  heard  this  afternoon,  but  it  is  done 
and  the  thing  that  we  want  to  do  is  to  try  to 
bring  home  to  us  some  of  the  things  that  we  can 
do  to  curb  the  mortality  rate  which  we  are  get- 
ting. 

There  is  one  point  that  I have  not  heard  any- 
body bring  out.  Bad  teeth  and  other  septic  foci 
should  be  thoroughly  removed  before  you  operate 
on  a patient  because  unless  you  do  do  that  you 
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are  liable  to  cause  the  patient  to  go  down  with 
. pneumonia  or  some  trouble  that  will  take  your 
patient  out. 

Dr.  Davis  (closing)  : I wish  to  say  first  that 

I appreciate  the  kindly  way  in  which  I have  been 
let  off  by  all. 

Dr.  Milam  mentioned  the  use  of  the  irrigating 
decompressing  apparatus.  I have  devised  a very 
simple  form  of  this  apparatus,  using  the  glass- 
ware and  rubber  tubing  to  be  found  in  any  hos- 
pital. I have  a picture  of  this  on  a lantern  slide 
which  I will  be  glad  to  show  to  anyone  interested. 

Dr.  Johns  spoke  of  the  causes  of  death.  We  are 
discussing  slight  differences  between  the  two 
operations  both  of  which  are  good,  and  we  have 
to  concentrate  our  attention  on  these  slight  dif- 
ferences. It  does  seem  to  me  that  with  the  perin- 
eal prostatectomy  we  are  in  a better  position  to 
prevent  hemorrhage.  When  one  makes  traction 
on  the  perineal  bag,  one  is  pulling  in  a straight 
line.  Traction,  I believe,  is  unnecessary  in  prac- 
tically every  case.  With  the  perineal  bag,  we  now 
put  on  no  traction  of  any  kind  unless  some  bleed- 
ing makes  it  a necessity,  and  indeed,  the  operator 
simply  places  it  in  the  bladder  ready  to  be  pulled 
upon  should  bleeding  occur. 

Of  course,  it  is  true,  as  Dr.  Turner  has  pointed 
out,  that  it  is  better  to  have  trained  assistants. 
However,  I have  operated  in  a small  country  town 
with  two  assistants  who  had  never  seen  a perineal 
prostatectomy  and  got  along  all  right.  Special 
tables  are  not  necessary.  It  is  necessary,  how- 
ever, to  have  some  arrangement  by  which  the  leg 
rests,  which  usually  stand  perpendicular  to  the 
table,  can  be  bent  or  inclined  in  relation  to  the 
end  of  the  table  to  allow  the  patients’  legs  to  be 
pushed  back,  and  it  is  necessary  to  have  reliable 
shoulder  rests  to  keep  the  patient  from  sliding 
out  of  position  during  the  operation. 

Eags  are  perhaps  better  left  in  a little  longer, 
as  Dr.  Turner  has  called  attention  to,  but  we  are 
able  to  remove  rubber  bags  usually  within  24 
hours  without  any  trouble. 

Dr.  Rougon  felt  that  the  complications  were 
more  serious  following  perineal  prostatectomy.  I 
think  that  perhaps  might  be  questioned  a little. 
Stricture  is  not  a formidable  complication.  At  the 
present  time  we  do  not  pass  any  sound  on  our 
cases,  unless  it  is  necessary— certainly  less  than 
5 per  cent.  I have  seen  quite  a number  of  cases 
of  prostatectomy  operated  on  by  general  surgeons 
who,  by  failure  to  give  the  proper  postoperative 
care,  have  allowed  the  patient  to  develop  unneces- 
sary complications,  again  bringing  up  the  point 
that  knowledge  and  attention  are  necessary  in  the 
postoperative  period. 


As  to  the  stay  in  the  hospital,  I would  make 
two  observations  about  that.  I do  not  see  how 
any  person  can  use  a one-week  preparatory  period. 
Dr.  Walther  has  spoken  truly  about  the  period  of 
preparation.  It  may  extend  from  two  weeks  to  a 
year  or  more.  That  is  true  of  our  patients.  The 
post-operative  time  will  vary  also.  We  do  not 
like  the  patients  to  go  home  until  their  fistulas  are 
entirely  closed.  I cannot  give  the  exact  figures 
on  the  stay  in  the  hospital — it  would  be  some- 
where around  a month. 

In  regard  to  the  punch  operation,  I will  sec- 
ond what  Dr.  Mattes  has  said.  I am  enthusiastic 
about  it,  so  much  so  that  I have  just  invented  a 
new  punch  instrument.  One  has  to  select  the 
cases.  If  the  obstructing  mass  is  too  large  to  en- 
ter the  notch,  you  cannot  use  a punch  any  more 
than  you  can  put  a gallon  into  a quart  bottle. 

In  regard  to  the  fibrous  prostates  that  Dr. 
Chalaron  mentioned,  they  can  often  be  taken  care 
of  by  the  punch.  If  not,  they  can,  however,  be 
taken  care  of  more  easily  by  perineal  operation. 
Then  you  can  remove  by  any  means  necessary,  by 
finger,  by  scissors,  by  knife,  or  by  the  punch  in- 
strument any  quantity  of  prostatic  tissue  desired. 

I can  second  what  Dr.  McKoin  says  about  pre- 
operative care. 

Dr.  H.  W.  E.  Walther  (closing)  : I think  I 

voice  the  opinion  of  the  section  in  saying  we  are 
appreciative  of  Dr.  Davis’  coming  all  the  way 
from  Baltimore  to  give  us  this  excellent  disserta- 
tion on  perineal  prostatectomy. 

Perineal  prostatectomy  has  been  comparatively 
little  employed  in  the  South  until  recently,  due 
chiefly  to  the  fact  that  the  technic  has  not  been 
taught  in  our  schools  despite  the  fact  that  most 
of  the  men  holding  chairs  of  urology  in  the  South 
are  Hopkins  men.  I notice  here  a sort  of  con- 
fessional among  certain  of  Dr.  Davis’  pupils  of 
backsliding,  and  I would  like  to  say  in  defense  of 
this  section  of  the  country  that,  as  some  gentle- 
man brought  out,  the  lack  of  equipment  has  some- 
thing to  do  with  it.  These  men  go  off  and  get 
training,  but  they  come  back  into  institutions 
where  there  is  no  equipment.  Our  hospitals  lack 
equipment.  Dr.  Davis  may  tell  us  that  you  can 
train  assistants  easily,  but  you  do  have  to  have 
equipment.  You  do  not  have  to  have  a special 
table  to  do  the  work,  but  it’s  good  to  have  it,  and 
we  haven’t  them  in  all  of  our  hospitals  down  here. 
Our  teachers  have  never  taught  us  perineal,  and 
it  is  not  being  taught  in  any  medical  schools  that 
I know  of  in  the  far  south.  That  explains  why 
there  has  been  so  little  work  done  perineally. 

In  regard  to  Dr.  Milam’s  paper  I think  the  su- 
prapubic operation  is  unquestionably  done  with 
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more  ease  than  the  perineal  operation.  I believe 
the  suprapubic  results  are  equally  as  good.  I 
think  that  recurrence  of  prostatism  will  occur 
from  either  operation  about  equally.  One  of  the 
main  portions  of  my  paper,  that  I didn’t  have  time 
to  read,  dealt  with  gastro-intestinal  complications. 
I am  sure  that  those  complications  have  not  had 
sufficient  attention.  We  have  all  talked  of  hemor- 
rhage and  shock  and  that  sort  of  thing,  and  we  all 
realize,  or  should,  that  prostatectomy  is  never  an 
emergency  operation.  It  is  absolutely  necessary, 
in  order  to  do  this  work  successfully,  that  we 
other  have  an  established  mode  of  preoperative 
preparation  or  a definite  idea  of  what  we  are  going 
to  do  surgically,  and  then  not  to  neglect  the  post- 
operative care. 


INTERNAL  DERANGEMENT  OF  THE 
KNEE  JOINT,  ESPECIALLY 
THE  SEMILUNAR.* 

PAUL  A.  McILHENNY,  M.  D.,f 
New  Orleans. 

The  knee  joint,  more  than  any  other 
joint,  is  subject  to  injury  because  of  its 
peculiar  construction  and  situation.  Sprains 
or  rupture  of  the  soft  parts,  and  fractures 
into  the  joint  with  derangement  of  the 
articular  surfaces  produce  painful,  and  in 
many  instances  disabling  conditions;  these 
unless  carefuFy  and  promptly  repaired  may 
result  in  permanent  disability. 

Injuries  of  the  joint  may  be  produced  by 
sudden  and  direct  trauma,  such  as  blows 
directly  upon  the  joint,  or  by  indirect 
trauma,  such  as  torsion  of  the  bone  above 
or  below  the  joint  or  both.  Hypertrophic 
arthritis  and  lues  may  become  primary 
factors  in  the  formation  of  loose  and 
pedunculated  bodies  within  the  joint  such 
as  osteochondramatosis  and  osteochon- 
dritis desicans,  and  so  lead  to  internal 
derangements. 

Because  of  the  increased  interest  in 
athletics,  the  general  use  of  the  automo- 
bi’e  and  the  many  mechanical  devices  used 
in  factories,  injuries  to  the  knee  joint  have 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 

fFrom  the  Department  of  Orthopedics,  Tulane 
University. 


increased  markedly  in  late  years,  and  now 
conditions  which  were  rarely  seen  formerly 
have  become  somewhat  common. 

Dislocation  of  a semilunar  cartilage  is 
the  most  frequent  internal  derangement  of 
the  knee,  fractures  into  the  joints  are  next, 
and  then  follows  rupture  of  ligaments  and 
loose  and  pedunculated  bodies.  Osteochon- 
dramatosis and  osteochondritis  desicans 
may  be  considered  different  types  of  the 
same  condition,  the  first  being  character- 
ized by  a single  or  possibly  a few  loose 
bodies  commonly  termed  “joint  mouse” 
which  wander  from  place  to  place  in  the 
joint  and  occasionally  cause  discomfort  by 
becoming  lodged  between  the  articular 
surfaces  and  produce  mechanical  hindrance 
to  motion,  especially  in  extension.  In  such 
a case  attacks  of  dull  aching  pains  through 
and  about  the  joint  occur,  and  persist  till 
the  mass  is  dislodged  by  subsequent  move- 
ment of  the  joint;  examination  of  the  joint 
will  be  negative  unless  the  case  is  seen 
when  the  loose  body  is  lodged  between  the 
articular  surface,  then  pain  and  restricted 
motion  will  be  present;  this  condition  is 
more  frequently  seen  in  young  individuals 
and  a history  of  some  trauma  may  be 
elicited,  whereas  osteochondritis  desicans  is 
found  in  those  of  midd'e  or  advanced  age, 
and  though  symptoms  are  rather  similar 
the  discomfort  is  more  frequent  and  pro- 
longed, the  patient  complaining  of  constant 
dull  pain  about  and  through  the  knee 
which  becomes  intense  and  disabling  at 
times.  Examination  of  this  type  of  joint 
reveals  pain  and  limited  motion  with  en- 
largement of  the  joint,  and  occasionally 
irregular  masses  may  be  palpated  over  the 
lateral  aspects  of  the  condyles;  abnormal 
lateral  mobility  may  be  present,  and 
marked  crepitation  will  be  felt  on  motion. 
Roentgen-ray  examination  should  be  made 
with  the  joint  distended  with  air  or  oxygen, 
and  will  reveal  a single  or  possible  two  or 
three  almond-shaped  bodies  some  where  in 
the  joint  cavity  with  apparently  normal 
articular  surfaces  in  the  first  type;  in  the- 
second  type  multiple  attached  and  detached 
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masses  will  be  seen,  and  hypertrophic 
changes  with  bone  proliferation  will  be 
noted ; the  articular  surfaces  will  be  eroded 
and  the  interarticular  space  diminshed. 

Damage  to  the  crucial  ligaments  is  pro- 
duced by  direct  and  severe  trauma,  the 
blow  being  against  the  anterior  or  posterior 
portion  of  the  leg  just  below  the  knee  joint. 
With  such  injuries  fracture  of  the  tibial 
spine  and  capsular  tears  often  occur;  there 
is  hypermobility  of  the  tibia  in  an  anterior 
or  posterior  direction  in  the  extended  posi- 
tion depending  on  which  crucial  ligament 
has  been  damaged.  If  the  tibia  can  be  dis- 
placed backwards  the  posterior  ligament 
has  been  damaged,  if  anteriorly  the  anterior 
ligament  has  suffered ; occasionally  both 
ligaments  are  damaged.  If  the  tibial  spine 
has  been  fractured  and  displaced  there 
may  be  a bony  block  limiting  motion  in 
extension;  the  capsule  will  be  greatly  dis- 
tended with  fluid,  and  aspiration  will  reveal 
hemorrhage  into  the  joint.  Roentgen-ray 
examination  in  such  conditions  will  be 
negative  unless  there  is  a fracture  of  the 
tibial  spine. 

Fractures  into  the  joint  are  disabling  in 
proportion  to  the  amount  of  distortion  pro- 
duced in  the  articulation.  The  more  serious 
are,  split  fractures  of  the  femur  producing 
separation  of  the  condyles ; transverse 
fractures  of  one  or  both  condyles  in  which 
one  condyle  is  displaced  laterally,  anteriorly 
or  posteriorly ; oblique  fracture  of  a condyle 
with  posterior  displacement;  fracture  of 
the  tibial  spine  with  lateral  displacement; 
impacted  fracture  of  the  external  table  of 
the  tibial  head ; oblique  fracture  of  the 
external  table  of  the  tibial  head  with  dis- 
placement downwards  or  externally;  frac- 
ture of  the  patella.  All  joint  fractures 
have  one  common  complication,  namely, 
distention  of  the  capsule  with  fluid  which  is 
hemorrhagic.  On  examination  the  joint  is 
found  to  be  enlarged  and  tender;  the 
patient  complains  of  a general  soreness 
throughout  the  articulation,  and  a point  of 
exquisite  tenderness  will  be  found  directly 
at  the  point  of  fracture ; occasionally 


crepitation  and  even  motion  maybe  felt 
especially  in  cases  with  complete  fracture  of 
a condyle.  In  complete  fracture  of  the  tibial 
head  or  femoral  condyle  lateral  mobility  of 
the  joint  will  be  increased.  Oblique  and 
impacted  fractures  of  the  tibial  condyle 
may  be  complicated  by  displacement  of  the 
respective  semilunar  cartilage. 

Dislocation  of  a semilunar  cartilage  may 
be  produced  by  blows  directly  upon  the 
lateral  aspect  of  the  knee,  or  by  torsion  of 
the  femur  when  the  knee  is  flexed  and  the 
tibia  fixed,  and  vice  versa.  In  normal 
motions  of  the  knee  the  external  semilunar 
is  allowed  greater  freedom  than  the  in- 
ternal because  the  internal  is  more  firmly 
attached  to  those  structures  in  relation  to 
it,  for  this  reason  dislocation  of  the  internal 
occurs  ten  to  twelve  times  more  frequently 
than  the  external.  The  line  of  weight  bear- 
ing through  the  knee  being  to  the  inner 
side  of  the  tibial  spine  throws  more  strain 
upon  the  internal  condyle  of  the  tibia  and 
so  contributes  to  the  more  frequent  dislo- 
cation of  that  cartilage.  Though  dislocation 
of  the  external  cartilage  does  occur  it  is 
extreme’y  rare  and  the  symptoms  are  vague 
as  compared  to  those  presenting  when  the 
internal  is  at  fault.  Occasionally  complete 
dislocation  of  a semilunar  results  from 
severe  trauma  but  in  by  far  the  majority 
of  cases  only  a part  of  the  cartilage  is  dis- 
placed; the  anterior  portion  is  often  dis- 
placed whereas  the  middle  and  posterior 
portions  are  seldom  damaged  and  displace- 
ment is  towards  the  center  of  the  joint;  the 
free  edge  or  end  of  the  torn  section  may 
become  turned  under  and  consequently 
produce  greater  displacement.  The  onset 
of  symptoms  is  sudden,  immediately  fol- 
lowing blows  upon,  or  torsion  of  the  bone 
above  or  below  the  joint  while  the  knee  is 
flexed;  pain  is  often  nauseating  and  the 
patient  is  unable  to  extend  the  knee,  the 
displaced  cartilage  causing  a mechanical 
hinderance  to  extension.  A sense  of  sore- 
ness is  felt  through  the  knee  and  points  of 
acute  pain  will  be  felt  at  the  antero-lateral 
portion  of  the  tibial  head,  the  inner  side  of 
the  patella  and  about  the  internal  condyle 
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of  the  femur.  Effusion  into  the  joint  rapidly 
follows,  and  on  examination  the  knee  will 
be  found  flexed,  and  the  capsule  distended 
with  fluid ; flexion  will  be  constant  till 
motions  of  the  knee  allow  replacement; 
subsequent  use  of  the  limb  generally  redis- 
locates the  cartilage  and  a recurrence  of 
the  acute  symptoms  follows.  Aspiration 
reveals  a sero-sanguinous  or  sanguinous 
fluid,  depending  on  the  extent  of  damage. 
Palpation  of  the  joint  for  irregularities  or 
projections  about  the  tibial  head  is  nega- 
tive. After  replacement  has  taken  place  the 
patient  is  able  to  use  the  limb  but  the  knee 
feels  weak  and  a sense  of  insecurity  pre- 
vails. Ruptures  and  tears  of  the  internal  lat- 
eral ligament  occasionally  complicate  de- 
rangement of  the  semilunar,  and  also  occur 
without  damage  to  the  cartilage.  In  such 
cases  differential  diagnosis  is  difficult,  the 
main  points  being  induration  and  swelling 
near  the  internal  condyle  in  tear  of  the 
lateral  ligament,  and  the  limitation  of  ex- 
tension in  semilunar  displacement.  The 
roentgenogram  rarely  shows  any  pathology 
unless  repeated  dislocations  have  occurred ; 
in  these  cases  the  A.P.  view  may  show  a 
haziness  or  blurring  about  the  internal 
articular  portion  of  the  tibial  head  if  the 
case  is  rayed  while  inability  to  fu'ly  extend 
the  knee  is  still  present.  Unless  efficient 
treatment  is  started  immediately  after 
the  primary  dislocation,  redislocations  are 
frequent  and  the  weakness  in  the  knee  in- 
creases till  the  limb  becomes  practically 
useless  because  of  apprehension  on  the  part 
of  the  patient. 

Loose  bodies  in  the  knee  whether  single 
or  multiple  should  be  removed  when  they 
cause  pain  or  locking  of  the  joint.  A 
single  loose  body  may  be  localized  by  the 
patient,  and  in  some  instances,  by  the 
surgeon;  if  such  is  possible  the  mass  may 
be  transfixed  with  a needle  and  removed 
under  local  anesthesia,  however  the  majority 
require  a major  operation,  and  such  should 
be  performed  under  general  anesthesia 
and  strict  asepsis.  When  multiple  loose 
or  pedunculated  bodies  are  present  the 
joint  may  be  opened  through  the  split 


patella  incision  which  allows  the  whole 
articular  surface  to  be  examined;  peduncu- 
lated masses  and  capsular  tabs  as  well  as 
loose  bodies  should  be  removed ; often  a 
synovectomy  may  be  necessary. 

Rupture  of  the  crucial  ligaments  should 
be  treated  with  aspiration  of  the  excess 
joint  fluid  and  the  knee  immobilized  in  a 
position  of  slight  flexion.  Repair  of  such 
damage  should  not  be  attempted  till  weeks 
after  the  injury  because  of  the  impossibility 
of  suturing  the  frayed  ends  of  the  ligament; 
at  the  end  of  such  time  if  the  joint  is  still 
unstable  repair  must  be  considered.  Frac- 
tures into  the  joint  should  be  reduced  at  the 
earliest  moment,  the  joint  aspirated,  and 
immobilization  or  extension  applied.  Open 
replacement  of  fragments  is  necessary  in 
certain  cases,  especially  in  fractured 
patella,  and  fractures  of  the  tibial  spine 
with  lateral  displacement ; in  the  latter 
removal  of  the  fragment  is  preferable  to 
attempts  to  replace  and  suture.  The  knee 
should  be  immobilized  for  three  weeks 
after  reduction  of  the  deformity,  and  then 
massage,  baking  and  gentle  active,  but  no 
passive,  motions  may  be  started ; a moulded 
posterior  splint  should  be  applied  for  night 
wearing  for  the  next  three  weeks,  and 
guarded  weight  bearing  allowed  two  months 
later. 

Dislocation  of  a semilunar  cartilage  de- 
mands reduction  and  immobilization  to 
justify  any  hope  of  repair  without  oper- 
ation. Since  displacement  is  produced  by 
torsion  of  the  tibia,  with  the  knee  flexed, 
outwards  in  internal  and  inwards  in  ex- 
ternal dis'ocation,  the  opposite  motions  to 
those  producing  the  displacement  should  be 
made  in  attempts  at  replacement,  the  knee 
to  be  flexed  and  the  thigh  held  by  an 
assistant.  Lateral  pressure  must  then  be 
applied  over  the  tibial  head  and  the  knee 
passively  extended ; if  the  knee  can  then  be 
held  in  full  extension  it  may  be  assumed 
that  reduction  is  complete.  The  excess 
synovial  fluid  should  be  aspirated,  and  a 
snugly  fitting  plaster  cast  applied.  No 
weight  bearing  may  be  allowed  for  at  least 
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three  weeks  or  until  union  in  the  torn 
structure  has  taken  place;  weight  bearing 
and  motions  may  then  begin  but  should  be 
checked  by  a knee  brace  which  allows  only 
slight  flexion.  Rupture  or  tear  of  the 
lateral  ligament  should  be  sought  for  and 
if  present  must  be  immediately  sutured 
through  a lateral  incision  over  the  site  of 
damage.  The  patient’s  feet  should  be  ex- 
amined for  pronated  or  flat  foot  since  by  far 
the  majority  of  adults  show  some  prona- 
tion. If  marked  pronation  is  present  it 
should  be  corrected  before  weight  bearing 
is  allowed,  otherwise  a redisplacement  may 
be  expected  because  of  undue  strain  placed 
upon  the  lateral  ligament.  Recurrent  dis- 
locations demand  operation  and  removal  of 
the  displaced  section,  or  possibly  of  the 
entire  cartilage,  as  they  never  reunite,  and 
disability  increases  with  each  subsequent 
dislocation.  Too  great  stress  can  not  be 
laid  upon  the  necessity  of  absolute  asepsis 
in  all  operation  upon  the  knee  joint  because 
infection  means  probable  ankylosis  or  pos- 
sibly death.  For  operation  upon  the  internal 
semilunar  the  knee  should  be  flexed  over  the 
end  of  the  table ; the  incision  starts  an  inch 
to  the  inner  side  of  the  lower  pole  of  the 
patella  and  extends  obliquely  downwards  to 
the  head  of  the  tibia,  then  backwards  an 
inch;  the  capsule  is  incised,  and  the  edges  of 
the  wound  retracted ; examination  of  the  ar- 
ticular surface  of  the  tibia  reveals  the  loose 
cartilage  which  may  be  elevated  with  a 
sharp  hook  and  pulled  into  the  wound ; if 
the  anterior  portion  alone  is  found  to  be 
loose  this  should  be  clipped  away  obliquely ; 
if  a greater  area  is  loose  the  entire  car- 
tilage should  be  removed,  the  joint  gently 
swabbed  out,  and  the  incision  closed  in 
layers  while  the  knee  is  still  flexed  over  the 
table;  dressings  are  applied,  the  limb  fully 
extended,  and  a moulded  posterior  splint 
with  slight  compression  over  the  knee. 
The  patient  should  be  kept  off  the  feet  for 
ten  days,  and  then  physiotherapy,  massage 
and  baking,  begun.  After  three  or  four 
weeks  support  of  the  limb  may  be  discon- 
tinued and  weight  bearing  allowed.  Any 


static  foot  conditions  should  be  corrected 
before  the  case  is  discharged. 

CONCLUSIONS. 

Internal  derangements  of  the  knee  joint, 
if  promptly  and  efficiently  treated,  will,  in 
the  majority  of  cases,  result  satisfactorily 
to  the  patient.  Osteochondritis  desicans 
presents  a more  formidable  problem  than 
does  fracture  or  deranged  semilunar;  how- 
ever, after  operation,  these  patients  report 
less  pain  and  greater  freedom  of  motion 
than  before  operation.  Perfect  restoration 
of  function  may  be  obtained  in  fractures 
provided  the  fragments  have  been  anatomi- 
cally replaced  and  torn  ligaments  repaired. 
Dislocation  of  the  semilunar  cartilage  gen- 
erally continues  to  give  trouble  until  the 
cartilage  has  been  removed,  though  a very 
few  cases  may  get  satisfactory  results 
following  the  immobilization  treatment  im- 
mediately after  the  first  attack.  When  the 
cartilage  has  been  removed  about  95  per 
cent  of  cases  report  normal  stable  joints, 
the  other  5 per  cent  report  more  or  less 
instability  but  greater  comfort  than  before 
operation. 

DISCUSSION. 

Dr.  E.  D.  Fenner  (New  Orleans)  : The  doctor 

has  given  such  a splendid  review  of  the  so-called 
internal  derangements  of  the  knee  that  I shall 
not  attempt  to  enlarge  upon  it.  In  the  course 
of  his  paper  there  was  one  or  two  points  that  I 
feel  like  concurring  with  very  strongly  and  in 
emphasizing. 

We  owe  the  term  “internal  derangement'’  to 
the  English.  They  were  tremendous  addicts  to 
out-of-door  sports,  both  tennis  and  football  being- 
indulged  in  by  a large  percentage  of  the  popu- 
lation. Especially  in  the  preaseptic  days,  these 
obscure  injuries  would  occur  and  nobody  would 
look  in  at  them  and  they  had  to  find  a term  and 
with  their  usual  practical  turn  of  mind,  they  just 
called  them  the  “internal  derangements  of  the 
knee.”  Gradually  the  terrible  dread  of  opening 
a knee  joint  passed  away  and  the  nature  of  these 
injuries  has  become  better  understood. 

The  two  or  three  points  to  which  I wish  to  refer 
and  especially  emphasize  are,  first  of  all,  the  ques- 
tion of  distention  of  the  knee  joint.  It  is  the 
biggest  synovial  capsule  in  the  human  body  and 
whenever  it  is  distended,  there  is  increasing  dam- 
age to  the  usefulness  of  the  joint.  I don’t  think 


622 


McIlhenny — Internal  Derangement  of  the  Knee  Joint 


it  can  be  sufficiently  stressed  that,  with  the  proper 
care  to  see  that  you  do  not  put  any  dirt  into  the 
joint,  or  in  any  joint  that  is  distended  or  to  be 
aspirated,  the  fluid  will  certainly  be  either  entire- 
ly blood  or  synovial  fluid  deeply  tinged  or  mixed 
with  blood,  and  that  this  ought  to  be  gotten 
out.  Even  in  more  chronic  conditions,  especially 
the  group  of  cases  Dr.  McIlhenny  speaks  of, 
chronic  hydrops,  where  they  carry  distended  knees 
for  months  or  years,  aspiration  repeated  at  inter- 
vals will  not  infrequently  lead  to  a complete  dis- 
appearance of  the  condition  and  a restoration  to 
an  almost  complete  degree  of  a normal  condition. 

The  other  point,  and  I think  the  only  one  that 
I want  to  refer  to  especially,  is  the  question  of 
mobilization  of  joints.  I remember,  always  with 
a blush  of  shame,  the  days  when  I used  to  wrap 
my  legs  around  the  poor  little  child  and  get  some- 
body to  hold  its  arm  while  I mobilized  stiff  elbows 
and  fractures  to  the  elbow  joints.  Many,  many 
years  ago,  I,  myself,  arrived  at  the  absolute,  solid 
conviction  that  any  passive  motion  that  gave  the 
patient  pain  was  absolutely  wrong  and  ought 
never  to  be  carried  out.  I don’t  believe  any  joint 
ought  to  be  moved  except  by  the  patient’s  own 
efforts.  We  ought  only  furnish  him  with  such 
assistance  as  does  not  cause  him  pain.  The  mo- 
ment you  go  beyond  that,  you  increase  the  pain 
and  irritation,  reduce  the  degree  of  motion,  and 
do  the  patient,  not  only  a great  deal  of  damage 
as  far  as  function  of  joints  is  concerned,  but  in- 
flice  an  abominable  amount  of  torment  for  which 
there  is  no  justification.  Of  course,  when  it  comes 
to  operating  upon  a knee  joint,  the  day  has  gone 
by  when  we  look  at  it  with  a terrible  fear  with 
which  we  formerly  faced  such  a proposition,  but 
with  reasonable  care,  cleanliness,  observance  of 
the  thoroughly  established  rules  of  asepsis,  the 
knee  joint  can  be  opened  and  examined  with  just 
about  as  little  danger  as  we  can  carry  out  an 
exploratory  laparotomy. 

There  is  only  one  word  more  I want  to  say  in  con- 
nection with  these  disturbances  in  the  knee  joint. 
Although  it  is  not  usually  the  case,  because  as  a 
rule  internal  derangements  of  the  knee  joint  are 
restricted  to  trauma  of  various  kinds,  whose  lists 
have  been  pretty  fully  covered  by  Dr.  McIlhenny, 
but  if  we  want  to  stretch  our  view  a little  bit, 
there  are  many  other  conditions  that  might  be 
called  internal  derangements  of  the  knee  joint. 
The  dreadful  separative  effect:  Those  of  you  who 
have  practiced  for  any  number  of  years  know 
that  before  Wilhams  made  his  wonderful  con- 
tribution to_  the  surgery  of  joints,  an  acute  in- 
fection of  the  knee  joint  meant  one  of  three 
things,  usually  the  last:  an  absolutely  stiff  joint, 
an  amputation,  or  a burial.  Wilhams,  in  demon- 
strating that  the  knee  joint  could  be  opened  and 


a stoma  produced  that  would  remain  open  and 
that  such  separation  is  treated  in  this  way,  made 
a contribution  whose  importance  cannot  be  over- 
estimated. In  this  connection,  it  seems  to  me 
that  whenever  anybody  speaks  of  doing  an  arthrot- 
omy,  according  to  Wilham’s  principle  on  acute 
sepsis  of  the  joint,  he  should  never  speak  of  that 
matter  without  adding  that  when  you  do  an  ar- 
throtomy  with  the  idea  of  restoring  function  in 
a place  like  the  knee  joint,  the  seat  of  acute 
separation,  no  drainage  tube  or  an  other  foreign 
body  should  be  allowed  to  penetrate  and  be  left 
in  that  joint,  because  just  the  moment  you  do  it, 
>ou  absolutely  stop  drainage  and  you  assure  your- 
self a stiff  joint.  Nobody  ever  put  a drainage 
tube  through  a knee  joint  that  ever  got  anything 
but  a death  certificate  signed  or  if  the  patient 
recovered,  a joint  that  was  ankylosed  in  a good  or 
a bad  position. 

Dr.  Guy  A.  Caldwell  (Shreveport)  : Dr.  Mc- 

Ilhenny has  thoroughly  covered  the  subject  of  in- 
ternal derangements  of  the  knee  and  their  treat- 
ment, and  I am  in  hearty  accord  with  all  he  has 
said.  There  is,  however,  a little  variation  in  the 
after  treatment  of  operative  cases  which  I would 
like  to  call  to  our  attention. 

In  many  cases  I formerly  followed  just  the 
procedure  that  he  outlined  but  in  the  past  two 
years  I have  followed  a different  procedure  in  the 
after  treatment  of  most  of  the  operative  cases  of 
dislocated  internal  semilunar  cartilage  or  simple 
loose  bodies.  I feel  that  these  operations  are  done 
with  the  minimum  amount  of  trauma  and  the  re- 
action of  the  joint  following  the  operation  L* 
slight,  so  I do  not  put  on  a molded  splint  or  plaster 
cast  but  use  a massive  dressing,  a snug  roller  band- 
age and  long  adhesive  strips  which  suffice  to  give 
partial  instead  of  complete  immobilization.  I find 
the  patients  are  more  comfortable  and  have  less 
trouble  regaining  motion  in  the  knee  afterwards. 

Dr.  McIlhenny  (closing)  : I wish  to  thank  Dr. 

Fenner  and  Dr.  Caldwell  for  emphasizing  what  I 
attempted  to  bring  out. 

I agree  with  Dr.  Caldwell  in  regard  to  partial 
mobilization,  because  that  is  what  he  gets  with 
his  adhesive  wraping.  In  certain  cases,  however, 
it  has  been  my  experience  that  unless  I insist  upon 
immobilization  for  the  first  few  days  after  opera- 
tion, I have  gotton  an  increase  in  synovial  fluid 
which  continues  distention  of  the  already  distend- 
ed capsule  and  prevents  contraction,  therefore,  I 
emphasize  immediate  immobilization  for  a week 
or  ten  days  after  operation  with  compression 
which  prevents  the  reaccumulation  of  the  synovial 
fluid,  and  which  also  tends  to  promote  absorption 
of  such  accumulative  fluid  and  allows  contraction 
of  the  already  distended  capsule.  In  my  cases,  I 
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had  rather  use  the  immobilization  for  a few  days 
and  then  allow  a gentle  mobilization,  simply  be- 
cause I feel  that  where  no  support  is  given  to 
any  great  extent,  where  certain  motion  is  allowed, 
as  is  the  case  if  an  adhesive  bandage  is  applied,  I 
do  find  an  increase  in  synovial  fluid. 


PLASTIC  SURGERY  AND  ITS  RE- 
LATION TO  INDUSTRIAL 
SURGERY.* 

ISIDORE  COHN,  M.  D., 

New  Orleans. 

This  paper  deals  with  surgica1  repair 
necessary  to  restore  form  and  function.  It, 
therefore,  has  nothing  in  common  with  cos- 
metic surgery  which  sometimes  masquer- 
ades under  the  name  of  plastic  surgery. 
Such  surgery,  as  I will  discuss,  may  be 
demanded  as  a primary  treatment  to  pre- 
vent distortion  and  loss  of  function  from 
unrecognized  injuries  remaining  untreated 
or  improperly  handled. 

In  the  second  place  I shall  deal  with  those 
deformities  for  which  secondary  operations 
are  done  to  restore  loss  of  function  and  to 
correct  existing  deformities.  We  will,  there- 
fore, have  to  discuss  injuries  which  re- 
quired plastic  repair  other  than  those  associ- 
ated with  surface  damage. 

The  recent  wound,  whether  it  be  incised, 
lacerated  or  punctured,  presents  many  prob- 
lems. Some  of  these  problems  vary  with  the 
location  of  the  wound,  but  all  necessitate 
immediate  consideration  of  fundamentals. 
Too  often  on  sight  the  surgeon  proceeds  to 
suture  a gaping  wound  forgetting  the  pos- 
sible damage  to  underlying  structures.  For 
this  reason  it  should  be  axiomatic  that  the 
surgeon  visualize  functional  disturbances 
and  deformities  which  will  certainly  result 
from  neglect  or  oversight  to  attend  to  dam- 
aged structures  below  the  surface. 

It  may  seem  trite  to  remind  some  of  you 
of  a phrase  of  my  former  teacher  and  col- 
league, John  Elliot,  Jr.,  “Remember  your 
anatomy” — yet  this  is  exactly  what  one 
must  do.  To  suture  a superficial  wound  and 

*Read  before  the  Louisiana  State  Medical 
Society,  'Shreveport,  April  29-May  1,  1930. 


and  leave  unattended  a severed  nerve  or 
tendon  will  produce  a deformity,  and  may 
result  in  the  form  of  a walking  advertise- 
ment detrimental  to  us,  to  say  nothing  of  a 
possible  damage  suit. 

To  emphasize  this  point  let  me  cite  the 
case  of  a young  woman  who  thrust  her  hand 
through  a glass  door.  The  wound  was 
sutured  by  the  attending  physician.  After 
five  weeks  she  presented  all  of  the  distress- 
ing evidence  of  a medium  nerve  injury, 
atrophy,  loss  of  function  and  anesthesia. 
After  secondary  operations  she  was  eventu- 
ally able  to  resume  her  work  as  a telegraph 
operator. 

It  is  always  better  to  investigate  pri- 
marily; if  such  an  injury  exists,  correction 
is  easier  and  disability  is  shortened.  Such 
primary  attention  adds  to  economic  effici- 
ency, and  the  surgeon’s  own  reputation. 
Furthermore,  a frank  statement  of  existing 
damage  causes  the  patient  to  be  more  co- 
operative and  at  the  same  time  more  appre- 
ciative of  good  end  results. 

Wounds  about  the  face,  particularly  be- 
low the  lobule  of  the  ear,  and  over  the 
parotid  region  in  which  the  facial  nerve 
may  be  injured  should  be  carefully  exam- 
ined for  evidence  of  motor  paralysis.  Cer- 
tainly nothing  could  be  more  humiliating 
than  to  overlook  such  an  injury,  and  yet  it 
is  easy  to  obtain  evidence  of  facial  paralysis. 
It  is  certainly  easier  to  find  the  ends  of  a 
severed  nerve  and  suture  them  primarily 
than  later  to  attempt  to  restore  muscle  con- 
trol by  anastomosis,  either  with  the  spinal 
accessory  or  hypoglossal  nerve.  At  best  the 
result  in  late  repair  and  anastomoses  are 
not  good  as  may  be  attested  by  anyone  who 
has  done  these  operations.  I should  like  to 
add  that  finding  the  facial  nerve  in  scar  tis- 
sue is  not  an  easy  procedure. 

In  wounds  about  the  face  one  can  not 
overlook  muscle  damage.  Severance  of  the 
masseter  will  result  in  a deformity  of  the 
face  and  some  loss  of  the  normal  masti- 
catory power,  severance  of  the  orbicular 
muscles  produce  deformities  of  the  facial 
orifices. 
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Illustrations  are  provided  by  recent 
experiences : 

Case  I.  Mrs.  D.  had  multiple  lacerations  about 
the  face  and  a fracture-dislocation  of  the  hip,  due 
to  a fracture  of  the  acetabulum.  If  attention  had 
been  focused  on  her  hip  and  the  facial  wounds 
handled  in  a perfunctory  manner  she  would  have 
had  an  ugly  deformity  of  the  left  upper  lid.  After 
the  superficial  wounds  had  been  debrided  and  the 
blood  clot  removed,  it  was  found  that  the  orbicularis 
had  been  severed.  Bleeding  was  controlled  and  the 
muscle  edges  were  approximated.  The  skin  mar- 
gins were  approximated  without  tension.  Healing 
was  primary  and  she  had  no  loss  of  control  of  the 
lid. 

Case  II.  Master  T.  G.,  June  15,  1929.  Mul- 
tiple lacerated  wounds  of  the  right  side  of  the  face, 
right  upper  lip,  left  upper  lip  and  scalp.  The 
wounds  were  sutured  under  anesthesia  by  a phy- 
sician. 

I was  called  after  the  child  had  been  taken 
home.  At  that  time  there  was  some  puckering  and 
swelling  of  the  upper  lip.  It  was  my  impression 
that  there  would  be  some  disturbance  of  the  Ver- 
million border  and  the  parents  were  advised  of  this. 

On  June  24,  1929,  we  found  all  wounds  healed 
but  there  was  a distinct  loss  of  alignment  near  the 
angle.  The  Vermillion  border  presented  a step-like 
process  of  about  at  least  one-fourth  of  an  inch 
downward.  When  the  lip  was  retracted  there  was 
a puckering  of  the  mucous  membrane. 

A deformity,  such  as  exists  in  this  case,  is  so 
apparent  that  the  child  will  have  to  be  operated  on. 

These  cases  serve  to  illustrate  certain 
other  fundamentals  of  wound  treatment. 
Debridement  is  essential  for  primary  heal- 
ing. Fine  scars  so  much  desired  cannot  be 
expected  to  result  when  devitalized  wound 
edges  are  sutured.  Following  trauma  it  is 
certain  that  some  devitalization  will  result. 
One  should  debride  not  because  some  claim 
this  to  be  a development  of  the  recent  great 
war  experience,  but  because  it  is  an  essen- 
tial for  wound  healing  following  trauma. 
Perfect  hemostasis  is  an  undisputed  neces- 
sity. 

Wound  edges  must  be  approximated  in 
such  a manner  that  normal  plans  are 
restored.  About  the  face  this  is  particularly 
important.  When  suturing  wounds  of  the 
lip  primary  consideration  should  be  perfect 
approximation  of  the  vermillion  border.  In 
suturing  wounds  about  the  eye,  wound  edges 


must  be  approximated  so  that  subsequently 
an  ectropion  will  not  result. 

The  next  group  to  be  discussed  are  cases 
in  which  we  found  severed  tendons.  Fail- 
ure to  suture  a severed  tendon  results  in 
permanent  disability.  An  injury  not  infre- 
quently severs  a tendon  without  producing 
a superficial  wound.  All  lacerated  wounds 
should  be  enlarged  and  the  depths  inspected 
for  evidence  of  tendon  and  nerve  damage. 

Tendon  suture  requires  special  technic. 
Bunnel’s  suggestions  for  tendon  suture  are 
the  best  that  I know.  When  exposing  the 
site  of  a severed  tendon  it  is  best  to  place 
the  incision  so  that  the  suture  line  in  the 
tendon  will  not  be  immediately  under  the 
superficial  scar,  as  such  a status  would  favor 
limitation  of  motion  by  fixation  of  tendon  to 
surface  scar. 

After  tendon  suture  a molded  splint 
should  be  applied  so  as  to  relax  the  tendon 
which  has  been  sutured.  The  splint  should 
be  on  the  opposite  side  of  the  extremity 
from  the  suture  line  in  order  to  avoid  pres- 
sure. 

Case  III.  Severed  flexor  tendons.  Mr.  S.  L.,  May 
16,  1929,  had  a lacerated  wound  on  the  volar  aspect, 
about  the  middle  third,  of  his  forearm.  The  wound 
which  was  about  two  inches  long  in  the  transverse 
axis  of  the  body,  was  gaping.  No  evidence  of  anes- 
thesia, such  as  would  have  followed  a median  nerve 
injury  was  apparent.  After  infiltrating  with  novo- 
caine  the  wound  edges  were  debrided  and  retracted. 
We  could  then  see  a tendon  which  had  been  almost 
completely  severed.  This  was  one  of  the  flexor  sub- 
limis  digitorum  tendons  The  palmaris  longus  ten- 
don had  been  completely  severed.  These  tendons 
were  sutured,  after  which  the  wound  edges  were 
approximated.  A molded  plaster  splint  was  applied 
on  the  dorsum  of  the  forearm  and  hand,  with  the 
hand  in  palmar  flexion.  This  was  done  to  relax  ten- 
sion on  the  tendon  which  had  been  sutured  and  also 
to  avoid  pressure  over  the  suture  line.  The  end 
result  was  a restoration  to  normal  function. 

Case  IV.  Mr.  J.  U.,  December,  1928.  During  a 
New  Year  Eve  revel  the  patient  sustained  multiple 
lacerations  on  the  dorsum  of  the  thumb.  We  found 
that  the  tendon  of  the  short  extensor  of  the  thumb 
had  been  cut  in  two  places.  The  proximal  portion 
had  retracted  at  least  two  inches.  After  suture  a 
splint  was  applied  with  the  thumb  abducted. 
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He  was  last  seen  April  15,  1929,  at  which  time 
he  had  no  limitation  of  motion  of  the  thumb. 

Case  V.  Master  L.  A.,  A more  interesting 
illustration  is  that  of  this  child  who  was  struck  on 
the  dorsum  of  his  ring  finger  by  a baseball.  The 
terminal  phalanx  remained  flexed  with  loss  of  vol- 
untary extension:  Even  though  there  was  no 

ecchymosis  or  other  outward  manifestations  of 
recent  injury  we  exposed  the  tendon  and  found 
it  severed. 

The  flap  consisted  of  two  lateral  incisions  con- 
nected by  a transverse  incision.  The  flap  was 
retracted,  thus  exposing  the  severed  tendon.  The 
value  of  such  an  incision  lies  in  the  fact  that  the 
scar  is  not  placed  over  the  long  axis  of  the  tendon, 
hence  there  is  less  tendency  for  the  scar  to  inter- 
fere with  movement  of  the  tendon. 

The  splint  was  made  of  dental  modeling  com- 
pound. This  is  so  molded  as  to  maintain  complete 
extension  of  the  finger  and  thus  relax  tension  on 
the  sutured  flexor  tendon.  This  is  not  an  original 
idea,  but  one  which  I had  occasion  to  see  in  use 
on  a recent  trip  to  Eastern  clinics. 

Let  us  compare  these  cases  with  one  (many  more 
could  be  cited)  in  which  a child  acting  as  a slater’s 
assistant  sustained  a wound  on  the  dorsum  of  the 
fourth  finger.  The  physician  in  attendance  sutured 
the  wound.  Five  weeks  later  he  presented  himself 
with  a flexion  deformity  of  the  terminal  phalanx 
which  we  were  able  to  correct  by  suture  of  the 
extensor  tendon,  the  severance  of  which  was  over- 
looked by  the  attending  surgeon  at  the  time  of  the 
accident. 

I do  not  believe  that  we  think  of  tendon 
and  muscle  injury  sufficiently  often.  This 
is  particularly  true  when  no  wound  exists. 
Recently  I had  occasion  to  operate  three 
cases  of  partial  severance  of  the  triceps  ten- 
don when  no  wound  on  the  surface  existed. 

Each  case  presented  the  same  manifes- 
tations, partial  loss  of  extension,  swelling 
over  the  elbow,  and  a depression  which 
could  be  palpated  particularly  when  the 
forearm  was  completely  extended  on  the 
arm.  Failure  to  recognize  the  condition 
and  suture  the  tendon  would  probably  have 
resulted  in  a permanent  partial  disability. 

Case  VI.  Miss  S.  G.,  aged  49  years.  September 
28,  1929,  gave  a history  of  falling  on  her  elbow. 
On  examination  I found  a fluctuant,  eliptical  swell- 
ing on  the  posterior  aspect  of  the  elbow.  The  patient 
was  able  to  extend  and  flex  the  elbow.  The  bony 
landmarks  were  not  disturbed.  Above  the  tip  of 
the  olecranon  I could  feel  a depression  and  some 


tissue  that  seemed  to  be  rolled  on  itself  as  though 
there  was  a severance  and  retraction  of  soft  tissue. 

With  the  elbow  flexed  at  right  angle  a semilunar 
incision  was  made.  As  soon  as  the  skin  was 
retracted  the  subcutaneous  tissue  showed  evidence 
of  recent  hemorrhage.  The  triceps  tendon  near  its 
insertion  in  the  olecranon  was  partially  severed. 
The  tendon  was  sutured  with  chromic  catgut  and 
the  skin  sutured  with  dermol.  A light  plaster  cast 
was  applied  with  arm  in  extension. 

February  24,  1930,  the  patient  has  a perfect 
functioning  elbow. 

Case  VII.  Miss  M.  G.,  aged  18  years.  December 
18,  1929,  gave  a history  of  striking  her  elbow. 
Complaint:  Numbness  in  elbow,  and  loss  of 

“strength”  in  elbow. 

Examination  revealed  no  loss  of  carrying  angle. 
Brush  burns  over  the  posterior  and  radical  side  of 
the  left  elbow.  No  swelling.  No  apparent  deform- 
ity. In  extension  the  circumference  of  the  left 
elbow  was  20  cm,  right  20.2  cm.  No  pain  over  the 
internal  condyle,  no  pain  over  external  condyle. 
Slight  pain  over  the  tip  of  the  olecranon.  Head 
of  the  radius  rotated  with  the  shaft.  Tenderness 
above  the  tip  of  the  olecranon  and  there  was  a soft 
depressed  area  just  above  the  tip  of  the  olecranon, 
and  there  seemed  to  be  a rolling  up  of  the  tissues 
about  the  olecranon  in  the  midline.  This  area  was 
sensitive.  Flexion  of  the  elbow  exaggerated  pain. 
When  the  elbow  was  flexed  you  could  see  a definite 
depression.  I advised  operation  as  I believed  that 
the  triceps  tendon  was  partially  severed. 

Operation  December  18,  1929.  Semilunar  inci- 
sion was  made,  convex  aspect  of  wound  downwards. 
As  soon  as  the  skin  was  dissected  back,  we  found 
that  the  olecranon  bursa  was  lacerated  and  some 
of  the  superficial  fibers  of  the  triceps  severed. 
Interrupted  mattress  sutures  were  introduced  for 
closure  of  severed  triceps  and  bursa.  Skin  closed 
with  interrupted  fine  dermol  sutures.  Plaster  cast 
applied. 

February  1,  1930.  Perfect  functional  result. 

Case  VIII.  Mrs.  S.  J.  P.,  aged  32  years.  Decem- 
ber 19,  1929,  gave  a history  of  an  automobile  acci- 
dent. On  examination  I found  slight  swelling  over 
the  point  of  the  elbow  below  the  tip  of  the  olecran- 
on. There  was  a depression  and  tenderness  over 
the  olecranon  process.  Bony  landmarks  in  normal 
relationship.  No  limitation  of  pronation  nor  supina- 
tion. I advised  operation  as  I believed  that  theie 
was  a partial  severance  of  the  triceps  tendon. 

Operation:  Semilunar  incision  was  made,  con- 

vex aspect  of  wound  downwards.  As  soon  as  the 
skin  was  dissected  back  we  found  that  the  olecranon 
bursa  was  lacerated  and  some  of  the  superficial 
fibers  of  the  triceps  severed.  Interrupted  mattress 
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sutures  introduced  for  closure  of  severed  triceps 
and  bursa.  Skin  closed  with  interrupted  fine  der- 
mol  sutures.  Plaster  cast  applied. 

February  20,  1930.  Perfect  functional  end 

result. 

Deformities  which  result  from  loss  of  tis- 
sue, or  in  which  contractures  result,  demand 
special  attention.  In  this  group  one  may 
include  gunshot  wounds,  burns  and  crip- 
pling deformities  of  the  hand. 

Where  part  of  the  external  ear  or  an  eye 
lid  has  been  destroyed,  replacement  by  plas- 
tic procedure  is  important. 

In  the  case  of  the  ear,  nose  and  lid,  Gillies, 
Blair,  Davis  and  others  have  stressed  the 
importance  of  replacing  all  types  of  tissue 
as  nearly  as  possible,  especially  the  support- 
ing structures;  cartilage  and  bone.  Pedun- 
culated grafts  are  best  used  for  this  pur- 
pose : 

Case  IX.  Colored  male,  aged  about  25  years. 
History  of  gunshot  wound  which  destroyed  the 
lower  portion  of  the  ear.  The  reconstruction  of  the 
ear  was  done  by  making  use  of  a tube  peduncu- 
lated flap  from  the  neck.  The  illustrations  demon- 
strate the  end  result. 

Where  the  lower  lid  has  had  to  be  entirely 
replaced  either  because  of  accident  or  fol- 
lowing the  removal  of  a new  growth,  the 
reconstructive  operation  should  be  such  that 
the  tarsal  cartilage  is  replaced  by  cartilage, 
preferably  from  the  ear.  The  mineral 
conjunctiva  may  be  replaced  by  skin.  The 
graft  does  not  irritate  the  bulbar  conjunc- 
tiva. To  illustrate  such  procedures  the  fol- 
lowing case  of  Mr.  D.  is  included  : 

Case  X.  Mr.  A.  D.  The  entire  lower  lid  and 
that  part  of  the  upper  lid  which  formed  the  outer 
canthus  was  removed.  In  order  to  replace  the  lid 
a pedunculated  graft  was  taken  from  the  forehead 
and  a piece  of  tarsal  cartilage  from  the  ear  was 
used  to  replace  the  tarsus  of  the  lower  lid.  A 
tube  was  made  and  one  side  of  the  flap  was  used 
to  replace  the  palpebral  conjunctiva  and  one  the 
skin  surface  of  the  lid.  After  several  operations 
the  lid  functioned  well,  sufficiently  to  form  a pro- 
tective covering  for  the  bulbar  conjunctiva  and  the 
cornea  for  four  years  at  which  time  a recurrence 
of  the  growth  appeared  in  the  skin  just  below  the 
lid  which  necessitated  exenteration  of  the  orbit. 


This  case  has  been  reported  in  detail  in  a pre- 
vious paper  and  the  only  point  of  interest  in  this 
paper  is  the  plastic  repair. 

Burns  are  included  because  extensive  loss 
of  tissue  results  and  because  contractures 
can  in  some  instances  be  avoided ; in  others 
plastic  procedures  must  be  resorted  to  in 
order  to  overcome  the  disability. 

In  the  primary  treatment  of  burns,  after 
pain  is  relieved,  shock  overcome,  and  the 
fluid  balance  restored,  it  is  essential  to  con- 
sider the  prevention  of  contractures  when 
the  burned  area  is  in  the  vicinity  of  a joint. 
Flexion  contractures  of  the  knee  and  adduc- 
tion of  an  upper  extermity  can  be  avoided 
by  resorting  to  traction.  Extensive  superfi- 
cial burns  will  produce  contractures  as  well 
as  deep  burns.  In  all  cases  of  burns  of  the 
extremities  traction  should  be  used  where 
possible  and  active  motion  must  be  resorted 
to  as  early  as  possible. 

If  the  above  precautions  are  adopted  it 
may  not  be  necessary  to  resort  to  extensive 
plastic  operations  at  a later  date. 

All  violent  passive  motion  whether  under 
anesthesia  or  without  it  should  be  tabooed 
as  such  procedures  tear  scar  tissue,  cause 
interstitial  hemorrhage  and  subsequent 
increase  in  the  amount  of  the  scar  tissue. 

Where  contractures  have  developed  I 
believe  that  gradual  stretching  is  valuable 
in  the  preparation  for  subsequent  operation, 
which  include  removal  of  the  cicatrix  and 
grafting.  Where  contractures  have  de- 
veloped physiotherapy  in  some  form  (dry 
heat,  infra  red,  diathermy,  sinusoidal  cur- 
rent, together  with  massage)  increase  the 
elasticity  of  scar  tissue  and  diminish  the 
extent  of  the  subsequent  grafting. 

B^ir  and  Davis  advocate  early  grafting 
to  prevent  economic  waste.  The  type  of 
graft  to  be  utilized  will  depend  on  the 
enthuiasm  of  the  operator.  Davis  uses  the 
small  deep  graft  and  Blair  the  “large  split- 
skin  graft.”  In  the  hands  of  the  masters 
each  is  equally  successful. 
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Case  XI.  Master  C.  W.,  aged  11  years,  had  a 
extensive  body  burn.  During  the  period  of  repair 
the  arm  was  permitted  to  remain  adducted.  He 
presented  himself  to  an  institution  with  a contrac- 
ture so  great  that  the  arm  was  approximated  to 
the  chest  wall.  A surgeon  removed  some  of  the 
scar  tissue  from  the  axilla  and  applied  a full  thick- 
ness graft.  No  preliminary  gradual  stretching  was 
done. 

When  the  child  first  came  under  our  observation, 
the  arm  was  adducted,  the  only  movement  which  he 
had  was  a scapular  motion.  An  abduction  splint 
was  applied  and  gradual  stretching  plus  physi- 
otherapy was  proceeded  with. 

He  now  has  130  degrees  motion  and  the  skin  is 
soft  and  pliable.  It  is  hoped  that  at  a subsequent 
time  some  of  the  scar  tissue  may  be  removed,  and 
if  necessary  grafting  done.  If  traction  had  been 
applied  to  this  case  originally  there  would  have 
been  no  contractures  to  overcome.  The  recent 
suggestion  of  John  Stage  Davis  for  diminishing 
the  size  of  disfiguring  scars,  offers  the  opportunity 
to  help  a great  many  disabled  patients.  This 
applies  particularly  to  the  case  of  M.  G. 

Case  VII.  Master  M.  G.,  aged  12  years,  was 
injured  in  an  automobile  accident  three  years  ago. 
He  had  an  extensive  lacerated  wound  of  his  right 
thigh  besides  other  injuries.  The  disability  which 
he  presented  was  an  inability  to  flex  the  knee. 

We  found  a large  irregular  scar  which  covered 
the  right  thigh  from  the  great  trochanter  to  below 
the  knee.  The  skin  was  tense,  the  scar  tissue  thick- 
ened, and  varied  in  color  from  white  to  a reddish 
purple. 

On  February  6,  1930  the  following  note  was  made 
“Scar  is  softer  and  the  skin  on  either  side  more 
pliable.’ 

During  the  next  few  months  it  is  proposed  to 
excise  the  central  portion  of  the  scar,  mobilize  the 
edges  and  then  approximate  them.  After  several 
stages  we  hope  to  be  able  to  substitute  a much 
narrower  scar  for  the  present  large  cicatrix.  When 
properly  done  this  procedure  should  prove  a satis- 
factory substitute  for  grafting  and  should  revolu- 
tionize the  management  of  certain  of  these  cases, 

One  cannot  consider  contractures  without 
thinking  of  the  crippled  hand.  This  group 
includes  Dupuytren’s  contractures  as  well 
as  those  of  congenital  and  traumatic  origin. 
Cases  of  each  type  are  presented  here  and 
the  treatment  of  each  will  be  briefly  dis- 
cussed. While  the  congenital  webbing  or 
syndactylism  does  not  properly  belong  in 
this  paper,  a case  report  is  included  and  the 


principles  of  operative  management  are 
mentioned  because  treatment  of  traumatic 
cases  should  properly  follow  the  lines  of  the 
congenital  case. 

The  following  case  reports  emphasize  the 
importance  of  conservatism  in  the  handling 
of  the  traumatised  hand.  Where  syndac- 
tylism partial  or  complete  results  from  trau- 
ma or  burns  the  principles  of  plastic  recon- 
structions should  be  applied.  Where  con- 
tractures result  from  injuries,  the  same 
principles  which  guide  us  in  the  treatment 
of  Dupuytren’s  contracture  should  be 
observed. 

Case  XIII.  Syndactylism.  Baby  G.  D.,  aged 
10  months,  December  6,  1928.  Examination  of  the 
right  hand  of  the  baby  revealed  five  well  developed 
fingers  and  thumb.  There  was  a definite  web 
which  united  all  of  the  fingers  and  the  thumb.  All 
of  the  fingers  except  the  index  were  well  devel- 
oped and  their  outlines  could  definitely  be  made 
out.  The  index  finger  was  broader  than  the  thumb 
and  the  nail  of  the  index  finger  showed  a definite 
bifurcating  line  which  suggested  a supernumerary 
phalanx.  All  of  the  fingers  were  flexed. 

The  web  between  the  thumb  and  the  little  finger 
was  very  narrow.  When  left  to  himself  he  could 
make  a fist.  I could  make  out  five  phalanges,  but 
I think  that  the  index  finger  has  accessory  second 
and  third  phalanges. 

A roentgenogram  was  requested  and  plastic  work 
was  advised. 

Operation  was  done  February  22,  1929.  Agnew’s 
operation.  The  little  finger  and  ring  finger  were 
the  only  fingers  operated.  An  incision  was  made 
on  the  dorsum  of  the  hand,  between  the  nails  of 
the  little  finger  and  ring  finger  and  carried  back 
to  the  middle  of  the  first  phalanx.  At  this  point  a 
Y-shaped  flap  was  made  and  dissected  up,  so  that 
its  base  extended  above  the  metacarpo-  phalangeal 
joints  4 and  5.  The  hand  was  then  turned  over, 
and  on  the  volar  aspect  the  incision  was  made  from 
the  tip  of  the  fingers  to  the  base  of  the  volar  aspect. 
The  fingers  were  then  separated  and  the  flap  from 
the  dorsum  was  sutured  in  situ  to  make  a web. 
Then  the  skin  of  the  dorsum  was  sutured  to  the 
skin  on  the  volar  aspect  of  either  finger. 

A secondary  operation  was  done  on  March  6, 
1929.  At  this  time  the  thumb,  index  and  middle 
fingers  were  operated  after  the  Agnew  plan. 

On  April  15,  1929,  the  third  stage  of  Agnew’s 
operation  was  done.  The  middle  and  ring  fingers 
were  operated  as  the  other  fingers  had  been. 
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When  last  seen  the  child  could  move  all  of  his 
fingers  individually.  There  is  a contracture  of  the 
little  finger  which  will  be  corrected. 

The  Agnew  operation  offers  the  best 
means  of  providing  an  interdigital  fold  in 
the  proper  place.  The  Diddo  operation  does 
not  make  provision  for  this.  The  opera- 
tions are  described  in  detail  in  text  books, 
particularly  in  Babcock’s  recent  surgery. 

The  value  of  knowledge  of  the  above  pro- 
cedures is  illustrated  in  the  case  of  M.  S. : 

Case  XIV.  Diagnosis:  Lacerated  wounds,  con- 
tractures, partial  syndactylism.  M.  B.,  aged  7 
years,  March  22,  1929.  An  explosion  produced  a 
badly  lacerated  wound  of  the  hand.  The  second 
and  third  phalanges  of  the  index  and  middle  fing- 
ers had  been  blown  off. 

Examination  revealed  superficial  lacerations  of 
the  palm  of  the  hand,  superficial  lacerations  of  the 
little  finger.  Lacerated  wounds  of  the  flexor  sur- 
face of  the  ring  finger.  The  flexor  tendons  were 
exposed  the  entire  length  of  this  finger.  The  mid- 
dle finger  had  been  blown  off  leaving  the  distal 
end  of  the  first  phalanx  exposed  in  the  wound. 
All  of  the  skin  on  the  flexor  surface  was  badly 
lacerated.  A similar  condition  was  noted  in  the 
index  finger. 

The  volar  aspect  of  the  thumb  showed  lacerated 
wounds  from  the  terminal  phalanx  to  the  thenar 
area.  The  flexor  tendon  was  exposed  in  the  wound. 
The  first  phalanx  of  the  thumb  was  fractured  in 
a linear  direction. 

Treatment:  The  wounds  were  debrided.  In  the 

case  of  the  index  finger  the  flexor  tendons  were 
sutured  with  the  extensor  tendon  over  the  end  of 
the  phalanx  and  a few  skin  sutures  introduced.  A 
similar  procedure  was  done  with  the  middle  finger. 

Just  a few  approximation  sutures  were  intro- 
duced on  the  flexor  aspect  of  the  ring  finger.  The 
thumb  was  similarly  managed.  Dichloramine  T, 
vaseline  strips,  dressing. 

A secondary  operation  was  done  on  June  12, 
1929.  Ring  finger  of  left  hand  was  flexed  at  inter- 
phalangeal  joint,  on  account  of  scar  tissue.  Scar 
extending  not  only  on  the  flexor  surface  but  lateral 
areas  of  the  finger,  up  to  the  middle  of  the  first 
phalanx,  almost  down  to^the  base  of  the  terminal 
phalanx.  This  scar  tissue  was  excised  and  the 
tendon  exposed.  Then  a free  full  thickness  graft 
was  taken  from  the  lateral  aspect  of  the  left  thigh 
and  sutured  in  situ  (the  defect  in  finger). 

The  defect  from  the  thigh  was  approximated 
with  continuous  interlocking  suture  material.  The 
index  finger,  that  is  the  remainder  of  the  index 


finger,  and  middle  finger  had  become  webbed  as  the 
result  of  scar  tissue. 

A modified  Agnew’s  type  of  operation,  as  for 
syndactylism,  was  done. 

When  last  seen,  February  21,  1930,  the  child 
was  able  to  make  a fist.  There  is  a slight  flexion 
deformity  of  the  terminal  phalanx  of  the  thumb. 
Slight  webbing  of  the  remaining  first  phalanx  of 
the  middle  and  index  fingers.  There  is  a flexion 
deformity  of  the  ring  finger.  At  the  interphal- 
angeal  joint  two  and  three  the  finger  is  narrow. 
The  scar  tissue  is  markedly  contracted.  Even 
though  the  child  is  able  to  use  the  hand  to  hold 
objects,  and  to  button  her  clothing,  tie  bows,  a 
plastic  operation  will  be  done  in  an  attempt  to 
completely  extend  the  ring  finger  and  to  over- 
come the  webbing  of  the  middle  and  index  fingers. 
There  is  a fissure  at  the  interphalangeal  joint  of 
the  thumb. 

Case  XV.  Contracture  of  finger  due  to  trau- 
matism. Master  B.  C.,  April  9,  1929.  About  two 
years  ago  he  sustained  a lacerated  wound  of  the 
flexor  surface  of  the  hand.  After  the  area  healed 
he  noticed  a flexion  contracture.  The  original 
attempt  to  correct  the  deformity  was  unsuccess- 
ful. 

May  13,  1929.  There  is  a flexion  deformity  of 
the  ring  finger  which  causes  the  interphalangeal 
joint  to  appear  broader  than  its  fellow  on  the 
opposite  side.  There  is  a narrowing  of  the  second 
phalanx  and  the  skin  over  the  flexor  surface  of  the 
second  phalanx  seems  to  be  thinner  than  that  over 
the  first. 

An  incision  was  made  beginning  above  the  first 
interphalangeal  joint  and  extending  down  about 
one  inch.  A similar  incision  was  made  on  the 
opposite  side  of  the  finger  and  the  two  were  con- 
nected by  a transverse  incision.  The  flap  thus 
made  was  dissected  and  reflected  upward  after 
which  scar  tissue  on  either  side  of  the  finger  cor- 
responding to  the  linear  incision,  was  cut  so  as  to 
relieve  the  skin  on  the  lateral  aspects  of  the  finger. 
The  scar  tissue  was  removed  from  the  under  sui'- 
face  of  the  flap,  after  which  it  was  possible  to 
completely  extend  the  finger.  The  flap  was  sutured 
to  the  portion  of  the  lateral  aspect  of  the  linear 
incisions.  When  we  had  completed  this  suture, 
there  was  a defect  about  one-half  inch  in  length 
and  one-half  inch  in  the  transverse  axis  of  the 
finger.  In  order  to  close  the  defect,  a free  full 
thickness  was  taken  from  the  forearm. 

The  end  result  is  a perfect  functioning  finger. 

Comments : This  ease  presents  all  of  the 
essential  pathology  of  Dupuytren’s  contract- 
ure and  illustrates  well  the  part  played  by 
involvement  of  digital  fascia  in  the  produc- 
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tion  of  contractures  even  though  there  is  no 
shortening  of  the  tendon.  It  also  shows  that 
Dupuytren’s  contracture  may  be  due  to 
trauma.  In  the  management  of  such  cases 
it  is  essential  to  remove  all  of  the  scar 
tissue. 

Since  the  above  cases  are  essentially  the 
same  as  Dupuytren’s  contracture  in  their 
pathology  it  is  not  out  of  place  to  discuss 
a true  Dupuytren’s  contracture. 

Case  XVI.  Mr.  J.  D.,  May  21,  1926,  stated  that 
two  days  previously  he  first  noticed  that  his  little 
finger  was  drawn  up.  Swelling  just  above  the 
metacarpo-  phalangeal  junction  of  the  little  finger. 
No  pain  associated  with  it.  No  history  of  injury. 

Examination  revealed  the  ring  and  little  finger 
flexed  on  the  palm.  There  was  a circumscribed 
swelling  over  the  first  phalanx  of  the  little  finger 
just  above  the  inter  phalangeal  joint.  Extending 
upward  there  was  a narrow  elevated  ridge  which 
faded  out  into  a puckering  of  the  palm  which  was 
about  2 cm.  in  the  transverse  axis  of  the  body. 
Above  this  puckering  the  creases  of  the  palm 
showed  deep,  possibly  about  % cm.  and  beyond 
this  crease  the  flexed  tendon  stood  out  rather  boldly. 
The  swelling  on  the  flexor  surface  of  the  little 
finger  seemed  circumscribed  and  slightly  movable 
in  a lateral  direction.  It  is  made  very  much  more 
prominent  when  the  finger  is  stretched  and  the  ten- 
don in  the  palm  stands  out  more  prominently  as 
well.  Extension  of  the  ring  finger  produced  a simi- 
lar appearance.  At  the  metacarpo  phalangeal  junc- 
tion, where  the  greatest  puckering  was  noticed, 
there  was  a similar  circumscribed  area  along  the 
tendon.  Flexion  of  the  finger  at  the  palm  caused 
a marked  relaxation  and  allowed  the  greatest 
mobility  of  the  circumscribed  mass. 

Operation  proceeded  with  May  21,  1929.  An  in- 
cision was  made  across  the  lower  crease  of  the 
palm,  at  right  angles  to  this  an  incision  was  made 
upwards  on  the  palm,  corresponding  to  the  outer 
limit  of  the  palmar  space.  This  triangular  skin 
flap  was  then  retracted  upwards,  and  the  thick 
palmar  fascia  which  was  causing  the  contracture 
was  seen;  it  was  dissected  away  from  the  flexor 
tendon,  and  as  soon  as  this  was  done,  the  palm 
was  seen  to  relax.  We  could  straighten  out  the 
little  finger  and  ring  finger  without  great  diffi- 
culty. 

However,  the  prominent  mass  on  the  palmar 
aspect  of  the  first  phalanx  of  the  little  finger  was 
still  present.  We  therefore  made  a transverse 
incision  at  the  base  of  the  little  finger  and  in  order 
to  facilitate  removal  of  the  fascial  digitation,  a 
linear  incision  was  made  down  to  the  first  inter- 


phalangeal  joint.  A circumscribed,  hard,  fibrous 
growth  was  removed  from  under  the  skin,  and 
this  then  exposed  the  tendon  sheath  of  the  flexor 
of  the  little  finger. 

A fat  transplant  was  then  removed  from  the 
outer  side  of  the  right  thigh,  this  was  placed  on 
the  palmar  space,  and  the  skin  closed  with  inter- 
rupted dermol  sutures'.  A molded  splint  was 
applied. 

One  month  later  he  had  perfect  flexion  and  exten- 
sion of  all  of  the  fingers.  Since  that  time  he  has 
had  no  discomfort  nor  recurrence  of  contracture. 

Dupuytren’s  contracture  “is  a hypertro- 
phy and  contracture  of  the  fascia  of  the 
hand”  (Kanavel).  This  definition  indicates 
a true  conception  as  opposed  to  the  oft  re- 
stated erroneous  idea  that  it  is  a contracture 
of  the  palmar  fascia.  It  is  true  that  the  pro- 
cess usually  begins  in  the  palmar  fascia,  but 
may  and  does  involve,  as  the  process  pro- 
gresses, all  of  the  portions  of  the  fascia  of 
the  hand.  Kanavel,  Koch  and  Mason  state 
that  “for  descriptive  purposes  the  fascia  of 
the  hand  may  be  divided  into  four  parts; 
the  superficial  palmar  fascia,  the  volar 
interosseous  fascia,  the  dorsal  fascia,  and 
the  digital  fascia.  Various  septa,  fibers, 
and  ligaments  help  to  unite  these  layers  and 
bind  them  into  a compact  whole.” 

“The  many  short  vertical  and  oblique 
fibers,  arranged  in  fairly  definite  longitudi- 
inal  lines,  which  unite  the  fascia  to  the 
deeper  layers  of  the  skin  have  been  de- 
scribed by  a number  of  observers,  but  are 
usually  unmentioned  in  text-books  of  anata- 
my.  They  are  of  particular  interest  for 
through  this  attachment  between  the  pal- 
mar aponeurosis  and  the  skin  is  produced 
the  dimpling  of  the  palmar  skin  which  is 
frequently  the  first  sign  of  Dupuytren’s  con- 
traction.” 

The  flexion  of  the  fingers  that  develops 
as  the  contraction  of  the  palmar  fascia 
progresses  is  due  chiefly  to  the  continuity 
of  the  superficial  layer  of  the  digital  with 
the  longitudinal  fibers  of  the  palmar 
aponeurosis. 

“Dupuytren’s,  and  later  Sevestre’  Lanem 
Schulthess  and  other  investigators  who  were 
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fortunate  enough  to  secure  specimens  of 
such  hands  for  dissection  have  shown  that 
only  fascia  and  the  overlying  skin  are  in- 
volved in  the  contracture,  the  flexor  tendons 
and  their  sheaths  remain  quite  normal.  That 
the  fascial  involvement,  however,  is  not  lim- 
ited to  the  superficial  palmar  fascia  or 
aponeurosis  has  not  been  sufficiently 
emphasized.” 

The  etiology  is  unknown  although  many 
theories  have  been  advanced,  these  include 
trauma,  infections,  toxic  conditions  and 
heredity.  I do  not  believe  that  it  is  possible 
to  eliminate  repeated  trauma  such  as  the 
hand  is  constantly  subjected  to  as  a caus- 
ative factor  in  some  cases ; nor  do  I believe 
it  possible  to  state  that  the  cases  such  as  M. 
B.  and  Master  B.  C.  which  are  definitely 
traceable  to  a single  injury,  are  not  identi- 
cal with  contractures  of  unknown  origin  in 
their  pathology.  In  any  event,  the  treat- 
ment must  be  identical.  To  treat  the  con- 
dition the  pathology  must  be  understood. 
The  fascia  and  skin  alone  are  involved. 
The  removal  of  the  scar  tissue  must  be  com- 
plete and  the  defect  closed  without  tension. 

Kanavel  was  the  first  to  suggest  the  inter- 
position of  a free  graft.  While  he  does  not 
use  it  routinely  there  is  no  question  that  the 
graft  thus  interposed  serves  a useful  pur- 
pose. 

After  removal  of  the  scar  tissue  the  flexed 
fingers  can  easily  be  extended.  I believe 
it  essential  to  maintain  extension  until  the 
superficial  wound  has  entirely  healed.  For 
a long  period  after  operation  the  palm 
should  be  protected  from  injury.  When 
properly  treated  there  is  little  tendency  for 
contractures  to  recur. 

Conclusions : The  foregoing  personal  ex- 
periences have  been  presented  with  the  idea 
that  they  may  be  helpful  to  others  in  the 
management  of  similar  cases,  and  to  demon- 
strate my  conviction  that  traumatic  surgery 
must  of  necessity  face  the  problems  of  plas- 
tic surgery  frequently. 

DISCUSSIONS. 

Dr.  H.  B.  Gessner  (New  Orleans) : I did  not 

hear  all  of  this  paper,  but  I think  that  one  thing 


that  might  be  done  is  to  stress  some  of  the  points 
brought  out,  especially  the  importance  of  burns. 
Probably  burns  contribute  more  than  any  other 
form  of  pathology  to  the  deformities  that  come 
out  of  general  practice. 

There  are  three  stages  of  burns:  the  stage  of 
shock,  the  stage  of  therapeutics,  and  the  stage  of 
orthopedics.  By  the  last  mentioned  stage  I mean 
that  stage  when  we  ought  to  keep  the  orthopedist 
from  getting  a job.  The  general  practitioner  ought 
to  be  trained  to  watch  that  third  stage  and  to  keep 
the  orthopedist  from  getting  the  patient  into  his 
hands. 

Dr.  I.  M.  Gage  (New  Orleans):  There  is  very 

little  that  I can  add,  as  all  the  things  that  Dr. 
Cohn  performs  or  writes,  or  usually  that  can  be 
said,  is  incorporated  in  his  paper. 

With  plastic  work,  I would  like  to  say  that  it 
is  really  one  of  the  highest  types  in  specialization 
that  we  have.  Both  the  surgeon  and  the  patient 
must  have  extreme  patience.  I think  Dr.  Cohn 
said  that  in  industrial  surgery  a large  number  of 
cases  we  do  takes  plastic  surgery — where  it  is 
impossible  to  cover  the  defects  by  the  normal  skin 
instead  of  letting  it  granulate  up.  I believe  that 
in  these  cases  we  can  do  whole  thickness  grafts, 
and  cut  down  the  disability  of  the  patient  at  least 
by  two  or  three  weeks. 

In  the  amputation  of  the  fingers,  where  they 
are  cut  right  straight  off,  all  of  them  are  skin 
grafted  immediately  when  they  come  into  the  hos- 
pital. The  result,  in  ten  days’  time,  is  the  normal 
contraction  of  the  fingers.  In  all  plastic  surgery, 
one  has  to  have  a great  deal  of  patience.  Where 
there  is  an  unusual  type  of  plastic  work,  to  get 
good  functional  results,  the  individual  should  be 
sent  to  a man  who  specializes  in  plastic  surgery. 
Otherwise  the  results  won’t  be  as  we  hope  for 
them  to  be. 

I can  say,  from  my  association  with  Dr.  Cohn 
in  his  clinic,  that  the  results  he  obtained  were 
remarkable  from  the  standpoint  of  his  constant 
effort  and  meticulous  care  in  handling  all  patients 
that  came  under  his  observation.  And  he  is  not 
such  a hard  taskmaster  either.  I can  only  say 
that  my  first  stimulus  was  obtained  under  him  and 
I have  tried  to  do  plastic  surgery,  with  good  results 
in  some  cases  and  disappointing  results  in  others. 

Dr.  Guy  A.  Caldwell  (Shreveport):  I think 

that  a word  of  stress  might  be  added  to  Dr.  Cohn’s 
excellent  paper  with  particular  reference  to  tendon 
sutures.  It  is  amazing  the  number  of  cut  tendons 
that  are  overlooked  until  the  patient’s  wound  is 
healed  and  his  hand  is  off  the  splint.  Tendons  are 
usually  cut  by  sharp  instruments  or  fragments  of 
some  kind  and  such  wounds  can  be  cleaned  and 
sutured  immediately  but  the  work  should  be  done 
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carefully.  A mistake  is  too  often  made  by  the  first 
one  who  treats  the  case.  If  he  does  not  recognize 
in  the  beginning  that  he  is  dealing  with  a cut  ten- 
don, he  undertakes  the  work  with  inadequate 
equipment,  supplies  and  assistants,  expecting  to 
do  a simple  skin  suture.  When  he  discovers  the 
cut  tendon  he  is  likely  to  go  ahead  without  further 
preparation  and  suture  the  tendon,  and,  of  course, 
infection  develops,  the  tendon  suture  is  lost,  and 
the  function  is  bad.  I think  a thorough  examina- 
tion of  all  incised  or  stab  wounds  should  be  made 
before  suture  is  undertaken.  It  is  not  difficult  to 
recognize  whether  a tendon  is  cut  if  a careful 
examination  is  made.  If  a cut  tendon  is  found, 
the  case  should  be  taken  to  an  operating  room 
even  though  it  is  simple,  and  a very  careful,  clean 
operation  should  be  done  followed  by  a very  accu- 
rate and  careful  splinting. 

Splinting  is  exceedingly  important  and  has  a 
great  deal  to  do  with  the  primary  union  of  the 
parts.  The  average  physician  is  prone  to  put  too 
short  a splint  wherever  he  uses  one.  Those  cases 
deserve  the  most  careful  observation  after  opera- 
tion because  they  should  be  sutured  up  completely 
with  perhaps  only  a small  rubber  tissue  drain  or 
preferably  none  at  all.  Delayed  suture  of  divided 
tendons,  poor  facilities  and  technic  when  operating, 
and  failure  to  recognize  the  presence  of  a severed 
tendon,  are  the  factors  responsible  for  most  of  the 
poor  results  we  see. 

Dr.  Cohn  (closing)  : The  first  thing  I want  to 

mention  is  the  fact  that  Dr.  Gessner  called  atten- 
tion to,  the  importance  of  burns.  In  the  body  of 
the  paper,  we  have  cited  the  case  of  a child  who 
had  extensive  body  burns  and  in  this  instance  a 
graft  had  been  put  on,  but  the  child’s  arm  had  not 
been  abducted  at  the  time.  Every  time  the  child 
tried  to  raise  his  arm  he  couldn’t  at  all,  but  the 
body  swayed  to  the  opposite  side.  Following  the 
principle  that  Dr.  Gessner  said,  they  would  get 
into  the  hands  of  the  orthopedists  we  beat  Dr. 
Caldwell  to  it  by  applying  a splint,  and  during  this 
period  the  child  was  getting  physiotherapy,  and 
soon  he  was  able  to  raise  his  arm  to  130  degrees. 
In  the  future,  we  plan  to  follow  the  suggestion  of 
John  S.  Davis  by  making  the  scar  narrower,  by 
cutting  out  the  central  part  and  undermining  some 
of  it  and  bringing  the  edges  together.  In  some 
instances  this  can  be  done  so  as  to  make  of  a rather 
large  scar  a comparatively  narrow  scar.  The 
importance  of  watching  those  injuries  about  the 
face  carefully  and  suturing  them  so  that  the  Ver- 
million border  of  the  lip  particularly  is  entirely 
restored  cannot  be  overemphasized. 

In  tendon  sutures,  I was  thinking  of  those  ten- 
dons where  no  wound  exists  and  where  the  injury 
was  not  due  to  a sharp  object  but  to  a blunt  force, 
particularly  thinking  of  children  playing  baseball. 

I have  seen  such  instances,  even  though  there  was 


no  swelling  yet  find  the  tendon  completely  sev- 
ered. We  find  that  some  of  the  greatest  authori- 
ties say,  “Don’t  put  any  splint  on  them.”  For  the 
life  of  me,  I can’t  see  the  rational.  It  seems  to  me 
the  splint  should  go,  not  for  a short  distance,  but 
the  entire  length  of  the  muscle  which  in  contract- 
ing may  cause  deformity. 


ROENTGEN  DIAGNOSIS  OF  PULMON- 
ARY TUBERCULOSIS  WITH  ES- 
PECIAL REFERENCE  TO  PATH- 
OLOGICAL CLASSIFICATION.* 

GEORGE  P.  SIMS,  M.  D.,  , 

Gulfport,  Miss. 

Of  the  diseases  of  the  lungs,  the  one  most 
commonly  met  with  is  tuberculosis,  with 
the  possible  exception  of  chronic  bron- 
chitis. Although  tuberculosis  manifests 
itself  in  different  forms  in  various  parts 
of  the  body,  we  are  inclined  to  believe  that 
it  has  a predilection  for  pulmonary  tissue, 
or,  to  be  more  exact,  that  pulmonary  tis- 
sue is  particularly  susceptible  to  the  tuber- 
cle bacilli,  due  to  inhalation  and  to  the 
fact  that  the  lungs  never  are  limited  in 
their  mobility,  except  by  disease,  as  a pro- 
tective measure. 

Roentgenologically  the  diagnosis  of  pul- 
monary tuberculosis  offers  few  difficulties, 
except  in  the  extremely  early  cases  and 
those  which  are  atypical.  This  is  ex- 
plained when  we  realize  that  certain  parts 
of  the  lung  fields  are  prone  to  become  in- 
volved in  the  tuberculous  process,  and  the 
roentgen-ray  appearance  corresponds  to 
the  pathological  process.  That  is,  the 
pathology  of  pulmonary  tuberculosis,  at 
its  inception,  often  follows  a more  or  less 
definite  course,  and  presents  a picture 
which  is  as  truly  characteristic  as  if  we 
were  examining  the  lung  at  the  autopsy 
table.  Thus,  roentgen-ray  diagnosis  in  a 
broader  sense  depends  largely  on  gross 
pathology,  and  all  that  we  need  to  do  to 
accomplish  an  accurate  diagnosis  is  to  go 
one  step  further  and  interpret  our  find- 

*Read  before  the  Section  on  Radiology  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 
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ings  on  the  basis  of  gross  pathology, 
almost  as  truly  tangible  as  if  we  were 
actually  holding  the  diseased  lung  in  our 
own  hands. 

We  all  have  had  the  experience  of  making 
a complete  and  painstaking  physicial  exam- 
ination of  the  chest,  perhaps  expecting  to 
find  many  rales  or  marked  dullness  which 
we  have  been  led  to  believe  are  present  from 
the  history  of  the  case,  and  not  finding  these 
signs,  and  not  yet  being  convinced,  we 
have  referred  the  case  for  roentgenologic 
study  of  the  chest  and  have  been  amazed 
to  discover  that  one  or  both  apices  are  in- 
volved. Conversely,  we  may  find  ausculta- 
tory signs  that  are  suggestive  of  tubercu- 
losis, and  upon  roentgen  study  prove  the 
signs  as  not  significant. 

The  chest  that  is  within  normal  limits 
must  be  thoroughly  studied  and  understood 
before  we  are  able  to  make  unerring  diag- 
noses in  the  minimal  or  incipient  cases  of 
pulmonary  tuberculosis.  It  must  be  re- 
membered that  it  has  been  said  that  90 
per  cent  of  all  patients  coming  to  the 
autopsy  table  have  old  healed  tuberculosis 
lesions,  of  course,  for  the  most  part,  small 
and  unimportant,  but  we  do  know  that, 
should  the  resistance  of  these  patients 
have  become  lowered,  they  would  have 
been  candidates  for  active  tuberculous  in- 
fections, however  small  the  original  focus. 
Hence,  we  must  be  on  our  guard  for  the 
differentiation  of  the  normal  chest  from 
the  minimal  lesion.  In  the  normal  chest 
the  hilar  shadows  are  prominent,  which  is 
due  to  the  pulmonary  vessels,  the  bronchi, 
and  the  glands.  If  their  shadows  are 
irregular,  unduly  prominent,  or  studded 
with  calcified  or  soft  nodules,  we  can  not 
overlook  it. 

The  mediastinum  should  be  carefully  ob- 
served roentgenoscopically.  Kornblum  and 
Cooper  (3)  state  that  “involvement  of  the 
mediastinum  is  a constant  finding  in  all 
cases  of  pulmonary  tuberculosis,  although 
in  adults  the  lung  involvement  usually  pre- 
dominates. However,  there  may  be  little 
evidence  of  pulmonary  pathology,  and  the 


findings  those  of  mediastinal  disease.”' 
Mediastinal  tuberculosis  is  largely  a dis- 
ease of  the  lymphatic  system,  and  if 
the  disease  remains  confined  to  the  hilar 
and  perihilar  glandular  structures,  the 
term  “mediastinitis”  is  not  justifiable. 
Warthin(11)  describes  three  types  of  tuber- 
culosis of  lymph  glands,  (1)  the  miliary 
type,  (2)  the  type  in  which  there  is  a cel- 
lular hyperplasia  with  tumor  formation 
and  (3)  the  type  in  which  there  is  rapid 
caseation  and  softening.  There  is  no  hard 
and  fast  line  between  these  types.  A dif- 
fuse tuberculous  involvement  of  the  medi- 
astinum is  probably  more  common  than  is 
generally  supposed,  but  due  to  the  fact  that 
it  is  accompanied  by  marked  pulmonary 
involvement,  the  mediastinal  manifesta- 
tions are  overlooked  or  given  secondary 
consideration.  The  characteristic  roent- 
genologic appearance  is  a smooth  regular 
widening  of  the  mediastinal  shadow,  the 
trachea  may  or  may  not  be  displaced,  but 
if  deviation  is  present,  the  direction  of 
displacement  is  toward  the  side  of  great- 
est involvement. 

The  normal  lung  field  has  definite  mark- 
ings of  a certain  fairly  uniform  pattern 
and  density,  which  represent  the  smaller 
vessels — arteries,  veins  and  lymphatics,  the 
ramifications  of  the  bronchial  tree,  and  the 
pleura.  The  first  space  and  vertebral 
branches  are  the  most  important  of  these 
markings  in  the  diagnosis  of  tuberculosis, 
although  the  alteration  of  size,  contour  or 
density  of  those  in  the  lower  pulmonary 
fields  are  signficant  in  establishing  the 
presence  or  absence  of  tuberculosis,  or 
other  associated  disease. 

The  diaphragmatic  shadows  may  show  a 
wide  variation  in  position  and  contour.  As 
the  diaphragm  is  a semi-muscular  body, 
an  irregularity  in  contour  may  be  due  to 
the  normal  motion  of  respiratory  work, 
and  not  to  adhesions,  as  is  so  commonly 
reported.  The  cardiophrenic  and  costo- 
phrenic  angles  are  normally  clear,  regular 
and  show  an  acuity  of  angle.  These  may 
be  obliterated  by  pleural  thickening,  pneu- 
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mothorax,  or  fluid,  and  should  be  care- 
fully observed  in  cases  of  pulmonary 
tuberculosis.  Both  apices  are  normally 
clear  and  well  aerated,  and  should  be  of 
the  same  relative  density  as  the  lower  por- 
tion of  the  pulmonary  field. 

The  size,  shape  and  symmetry  of  the 
thoracic  cage  are  important  and  are  always 
presumptive  evidence  in  making  a diagno- 
sis. Gross  pathology  of  pulmonary  tuber- 
culosis as  applicable  to  roentgenology  is 
fairly  uniform  in  its  manifestations.  In 
its  incipient  stage,  the  myriads  of  tubercles 
are  scattered  along  the  bronchioles  and  in 
the  walls  of  the  vesicles,  presenting  the  in- 
creased density  of  the  lung  markings  which 
we  call  an  infiltrative  process.  In  the  be- 
ginning it  spreads  along  the  previously  ex- 
isting channels  only,  usually  by  means  of 
the  small  lymphatic  channels,  but  may  be 
blood  borne.  In  a short  time  these  tuber- 
cles are  beginning  to  coalesce  and  we  see 
a mottled  area  which  on  the  roentgen-ray 
films  appear  as  a soft  feathery  density. 
As  previously  mentioned,  the  channels 
most  often  affected  are  first  space  and  ver- 
tebral branches,  and  the  infiltration  may 
reach  into  the  apices  during  the  incipient 
stage.  We  believe  that  the  origin  is  fre- 
quently central,  spreading  out  from  the 
hilum  and  reaching  into  the  apices  and  the 
peripheral  portion  of  the  lung.  At  this 
stage  we  often  observe  the  so-called  Dun- 
ham fan,  which  is  no  more  than  a fan- 
shaped area  produced  by  the  tuberculous 
infiltration  of  branching  bronchioles,  with 
a coalescing  of  the  small  tubercles  in  the 
parenchyma  between  the  branches.  This 
sign  is  considered  by  some  to  be  pathogno- 
monic of  tuberculosis.  Dunham(1)  states 
that  “The  fan  contains  tubercles,  but  if 
you  wait  until  they  can  be  demonstrated  on 
the  plate,  it  will  be  an  old  process  with 
which  you  are  dealing.”  “It  is  common  for 
tuberculous  exudate  to  be  absorbed,  for 
scar  tissue  to  be  laid  down,  for  the  fan  to 
contract  and  so  for  its  density  to  in- 
crease.” Caseation  within  the  small  tuber- 
cles often  calcifies,  and  the  pleura  over 
such  a lesion  may  thicken.  The  fans  may 


reach  considerable  size,  and  due  to  the  con- 
formation of  the  bronchial  tree,  the  base 
of  the  fan  points  centrally.  In  the  early 
stages  all  of  this  infiltration  is  of  the  exu- 
dative type,  that  is  the  processes  are  soft, 
moist,  feathery  in  appearance,  usually 
rapidly  progressive,  coalescing,  and  with- 
out tendency  to  heal  in  the  early  stages. 
The  lesions  may  be  so  virulent  or  the  re- 
sistence  so  slight  that  cavitation  sets  in 
very  soon.  Cavities  favor  the  growth  of 
large  numbers  of  tubercle  bacilli,  the 
mucus  is  coughed  up,  small  infected  drop- 
lets are  aspirated  into  other  bronchi,  and 
we  see  the  mottled  picture  of  caseous  bron- 
chopneumonia. On  the  other  hand,  small 
lesions  may  undergo  repair,  but  it  is  quite 
common  for  the  exudate  to  be  absorbed 
without  evidence  of  fibrosis,  calcification 
or  thickened  pleura.  These  coalescing  den- 
sities may  reach  considerable  size  after  a 
time  and  are  always  looked  for  and  usu- 
ally found  in  the  upper  thirds  of  the  pul- 
monary fields,  within  the  circle  of  the  first 
rib  on  either  or  both  sides,  or  in  the  in- 
fraclavicular  region  toward  the  periphery. 

Assmann(7)  describes  what  he  believes 
to  be  a characteristic  type  of  pulmonary 
lesion  in  the  early  stages  of  tuberculosis  of 
the  lungs,  particularly  in  young  adults. 
The  lesion  consists  of  “an  isolated,  rounded 
focus  of  varying  density,  usually  situated 
just  below  the  clavicle,  in  the  lateral  part 
of  the  pulmonic  field.”  He  states  that  it 
is  of  fundamental  importance  to  under- 
stand that  in  contradistinction  to  the  gen- 
erally accepted  idea  that  pulmonary  tuber- 
culosis nearly  always  begins  in  the  apices, 
the  type  of  lesion  described— the  infracla- 
vicular  focus — is  associated  with  abso- 
lutely normal  apices. 

Now,  this  exudative  stage  of  the  patho- 
logical process  may  become  the  caseous 
stage,  or  it  may  begin  the  reparative  stage. 
The  generally  accepted  idea  of  healing  of 
tuberculosis  is  expressed  by  Delafield  and 
Prudden  as  follows:  “Small  foci  of  tuber- 
culous inflammation  which  are  called  mil- 
iary tubercles  may  extend  and  coalesce  so. 
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that  with  more  or  less  exudative  pneu- 
monia, large  areas  of  the  lung  may  become 
consolidated,  thus  developing  one  of  the 
forms  of  pulmonary  tuberculosis  called 
phthisis.  On  the  other  hand,  small  tuber- 
cles in  the  lung  may,  with  or  without  ex- 
tensive necrosis,  become  surrounded  by,  or 
converted  into  masses  of  dense  fibrous  tis- 
sue. These  fibroid  masses,  which  are  often 
called  ‘healed  tubercles,’  may  contain  ne- 
crotic material,  or  may  be  calcified  at  the 
center.” 

Virchow  believed  that  cheesy  transfor- 
mation was  the  regular  termination  of  the 
tubercle,  but  not  the  necessary  one,  inas- 
much as  there  are  cases  in  which  tubercles, 
in  consequence  of  their  undergoing  a com- 
plete metamorphosis,  become  capable  of 
reabsorption.  Dunham* 10)  makes  the 
statement  that,  “To  us  it  conclusively  dem- 
onstrates that  tuberculous  exudates  are 
frequently  absorbed.  Many  of  the  lesions 
observed  have  been  tuberculous  caseous 
bronchopneumonia  in  far  advanced  cases. 
We  believe  that  absorption  is  even  more 
common  in  apical  lesions — .”  If  the  pro- 
cess becomes  of  the  caeating  type,  we  see  a 
soft  lesion  which  may  be  in  the  paren- 
chyma of  the  lung,  or  in  the  glandular 
tissue  and  it  is  at  this  stage  that  the  pneu- 
monia becomes  evident.  One  of  the  seque- 
lae which  may  follow  is  cavitation,  begin- 
ning as  a small  hardly  discernible  loss  of 
parenchymal  tissue,  which  may  enlarge  to 
any  size  up  to  that  of  a lobe.  Cavities  are 
frequently  multiple,  and  may  give  the  pic- 
ture of  one  large  multilocular  cavity.  These 
cavities,  if  due  to  tuberculosis  yer  se,  sel- 
dom if  ever  occur  below  the  middle  one- 
half  of  the  lung.  They  frequently  commu- 
nicate with  a bronchus,  and  then  much  of 
the  actual  caseous  material  may  be  ex- 
truded by  coughing,  or  spread  to  other 
parts  of  the  lung. 

Three  roentgenologic  types  of  cavities 
are  described  by  Pinner* 4)  first,  that  show- 
ing multiple  small  “moth-eaten”  areas  in 
infiltrated  parenchyma.  This  type  sug- 
gests that  there  is  little  defence  of  the 


surrounding  lung  tissue.  Secondly,  he 
mentions  the  “round”  cavity,  which  shows 
beginning  defense,  with  the  prognosis 
more  favorable,  where  the  cavity  outline 
is  thin  and  sharply  defined,  than  where  a 
broad  border  of  exudative  infiltration 
is  seen  on  the  film.  The  third  type  of 
cavity  is  the  fibrotic,  thick  walled  cavity, 
which  frequently  shows  an  irregular  out- 
line. The  latter  type  may  not  always  be 
clearly  demonstrable  roentgenographically 
because  of  the  fibrosis  and  marked  pleural 
thickening.  Farmer *fi>  believes  that  cavity 
formation  in  the  first  few  years  of  life  is 
not  exceptional.  The  location  of  the  cavi- 
ties occurring  in  the  first  period  of  child- 
hood is  removed  from  the  apices  as  a rule, 
in  contrast  to  this  region  as  the  most  fre- 
quent site  for  cavity  formation  in  adults, 
and  the  right  lung  is  most  frequently  in- 
volved. Puerile  tuberculosis,  in  general,  is 
difficult  of  diagnosis,  and  is  most  fre- 
quently recognized  by  the  infiltration  about 
the  hila,  and  in  the  mediastinum,  with 
widening. 

At  this  point  in  the  discussion  it  would 
be  well  to  mention  secondary  infection  in 
its  relation  to  pulmonary  tuberculosis. 
Almost  any  type  of  secondary  infection, 
such  as  streptococcus  and  staphylococcus 
pyogenes,  diplococcus  pneumoniae  and  in- 
fluenza bacillus  may  be  superimposed  upon 
a tuberculous  infection.  The  secondary  in- 
fection may  become  so  extensive  that  it  is 
difficult,  in  the  latter  stages  of  the  disease, 
to  distinguish  between  the  shadows  due  to 
the  tubercle  bacilli  and  those  due  to  other 
bacterial  agents.  The  soft,  often  massive, 
infiltration  observed  in  the  lower  two- 
thirds  of  the  lungs  may  usually  be  inter- 
preted as  partially  secondary  and  non- 
tuberculous,  except  in  the  miliary  type.  A 
notable  example  of  this  is  fungus  infection 
of  the  lungs,  which  is  seldom  primary,  and 
frequently  takes  as  its  host  an  individual 
whose  resistance  is  already  lowered  by 
tuberculosis,  a disease  with  which  it  is  not 
only  compatible,  but  evidently  friendly. 
Fungus  infection  is  composed  of  fairly 
large  irregular  soft  lesions.  It  may  be 
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found  in  the  upper  thirds  of  the  pulmon- 
ary fields.  The  cavities  which  are  formed 
by  the  exudative  and  caseous  process  are 
excellent  soil  for  the  implanation  of  secon- 
dary infection,  which  gives  aid  in  the 
further  destruction  of  the  tissue.  This  ac- 
counts to  a large  degree  for  the  purulent 
sputum  which  is  raised. 

The  next  step  which  is  delineated  so 
accurately  by  roentgen-ray  is  that  of  fibro- 
sis— the  reparative  process.  The  soft, 
feathery  lesions  which  we  have  seen  in  the 
beginning  soon  show  evidence  of  a fibrotic 
infiltration  which  is  recognized  by  the 
harder,  more  dense,  and  more  clean-cut 
appearance  of  the  lesions.  They  are  not 
as  hazy  and  indistinct,  and  appear  more 
linear  in  outline.  This  stage  of  fibrosis  is 
also  a part  of  the  repair  of  cavities. 

The  next  stage  recognized  by  roentgen- 
ray  is  that  of  calcification,  or  calcific  infil- 
tration, which  appears  to  occur  about  the 
fibrous  tissue  that  has  already  been  laid 
down.  This  process  is  seen  in  the  isolated 
parenchymal  lesions,  in  the  glands  at- 
tacked, and  about  the  walls  of  cavities. 
These  lesions  when  well  calcified  are  con- 
sidered to  be  healed  and  to  offer  little 
promise  of  further  difficulty.  A well 
fibrosed  and  calcified  tuberculosis  may  be 
considered  as  arrested,  depending  on  the 
degree,  but  can  not  be  said  to  be  perma- 
nently inactive  or  healed. 

Interlobar  pleurisy  is  commonly  seen  in 
pulmonary  tuberculosis,  although  it  may  be 
a part  of  the  pathology  of  other  pleuritic 
affections.  It  is  manifested  on  the  roent- 
genogram in  the  majority  of  cases  as  a 
more  or  less  straight  line  in  the  horizontal 
plane  at  approximately  the  level  of  the 
sixth  or  seventh  thoracic  vertebra,  although 
this  location  is  a variable  factor.  This  may 
show  as  a wide  area  due  to  reflection  over 
the  oblique  plane,  but  usually  shows  as  a 
faint  line  toward  the  periphery  and  becom- 
ing thicker  toward  the  hilum,  with  which 
it  appears  to  merge.  Pleural  thickenings 
due  to  plastic  exudate  may  result  in  surface 
adhesions,  in  the  production  of  pleural 


cords  between  the  two  layers,  longitudinal 
or  horizontal  scars,  or  annular  pleural 
puckerings.  During  the  course  of  tubercu- 
losis total  obliteration  of  the  pleural  cavity 
is  not  infrequent,  which  is  observed  more 
commonly  in  the  slowly  progressive  in- 
durative fibroid  types. 

In  addition  to  the  classification  of  tuber- 
culosis according  to  pathological  phase, 
Bissell<9)  gives  a classification  on  the  basis 
of  pathology,  which  I believe  is  worth 
stating  in  some  detail.  The  factors  on 
which  he  bases  prognosis  are,  briefly  stated, 
first,  the  type  of  infiltration,  either  discrete 
or  conglommerate ; second,  the  extent  of 
lung  involvement ; third,  the  presence  of  old 
healed  lesions  in  other  parts  of  the  lung; 
fourth,  amount  of  fibrosis;  fifth,  the  pres- 
ence of  cavities  and  areas  of  caseous 
pneumonia.  In  type  A,  so-called  concealed 
tuberculosis,  in  which  the  infiltration  is 
peripheral,  there  is  a tendency  to  unila- 
teral involvement,  and  in  which  the  areas 
of  involvement  are  limited,  there  is  a pro- 
gression from  one  area  to  another,  shown 
by  observations  over  periods  of  years, 
absence  of  cavitation,  absence  of  massive 
or  conglommerate  infiltration,  the  prog- 
nosis is  favorable  as  to  life,  but  less 
favorable  as  to  complete  recovery  of 
normal  health.  Type  B is  more  frank 
tuberculosis  with  typical  clinical  history, 
with  marked  fibrosis,  direct  extension  to 
hilus,  characteristic  distribution  in  first 
and  second  interspaces  and  localized  den- 
sity over  one  or  both  apices.  In  this  type 
the  prognosis  is  favorable,  under  proper 
management.  Type  C he  gives  as  repre- 
senting those  cases  with  an  early  tendency 
to  cavitation,  in  which  there  are  massive 
conglommerate  shadows  in  the  roentgeno- 
gram, indicating  caseous  pneumonia.  This 
type  offers  the  most  unfavorable  prognosis. 
Type  D,  healed  tuberculosis,  shows  an 
absence  of  characteristic  parenchymal 
shadows  and  Dunham  fans ; there  are  areas 
of  calcification,  broken  lung  fields  or 
fibrosis,  and  evidence  of  pleuritic  “cap” 
over  one  or  both  apices,  with  localized 
extension  of  fibrosis-like  shadows  into  the 
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lung  field.  This  classification  is  based  on 
the  pathological  changes  of  infiltration, 
caseation,  cavitation,  fibrosis,  calcification, 
and  thickened  pleura. 

CONCLUSIONS. 

There  are  many  classifications  of  pul- 
monary tuberculosis,  both  clinical  and 
pathological,  but  the  most  logical  seems  to 
be  the  one  based  on  pathological  stage  or 
phase  of  the  disease;  exudative  infiltration 
and  caseation,  including  cavitation;  fibrotic 
infiltration ; and  calcification. 

There  is  no  hard  and  fast  line  to  be  drawn 
between  these  stages,  as  they  may  exist 
simultaneously  in  the  same  patient. 

The  roentgen  diagnosis  of  pulmonary 
tuberculosis  depends  upon  gross  pathology. 

Secondary  infection  is  commonly  asso- 
ciated with  pulmonary  tuberculous  lesions. 
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DISCUSSION. 

Dr.  Henry  Boswell  (Sanitorium)  : This  was  an 

excellent  paper  and  I am  not  going  to  say  but  very 
little  about  it.  In  discussing  the  paper  with  refer- 
ence to  pathology,  one  of  the  interesting  things  the 
doctor  did  not  bring  out  in  his  paper,  is  the 
frequent  raising  of  the  diaphragm.  In  the  picture 


it  seems  the  pathology  is  along  the  phrenic  nerve 
and  either  by  pressure  or  irritation  produces  neu- 
ritis or  paralysis,  and  it  seems  that  raising  the 
diaphragm  as  high  as  the  4th  or  5th  rib  is 
effective. 

One  of  the  other  things  the  doctor  stated  in  his 
paper  was  with  reference  to  areas  of  mixed  in- 
fection. Of  course,  mixed  infection  diagnosed  by 
roentgen-ray  is  like  a diagnosis  of  mixed  infection 
by  stethoscope.  You  hardly  know  what  is  going  to 
happen  until  the  laboratory  man  gets  through  with 
you.  The  experiments  that  are  now  being  made — 
animal  experimentation  along  this  line  will  perhaps 
explode  the  idea  of  making  what  we  have  been 
calling  areas  of  cloudiness  or  cotton  mottling  or 
whatever  you  might  call  it — areas  of  mixed  infec- 
tion or  result  of  mixed  infection.  The  recent 
experiments  conducted  by  Dr.  Sabine  and  others  is 
that  the  dead  bacilli  in  their  decomposition  then 
loose  a great  amount  of  protein  that  produces  a 
very  strong  allergy  and  in  making  the  roentgeno- 
grams the  lungs  of  the  various  animals  find  the 
very  same  thing  that  we  have  been  calling 
tubercular  pneumonia,  which  very  frequently  will 
disappear  within  a few  days.  This,  we  believe  now, 
is  the  thing  that  we  find  and  call  areas  of  mixed 
infection.  It  may  involve  the  whole  lobe,  or  the 
entire  lung.  Today  we  take  a roentgenogram  and 
again  in  ten  days  or  two  weeks  from  today  we  make 
a picture  of  the  same  patient,  and  the  whole  thing 
has  gone  down  to  its  original  lesion  The  wax 
covering  the  tubercular  bacilli  w...  give  an  edema 
of  the  skin  similar  to  tubercular  reaction  in  adults, 
and  if  it  produces  that  in  the  skin,  the  dead 
bacilli  in  the  lung  would  certainly  produce  that 
condition.  We  call  it  an  infiltration,  most  of  the 
time  we  call  it  tubercular  pneumonia. 

Another  thing  that  the  doctor  stated  is  quite 
true,  that  all  the  cavities  found  in  the  lungs  are 
found  in  the  upper  two-thirds,  beginning  in  the 
upper  part  as  a rule,  sometimes  in  the  middle  part. 
Another  thing,  within  the  past  two  or  three  years 
we  have  had  a marked  increase  in  tuberculosis  in 
young  girls,  and  in  those  young  girls  most  of  the 
infection  is  in  the  base  of  the  lung.  I just  wanted 
to  bring  that  out,  that  we  might  be  on  the  lookout 
for  cavities  in  young  girls  at  the  base  of  the  lung. 
I think  that  is  all  I have  to  say. 

Dr.  Geo.  P.  Sims  (closing)  : I appreciate  very 

much  Dr.  Boswell’s  discussion,  and  in  writing  this 
paper,  I tried  to  bring  out  points  as  to  the  differen- 
tiation between  the  active  and  non-active  cases. 
Of  course,  we  had  no  microscope  on  our  roentgen- 
ray  machine,  and  secondary  infection  we  think  does 
occur,  but  of  course  we  have  no  proof  for  it  ex- 
cept on  a pathological  examination.  I think  that 
we  can  differentiate  the  active  and  non-active 
cases,  at  least  we  can  strive  towards  that  end. 
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INTUSSUSCEPTION,  ROENTGENO- 
LOGICALLY CONSIDERED.* 

L.  A.  FORTIER,  M.  D.,f 
and 

T.  T.  GATELY,  M.  D.,f 
New  Orleans. 

While  intussusception  is  of  relatively 
common  occurrence,  the  amount  of  aid  in 
its  diagnosis  that  can  be  furnished  by  the 
roentgenologist  is  not,  we  believe,  gener- 
ally appreciated.  This  is  shown  by  the 
scarcity  of  reports  of  cases  diagnosed  by 
roentgenograms  and  by  the  slight  mention 
accorded  it  in  text  books.  The  first  cases 
were  reported  as  late  as  1913  by  Snow  and 
Clinton.  Cohen  in  the  American  Journal 
of  Diseases  of  Children,  not  earlier  than 
1921,  reviewed  41  cases  of  intussusception, 
operated  upon,  and  in  none  of  these  is 
there  a mention  of  roentgen-rays  being 
used  in  the  diagnosis. 

An  extensive  study  of  the  use  of  roent- 
gen-rays in  intussusception  with  a review 
of  the  literature  was  made  by  Ashbury  and 
may  be  found  in  the  American  Journal  of 
Roentgenology  and  Radium  Therapy  in 
1927. 

Intussusception  may  occur  in  any  por- 
tion of  the  gastro-intestinal  tract,  the  ileo- 
caecal  region  being  the  most  common  loca- 
tion. And  it  is  fortunate  that  this  region 
is  readily  accessible  to  roentgen-rays.  By 
use  of  the  opaque  enema,  a diagnosis  can 
be  made  easily  and  quickly  without  undue 
delay  of  surgical  intervention.  In  a 
majority  of  cases  a barium  enema  will 
make  the  diagnosis  earlier  than  any  other 
means. 

The  most  characteristic  finding  with  the 
barium  enema  is  a U-shaped  filling  defect 
(of  the  colon)  which  is  apt  to  shift  its 
position  as  the  enema  progresses  due  to 
partial  reduction  of  the  intussusception. 
Early  in  the  condition  the  filling  defect 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
■(Radiologists,  Hotel  Dieu  and  Mercy  Hospital, 


Barium  enema  with  filling  defect  in  the  hepatic  flexure. 


will  not  have  the  characteristic  U-shape, 
but  its  situation  at  the  ileo-caecal  junction 
will  bring  up  the  thought  of  intussuscep- 
tion. 

In  the  subacute  and  chronic  cases  with 
partial  obstruction  the  combination  of  a 
barium  meal  and  a barium  enema  should 
be  used.  The  barium  meal  will  show  an 
apparently  markedly  narrowed  ascending 
colon.  This  is,  in  reality,  the  ileum  invag- 
inated  in  the  colon.  When  the  barium 
enema  is  then  given  the  colon  itself  will 
fill  and  the  disproportion  of  the  findings  by 
enema  and  by  barium  meal  will  be  the  clue 
to  the  diagnosis. 

In  suspected  cases  the  barium  meal  is 
useful  also  as  it  may  show  obstruction 
from  conditions  other  than  intussusception 
or  from  intussusception  elsewhere  than  in 
the  colon. 

A recent  case  at  Hotel  Dieu  is  particu- 
larly interesting.  Baby  M.  A.  P.,  aged 
3 months,  was  referred  by  Drs.  John  Sig- 
norelli and  Jerome  Landry  as  a suspected 
case  of  intussusception.  Barium  enema 
showed  a characteristic  U-shaped  defomity 
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near  the  splenic  flexure  moving,  as  the 
enema  progressed,  to  the  middle  of  the 
transverse  colon.  Immediate  operation 
with  local  anesthesia  was  performed  and 
the  intussusception  reduced.  The  day  fol- 
lowing operation  the  child  showed  symp- 
toms of  recurrence.  A second  barium 
enema  was  given  and  a small  filling  defect 
at  the  ileo-caecal  junction  noted.  Surgical 
intervention  was  again  resorted  to,  this 
time  under  spinal  anesthesia,  and  a begin- 
ning intussusception  found  at  the  sus- 
pected area.  Upon  reduction  of  the  intus- 
susception an  inverted  Meckel’s  diverticu- 
lum was  seen  and  excised.  (Unfortunately 
the  outcome  was  fatal). 

We  felt  this  case  to  be  particularly  in- 
teresting because  of  the  diagnosis  both  of 
the  original  and  recurring  intussusception 
by  barium  enemata.  It  might  not  be  amiss 
at  this  point  to  remind  you  that  recur- 
rences are  not  uncommon.  The  finding  of 
a Meckel’s  divuticulum  is  also  of  interest. 

It  seems  advisable  here  to  warn  against 
the  apparent  complete  reduction  of  the  in- 
tussuscepted  bowel  by  the  barium  enema. 
This  should  not  deter  surgical  intervention 
as  a small  portion  of  the  intussuscepted 
intestine  may  be  unreduced.  Warning,  too, 
must  be  given  that  as  everywhere  else  in 
medicine,  negative  roentgen-ray  findings 
should  not  be  accepted  in  the  face  of 
definite  positive  clinical  signs,  as  cases 
have  been  operated  after  a negative  report 
and  intussusception  found. 

DISCUSSION. 

Dr.  C.  P.  Rutledge  (Shreveport)  : I have  en- 
joyed Dr.  Fortier’s  paper  very  much.  I didn’t 
know  that  I was  to  discuss  this  until  just  a few 
days  ago,  but  fortunately  for  me  and  unfortu- 
nately for  the  patients,  I have  had  two  of  these 
cases  within  the  last  few  weeks.  Literature  does 
not  give  us  a great  amount  of  information  about 


the  use  of  roentgen-ray  in  diagnosing  intussuscep- 
tion. The  first  case,  a child  6 months  of  age,  was 
brought  in  probably  six  weeks  ago.  He  had  a 
clinical  history  which  I didn’t  know  about  at  all — 
a very  good  case  of  intussusception,  bleeding  from 
the  colon,  cramping  pains  in  the  abdomen,  quite  a 
little  distention.  He  was  referred  to  me  for 
roentgen-ray  of  the  colon.  I had  no  clue  what- 
ever of  the  possible  finding,  and  the  child  was 
given  a cleansing  enema  before  being  brought  to 
the  roentgen-ray  laboratory,  though  he  was  not 
given  any  oil  as  we  usually  do  in  examinations  of 
the  colon.  The  barium  enema  passed  on  to  the 
hepatic  flexure  very  nicely,  giving  a backing  up 
of  the  proximal  colon.  You  could  see  the  mass  in 
the  intestines  recede  and  pass  on  up  to  the  hepatic 
flexure.  When  it  reached  there,  it  stopped,  and 
we  were  able  to  get  no  farther.  I made  my  report 
as  a partial  obstruction  at  the  hepatic  flexure.  I 
then  bave  a barium  meal,  and  the  only  finding  in 
this  was  a marked  ileal  stasis  which  obtained  over 
a period  of  24  to  36  hours.  In  view  of  the  fact 
that  the  patient  was  doing  well,  it  was  decided  to 
wait  and  not  intervene  surgically.  The  patient 
went  home,  and  stayed  for  some  time,  probably  a 
week  or  ten  days,  had  a return  of  symptoms,  came 
back  and  had  another  barium  enema,  and  had  this 
same  retention  at  the  hepatic  flexure.  He  got 
better  again  after  we  gave  this  and  went  back 
home  and  stayed  less  than  24  hours,  came  back, 
was  operated  upon,  and  at  the  time  of  operation, 
there  was  an  invagination  leading  from  ileum 
around  to  the  sigmoid;  the  intussusception  was 
reduced  and  the  patient  so  far  is  apparently  well. 
This  was  a case,  I believe,  where  we  gave  the 
enema  and  reduced  the  intussusception,  but  there 
was  a recurrence,  and  personally,  I believe,  that 
you  will  have  recurrence  of  many  of  your  intus- 
susceptions. 

Another  case  which  has  not  been  proven  sur- 
gically, was  a patient  two  weeks  old,  hav- 
ing gaseous  distention  and  nausea,  vomiting, 
and  would  not  retain  food  at  all.  Dr.  Picard 
referred  this  patient;  barium  enema  was  given 
with  the  same  recession  apparently  of  the  large 
intestines  up  to  the  hepatic  flexure.  As  soon 
as  it  reached  the  hepatic  flexure,  the  patient  was 
having  spontaneous  evacuations  and  we  were  un- 
able to  get  the  picture.  After  this  enema  this 
patient  was  able  to  retain  food,  felt  much  better. 
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stopped  vomiting,  and  I made  a barium  meal  ex- 
amination. Nothing  but  ileal-stasis  for  24  hours 
differentiated  the  condition  from  the  normal  course 
of  a barium  meal.  Quite  a bit  of  the  food  went 
right  on  through  the  intestines  and  passed  on  out. 
This  patient  had  a very  definite  mass  in  the  right 
side,  very  large  at  the  time  of  the  first  examin- 
ation, but  after  the  evacuation  of  enema,  it  reduced 
at  least  two-thirds  in  size.  At  the  present  day, 
it  is  palpable,  but  very  small,  and  the  patient  has 
no  gastric  distress,  no  nausea,  no  vomiting,  and 
we  believe  that  it  is  a case  of  chronic  intussus- 
ception. 

Dr.  Levy  (New  Orleans)  : This  paper  of  Dr. 

Fortier’s  was  very  interesting.  It  seems  to  me 
that  the  reason  we  have  not  had  more  roentgeno- 
grams in  cases  of  intussusception  is  because  that 
while  they  are  interesting  they  are  a great  many 
times  unnecessary  Now  it  makes  a very  pretty 
picture  to  have  intussusception  shown,  but  a child 
with  intussusception  is  purely  a surgical  case  even 
though  this  is  an  age  of  diagnosis.  Just  think 
of  a child  with  intussusception  waiting  several 
days,  hours,  and  weeks,  and  going  home  and  com- 
ing back  with  intussusception  and  then  being  oper- 
ated on.  For  one  thing,  by  that  time  it  will  have 
the  intussusception  habit.  It  is  like  folding  a 
sheet  of  paper  and  then  creasing  it  again.  Intus- 
susception is  purely  a surgical  condition.  The  child 
who  comes  in  with  a grunt,  with  a rigid  abdomen, 
with  a palpable  mass,  vomiting,  the  passing  of 
blood,  is  a surgical  case  nearly  every  time  without 
a roentgenogram. 

Dr.  Fortier  (closing)  : In  the  case  that  I re- 

ported, the  examination  was  completed  in  some 
10  or  15  minutes  and  the  patient  was  practically 
not  delayed  on  its  trip  to  the  operating  table. 
There  are  cases  that  are  not  clean-cut  clinically. 
It  is  in  those  cases  that  we  want  to  help  the  sur- 
geon. The  cases  where  there  is  not  a complete 
obstruction,  where  the  intestines  are  not  sufficiently 
packed  to  obstruct  the  flow  of  intestinal  contents. 
Those  are  the  ones  we  want  to  work  upon.  When 
you  figure  that  you  only  delay  the  operation 
ten  or  fifteen  minutes,  and  you  have  a clean-cut 
diagnosis,  I think  it  is  very  much  worth  while. 

I was  interested  in  Dr.  Rutledge’s  report  and  I 
think  both  of  those  cases  should  be  treated  sur- 
gically. I think  he  has  a chronic  intussusception 
that  sooner  or  later  will  come  to  operation. 


THE  USE  OF  WHOLE  BLOOD  IN 
PEDIATRIC  WORK.* 

N.  C.  WOMACK,  M.  D., 

Jackson,  Miss. 

The  use  of  whole  blood  as  a remedial 
measure  is  not  new.  In  18401  Lane  saved 
a boy  of  nine  who  was  dying  as  a result  of 
hemophilia,  by  transfusion  of  blood. 

In  19092  Crile’s  epoch-making  work  on 
transfusion  started  the  real  interest  in  the 
use  of  whole  blood.  His  method  was  direct 
transfusion,  suturing  the  radial  artery  of 
the  father  to  the  popliteal  vein  of  the 
child.  The  child  promptly  recovered. 

In  19133  Lindemann  published  his 
special  technic  for  transfusion  in  the  infant. 

As  early  as  1915  the  text  books  began  to 
give  the  technique  and  indications  for 
transfusion  and  injection  of  blood. 

The  origin  of  transfusion  and  injection 
of  blood  are  unrelated.  Transfusion  was 
developed  largely  for  emergencies,  such  as 
hemorrhage,  hemophilia,  etc.  The  injec- 
tion of  blood  was  evolved  from  the  use  of 
blood  serum,  and  particularly  the  use  of 
convalescent  serum. 

In  pediatric  work  transfusion  is  limited 
to  skilled  operators,  trained  helpers,  and 
hospital  facilities.  The  indications  for 
injection  of  whole  blood  are  constantly  in- 
creasing, and  its  technic  renders  it  available 
at  any  time  or  place.  The  equipment  is 
simple,  easily  obtained  and  the  operation  is 
without  danger. 

The  blood  should  be  citrated,  using  a 
solution  of  sodium  citrate,  two-tenths  of  1 
per  cent  in  the  proportion  of  one  to  ten. 
For  instance,  in  using  50  c.c.  of  blood,  5 c.c. 
of  the  citrated  solution  is  drawn  into  a 
sterile  syringe  of  that  size,  the  plunger 
is  drawn  well  back  a number  of  times 
in  order  to  permit  the  citrate  to  touch 
all  sides  of  the  barrel  of  the  syringe, 

*Road  before  the  Section  on  Medicine  at  the 
Sixty-third  Annual  Session  of  the  Mississippi  State 
Medical  Association,  Vicksburg,  May  15,  1930. 
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then  the  needle  is  inserted  into  the  vein 
of  the  donor  and  enough  blood  is  with- 
drawn to  make  a total  of  50  c.  c.  The 
syringe  is  then  rotated  several  times  in 
order  to  give  a thorough  admixture  of 
blood  and  citrate,  and  then  injected  either 
into  the  tissues,  muscles,  or  peritoneal 
cavity. 

In  conditions  of  hemorrhage,  in  serious 
surgical  operations,  attended  by  profound 
shock,  or  such  allied  conditions,  direct 
transfusion  is  the  method  of  choice.  This 
requires  typing  and  cross-matching  of 
blood  as  well  as  trained  help  with  hospital 
facilities. 

The  use  of  blood  intraperitonealy  is  con- 
sidered a transfusion,  as  the  red  blood 
cells  of  the  donor  can  be  determined  in  the 
circulation  of  the  recipient  within  a few 
hours,  unchanged.  In  these  cases  the 
blood  should  be  matched,  although  in  a 
number  of  emergency  cases  I have  used  it 
intraperitonealy  without  matching,  and 
never  with  untoward  results.  It  is  need- 
less to  say  that  where  possible,  the  donor’s 
blood  should  be  tested  for  chronic  infec- 
tions, lues,  etc. 

On  account  of  the  simplicity  of  the  pro- 
cedure, the  small  amount  of  blood  used, 
and  the  ease  with  which  the  operation  is 
done,  the  injection  can  be  repeated  within 
eight,  twelve,  or  twenty-four  hours,  with- 
out serious  loss  of  blood  to  the  donor,  and 
at  the  some  time  the  patient  receives  the 
full  benefit.  I have  given  as  many  as 
seven  injections  to  an  arthreptic  baby  who 
was  vomiting  everything  taken,  and  whose 
stomach  was  permitted  to  have  a complete 
rest  by  reason  of  the  nutrition  furnished 
by  the  blood. 

In  hemorrhage  of  the  newborn,  particu- 
larly intracranial  hemorrhage,  after  spinal 
puncture,  the  use  of  three  to  five  c.  c.  of 
blood  to  each  pound  of  body  weight,  intra- 
muscularly, or  injected  into  the  tissues, 
and  repeated  as  the  symptoms  warrant, 
probably  offers  the  only  hope  of  treatment 
in  these  cases. 


In  acute  malnutrition  of  the  newborn, 
or  of  the  premature,  with  inability  to  take 
or  assimilate  nourishment,  the  daily  ad- 
ministration of  small  doses  of  whole  blood, 
together  with  a sufficient  amount  of  fluids 
by  hypodermoclysis  if  necessary,  will  often 
tide  these  cases  over  until  they  will  be  able 
to  handle  food  in  a normal  way. 

In  acute  inflammatory,  or  toxic  condi- 
tions, in  which  the  baby  is  overwhelmed 
by  the  infection  or  poisons  generated  in  its 
own  system  such  as  acute  acidosis,  where 
vomiting  or  diarrhea  is  a constant  symp- 
tom, the  injection  of  whole  blood  with  suf- 
ficient amount  of  fluids  is  a life  saver. 

In  erysipelas,  the  use  of  whole  blood  is 
the  only  thing  I know  of  worth  trying. 

In  children  with  definite  exposure  to 
measles,  the  use  of  whole  blood  or  blood 
serum  so  aborts  the  disease  that  the  dis- 
ease itself  is  of  no  consequence  and  the 
complications  are  nil. 

In  purpura  hemorrhagica  in  infants  and 
young  children,  the  use  of  whole  blood 
injected  into  the  tissue  or  intraperitonealy, 
is  a specific. 

In  marked  secondary  anemias,  particu- 
larly where  the  hemoglobin  is  below  fifty, 
two  or  three  intraperitoneal  injections  at 
intervals  of  two  or  three  days,  of  150  c.  c. 
of  blood,  or  the  frequent  injection  in  the 
tissues  of  40  to  60  c.  c.  of  blood  will  pro- 
duce marvelous  results. 

In  the  leukemias,  the  treatment  of  the 
condition  is  practically  limited  to  the  use 
of  whole  blood. 

In  the  so-called  arthreptic  cases,  the 
child  who  cannot  take  mother’s  milk  or  any 
of  the  various  foods  from  the  fact  that 
they  have  some  constitutional  condition 
that  prevents  them  from  digesting  and 
assimilating  their  food,  and  constitute  the 
large  class  of  cases  that  die,  more  from 
starvation  than  anything  else,  the  injec- 
tion of  small  amounts  of  parental  blood 
will  tide  them  over  and  give  them  vitality 


Womack — The  Use  of  Whole  Blood  in  Pediatric  Work 


641 


to  last  until  the  doctor  can  find  out  the 
trouble  and  put  them  on  the  proper  diet. 

Other  conditions  in  which  extreme  wast- 
ing and  loss  of  tissues  take  place,  such  as 
ileo-colitis,  surgical  empyemas,  etc.,  whole 
blood  is  a life  saver. 

I wish  to  briefly  mention  a few  cases  in 
which  the  use  of  whole  blood  has  been 
satisfactory. 

CASE  REPORTS- 

Case  No.  1.  0.  B.  B.,  Jr.,  October  23,  1929. 

Family  History:  Negative. 

Personal  History:  0.  B.,  Jr.,  1 year  of  age, 

youngest  of  two  children;  other  child  healthy. 
Normal  delivery,  breast  fed.  Has  not  had  toxin- 
antitoxin  for  the  prevention  of  diphtheria. 

Present  illness:  Five  weeks  ago  developed  ery- 
sipelas on  one  leg.  Had  10,000  units  of  anti- 
streptococcic serum  and  also  20  c.c.  of  phylacogen. 
Then  repeated  10,000  units  of  plain  antistrepto- 
coccic serum.  Eruption  was  migratory  and  ex- 
tended over  the  entire  body.  Had  broncho-pneu- 
monia on  left  side,  then  right  side.  He  was  then 
given  antipneumococcic  serum.  Was  in  the  hos- 
pital seventeen  days  at  home  during  this  time. 
Developed  an  abscess  on  one  buttock  which  was 
opened  and  drained. 

Examination:  Temperature  105°  by  rectum. 
Feet  swollen,  edema  of  tissue  over  the  tibia.  Skin 
red,  tense,  angry.  An  eruption  which  is  erysipela- 
tous and  of  a migratory  nature.  Complete  labora- 
tory test  was  worked  out  including  undulant 
fever. 

Clinical  laboratory:  Hemoglobin  45  per  cent, 
total  red  2,930,000,  total  white  12,800,  poikilo- 
cytes,  no  normoblasts;  small  lymph.  25  per  cent, 
large  lymph.  5 per  cent,  trans.  8 per  cent,  heutro- 
phils  62  per  cent;  no  malarial  parasites  found. 
Wassermann  test  on  October  26,  1929,  showed 
4-plus  positive  on  both  antigens.  On  account  of 
the  first  test  being  made  when  fever  was  high,  the 
test  was  made  later  which  confirmed  the  first. 
Before  he  was  given  his  first  blood  injection  he 
was  given  0.3  grams  sulpharsphenamin  intraven- 
ously. 

On  October  24,  1929,  was  given  120  c.c.  of 
father’s  blood  intraperitonealy.  On  October  29, 
1929,  given  a second  intraperitoneal  injection  of 
100  c.c.  of  father’s  blood.  On  October  31,  1929, 
left  the  hospital.  Temperature  had  been  normal 
two  days. 

On  October  13,  1929,  came  back  to  the  hospital 
with  erysipelas  on  right  leg,  very  high  fever. 


Home  physician  had  given  an  intraperitoneal  trans- 
fusion. He  had  developed  an  abscess  as  the  result 
of  one  of  his  sulpharsphenamine  injections.  Had 
erysipelas  on  both  feet,  extending  over  right  leg 
to  knee  and  on  right  hip  up  on  his  side.  Gave 
blood  transfusion  intraperitonealy.  This  case  was 
treated  locally  with  icthyol,  20  per  cent  in  col- 
iodin.  Recent  report  is  that  patient  has  entirely 
ecovered. 

Case  No.  2.  V.  B.,  February  24,  1930. 

Family  History:  Cancer  in  mother’s  family. 
Mother  and  father  both  practically  blind  all  of 
life. 

Personal  History:  Eight  months  of  age,  only 
child,  normal  delivery,  breast  fed.  Had  bowel 
upset  when  very  young.  None  of  the  usual  dis- 
eases of  childhood. 

Present  Illness:  Taken  sick  one  week  ago  with 
nriorrhage  into  the  tissues. 

Examination:  A child  with  well  developed  pur- 
pura hemorrhagica.  Large  purpuric  spots  over 
body. 

Clinical  Laboratory:  Hemoglobin  35  to  40  per 
cent,  coagulation  time  more  than  12  minutes. 
Total  red  2,100,000,  total  white  26,600,  erythro- 
cytes pale,  anisocytes,  polychromaophilia,  poikilo- 
cytes,  many  normablasts.  Small  lymph.  49  per 
cent,  neutrophils  51  per  cent.  Blood  platelets  13,000 
per  c.c.;  no  malarial  parasites  found.  Blood  typ- 
ing showed  baby’s  father’s  and  mother’s  blood 
the  same  type,  type  two.  Gave  three  injections  of 
whole  blood,  one  on  February  24,  1930,  80  c.c.  in- 
traperitonealy, and  40  c.c.  into  the  tissue.  That 
night  she  had  a hemorrhage  from  the  toe,  lasting 
for  hours.  On  February  25,  1930  gave  40  c.c.  in 
the  tissues,  February  27,  1930,  gave  40  c.c.  in  the 
tissues. 

Baby  made  a prompt  recovery,  and  left  the 
hospital  on  March  1,  1930. 

Case  No.  3.  C.  L.  G.,  Jr.,  May  14,  1929. 

Family  History:  Negative. 

Personal  History:  C.  L.,  Jr.,  2 years  and  7 
months  of  age.  Oldest  of  two  children,  other 
child  healthy.  Breast  fed,  normal  delivery.  None 
of  the  usual  diseases  of  childhood. 

Present  Illness:  Taken  sick  last  Friday  night 
about  midnight  with  pain  in  the  abdomen  and 
frequent  bowel  movements.  Bowels  have  been 
moving  from  15  to  20  times  daily  since  that  time, 
a good  deal  of  mucus  and  blood.  Has  not  vom- 
ited. Had  high  fever  up  to  the  present  time. 

Examination:  Temperature  101°  by  rectum. 
Looks  profoundly  toxic.  Has  probably  lost  20 
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per  cent  of  body  weight  since  this  illness  began. 
Skin  is  dry,  parched,  dehydrated.  Gums  red. 
Tonsils  not  particularly  inflamed.  Peristalsis  con- 
stant. No  enlargement  of  the  liver,  spleen  slightly 
enlarged.  Kidney  spaces  apparently  normal.  Ear 
drums  negative,  reflexes  negative. 

Clinical  Laboratory:  Hemoglobin  75  per  cent; 
total  white  21,000;  one  normoblast;  small  lym- 
phocytes 31  per  cent,  large  mono.  4 per  cent, 
trans.  5 per  cent,  neutrophils  2 per  cent,  myelocytes 
58  per  cent,  negative  malarial  parasites,  Wasser- 
mann  negative,  stool  examination  negative  for 
dysentery.  Urine  culture  negative. 

Baby’s  blood  same  type  as  father’s  and  grand- 
father’s. 

Diagnosis:  Myelogenous  leukemia. 

Desperately  sick  baby. 

Treatment:  200  c.c.  of  5 per  cent  glucose  and 
freshly  distilled  water.  On  June  15,  1929,  gave 
a blood  transfusion  of  150  c.c.  intraperitonealy. 
On  June  16,  1929,  blood  count  showed  small 
lymph,  23  per  cent,  large  mono.  7 per  cent,  trans. 
1 per  cent,  neutrophils  2 per  cent,  myelocytes  67  per 
cent.  On  June  17,  1929,  gave  a second  blood 
transfusion,  10  c.c.  intraperitonealy.  On  June 
18,  1929,  he  was  given  roentgen-ray  treatment, 
5 MA  “distance  autotranformer,  27  rheostat  14 
KV  1064  mm.  aluminum  filter,  5 minutes  over 
spleen  and  long  bones.” 

On  June  18,  1929,  four  days  after  entering  the 
hospital,  he  was  allowed  to  go  home. 

On  June  28,  1929,  ten  days  after  leaving  the 
hospital,  the  baby  returned  and  was  given  another 
transfusion,  125  c.c.  intraperitonealy.  The  blood 
count  on  this  day  showed  total  white  9,800,  small 
lymph.  40  per  cent,  neutrophils  57  per  cent,  eos.  3 
per  cent,  no  myelocytes. 

On  November  9,  1929,  blood  showed  hem- 

oglobin 65  per  cent,  total  red  4,300,000,  total 
white  10,800,  small  lymph.  40  per  cent,  trans.  1 
per  cent,  heutrophils  57  per  cent,  eos.  2 per  cent. 

This  was  undoubtedly  a case  of  myelogenous 
leukemia.  My  information  is  that  this  case  is 
normal. 

I have  had  one  other  case  of  the  same  diag- 
nosis and  similar  treatment,  but  it  passed  out  of 
my  hands  and  was  seen  by  another  physician 
who  examined  it  after  it  had  had  the  blood  trans- 
fusion and  the  roentgen-ray  treatment,  and  as  the 
blood  count  was  normal,  he  did  not  concur  in  the 
diagnosis.  I have  lost  sight  of  this  case.  Blood 
transfusion  or  injection  was  purely  an  adjunct 
in  the  treatment,  and  probably  the  roentgen-ray 
treatment  was  more  responsible  for  the  result 
that  the  blood. 
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DISCUSSIONS. 

Dr.  D.  W.  Jones  (Jackson) : As  usual,  Dr. 

Womack  hits  the  nail  on  the  head  briefly  and  to 
the  point,  in  every  word  and  every  sentence.  We 
all  realize  that  there  are  many  cases  where  direct 
blood  transfusion  should  be  used,  especially  cases 
of  hemorrhage  where  something  must  be  done  at 
once  to  save  life — in  purpura  hemorrhagica  or 
such  conditions  where  nothing  else  can  be  done, 
and  in  extreme  vomiting  and  acidosis  where  prac- 
tically nothing  can  be  given  by  mouth.  The  diffi- 
culty is,  of  course,  in  typing  the  blood  of  the 
donor.  We  used  to  think  we  had  to  get  it  into 
the  veins,  but  intraperitonealy  is  practically 
without  danger,  or  intramuscularly.  As  suggested 
here,  in  emergencies  you  take  a chance  on  the 
donor.  Generally  the  mother’s  blood  is  available, 
and  practically  always  the  type  will  suit  the 
child.  I have  nothing  to  add,  simply  to  commend 
Dr.  Womack  on  his  excellent  presentation. 

Dr.  W.  H.  Frizell  (Brookhaven)  : I would  like 

to  ask  some  questions  in  regard  to  one  case  in 
which  I called  the  essayist  to  see  a child  four 
months  old.  The  blood  was  not  typed,  and  we 
presumed  that  the  father  and  child  were  the  same. 
Dr.  Womack  did  an  intraperitoneal  injection  of 
citrated  blood,  and  I would  like  to  ask  what 
became  of  that  blood.  The  child  had  a tume- 
faction in  the  rectum,  had  bronchitis  and  coli- 
tis. I did  a colonoscopy  on  that  side  and  found 
the  bowel  adherent.  The  entire  amount  of  blood 
was  coagulated  and  did  not  absorb.  In  some  of 
these  cases  where  we  do  not  get  good  results,  it 
may  be  that  there  was  no  absorption  of  the  blood. 

I do  not  condemn  the  use  of  it,  but  I would  like 
to  know  why  we  do  not  get  results.  I do  not 
think  it  would  have  done  any  good  in  this  case 
because  the  patient  died  about  sixty  hours  after 
transfusion. 

Dr.  John  C.  Culley  (Oxford)  : There  is  just  one 
point  I would  like  to  bring  out  which  is  of  interest 
in  the  field  of  medicine  today;  this  is  the  question 
of  allergy.  We  have  found  oftentimes  that  the 
blood  will  type  perfectly,  but  there  is  another 
factor  to  be  considered.  If  the  donor  is  an  asth- 
matic or  has  some  sensitization,  as  for  instance 
milk;  if  the  donor  has  taken  milk  within  a few 
hours  and  the  recipient  is  sensitive  to  sweet  milk, 
there  will  be  a reaction.  I think  it  is  well  to 
keep  that  in  mind.  It  is  well  to  give  1 c.  c.  very 
slowly  by  means  of  a small  hypodermic,  then  wait 
a few  minutes  before  transfusion;  in  that  way  we 
will  prevent  allergic  reaction. 
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Dr.  R.  C.  Basinger  (Jackson,  Miss.):  In  the  in- 
traperitoneal  injection  of  whole  blood  we  certainly 
do  not  feel  that  the  blood  requires  typing;  or,  for 
that  matter,  in  intramuscular  injection.  We  feel 
that  we  get  much  better  results  intravenously. 
The  problem  comes  up  as  to  where  it  should  be 
given.  We  do  not  think  the  fontanelle  is  the 
right  place — you  may  have  intracranial  hemor- 
rhage. We  think  if  you  give  whole  blood  to 
young  children  it  should  be  given  in  the  scalp 
vein,  and  with  a very  small  syringe. 

r.  L.  W.  Long  (Jackson,  Miss.)  : We  are  slowly 
but  surely  improving  in  the  medical  field  as  we 
go  along,  and  in  one  thing  more  than  anything 
else — the  practice  of  preventive  medicine.  That 
is  true  of  the  health  officers  as  well  as  ourselves. 
The  use  of  whole  blood,  directly  or  indirectly,  is 
one  way  that  we  can  really  practice  preventive 
medicine  and  know  we  are  getting  results.  These 
cases  should  not  be  left  until  they  are  moribund. 
I advocate  this  procedure  early  in  the  disease.  It 
can  do  no  harm,  it  gives  some  food,  some  anti- 
body, some  immunization — or  any  other  theory  of 
indirect  immunity  of  the  blood.  It  is  usually 
taken  from  an  adult  who  has  built  up  a good  deal 
of  immunity,  and  if  you  put  this  blood  into  the 
vein  or  intraperitonealy,  or  intramuscularly,  you 
will  give  your  patient  something  to  fight  with. 
You  can  use  it  fifty  miles  from  a railroad  if  you 
have  a syringe  and  needle  and  some  iodin,  just  as 
well  as  in  the  hospital.  I have  given  it  and  I 
know.  I use  a three-way  petcock  attached  to  a 
Luer  syringe  and  needle,  and  I use  the  citrate 
method  and  have  never  had  any  cerebral  hemor- 
rhage. The  child’s  head  won’t  move,  and  you  can 
always  tell  with  this  three-way  petcock  whether 
you  are  in  the  sinus  or  not.  If  you  have  enough 
experience  I do  not  believe  you  will  get  any  cere- 
bral hemorrhage.  It  stands  to  reason  that  if  there 
was  any  danger  I would  have  had  some  trouble  in 
such  a series  as  I have  had — 516  in  the  last  three 
years,  all  in  the  fontanelle. 

Dr.  N.  C.  Womack,  Jackson,  Miss,  (closing)  : 
The  ideal  method  of  giving  whole  blood  is  intra- 
venous transfusion.  That  method,  however,  im- 
mediately limits  you  to  hospital  facilities  and  to 
the  surgeon,  and  what  I wanted  to  get  to  you  was 
that  considering  the  value — the  caloric  value,  the 
food  value,  the  vitamin  value — of  whole  blood,  I 
wanted  to  urge  that  it  be  used.  You  can  do  it 
as  well  as  any  surgeon,  or  pediatrician.  Dr. 
Frizell  spoke  of  that  baby  with  congenital  atresia, 
the  result  of  some  malformation.  It  was  a beau- 
tiful baby;  we  did  not  know  what  the  condition 
was.  Rectal  examination  showed  a mass  and 
obstruction.  We  used  whole  blood  intraperitone- 
aly as  a last  resort.  These  cases  that  are  mori- 
bund and  have  a malformation  will  not  take  up 
the  blood.  It  will  separate  into  serum  and  blood 


clot,  but  will  not  be  taken  up.  That  baby  was 
destined  to  die.  That  does  not  argue  against  the 
use  of  this  method.  But  the  point  is  its  use  in 
these  babies  that  are  starving;,  save  them;  make  it 
a procedure.  Shoot  some  fluid  into  them;  they 
are  dying  of  starvation.  Dr.  Culley’s  suggestion 
is  a good  one.  To  be  a good  doctor  you  have  to 
think  fast;  if  you  overlook  allergy  you  will  be 
foolish.  I think  the  blood  should  be  typed  when 
at  all  possible.  You  will  find  the  blood  cells  in 
the  circulation  next  morning.  There  is  no  harm 
in  typing  it,  and  I think  it  should  be  done  if  pos- 
sible, but  if  not  practicable  give  the  blood  any- 
way. It  is  amazing  how  quickly  you  will  see  re- 
sults— I thought  it  was  Providence,  and  Provi- 
dence helps  you  lots  of  times.  Don’t  wait  until 
that  baby  is  dead;  if  the  baby  is  vomiting,  do 
your  part,  give  it  now.  Get  your  syringe  and 
seme  citrate  and  do  it  right  away,  and  repeat  it 
often.  There  are  a few  cases  where  it  is  better 
to  give  the  blood  intramuscularly.  Watch  your 
cases  closely,  or  they  may  go  bad;  if  they  get  a 
little  bluish  or  greenish,  shoot  them  full  of  blood. 
Keep  it  up — you  will  save  a lot  of  them. 


RAYNAUD’S  DISEASE ; PRESENTA- 
TION OF  AN  EARLY  CASE.* 

B.  H.  TEXADA,  M.  D., 

Alexandria,  La. 

Raynaud,  in  1862,  in  his  monograph  on 
the  disease  which  bears  his  name,  was  the 
first  to  maintain  that  gangrene  could  occur 
without  vascular  occlusion.  He  described 
the  disease  as  a form  of  dry  gangrene 
characterized  by  the  double  fact  that,  it  is 
independent  of  any  demonstrable  vascular 
lesion  and  that  it  invariably  affects  sym- 
metrical parts.  The  pathogenesis  of  this  was 
referred  to  by  Raynaud  as  a vaso-motor 
spasm,  inducing  transitory  ischemia  and 
excessive  duration  of  this  being  followed 
by  the  onset  of  gangrene. 

ETIOLOGY. 

Vaso-motor  spasm,  irritative  and  ex- 
haustive processes  of  the  sympathetic 
nervous  system,  alterations  of  the  vascular 
system  and  endocrine  dyscrasias,  most 
commonly  of  the  thyroid,  are  some  of  the 
various  factors  said  to  be  the  cause  of 
Raynaud’s  disease. 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 
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INCIDENCE. 

According  to  Raynaud  most  of  the  cases 
occur  between  the  ages  of  eighteen  and 
thirty.  Morgan 'found  an  average  of  26.6 
years  in  his  93  cases.  Monroe  in  a series 
of  198  cases  put  it  28.9.  Cassirer  noted 
that  the  largest  number  of  cases  were 
either  from  21  to  30  years,  or  31  to  40 
years. 

Sex. — Raynaud’s  disease  is  more  com- 
mon in  females  than  males.  According  to 
most  authors,  the  ratio  is  about  6 to  4.  (In 
Monroe’s  cases  about  63  per  cent  were 
women.  Raynaud  reported  4/5  of  his 
cases  women). 

PREDISPOSING  FACTORS. 

It  is  generally  accepted  that  the  disease 
shows  a predilection  for  women  of  the 
neuropathic  type,  those  emotionally  un- 
stable and  having  hysterical  complexes. 
Frequently  there  is  a history  of  psychic 
shock,  or  prolonged  exposure  to  cold.  Other 
important  factors  are  those  of  sexual  and 
menstrual  anomalies.  Among  the  other 
predisposing  factors  that  have  been  men- 
tioned there  are  anemia,  epilepsy,  tubercu- 
losis, syphilis,  diabetes  and  leukemia. 

PATHOLOGICAL  PHYSIOLOGY. 

Studies  have  been  made  by  Mueller,  Par- 
rissius  and  Brown  to  determine  the  under- 
lying disturbance  in  the  capillaries  and 
smaller  arteries  in  Raynaud’s  disease.  By 
microscopic  study  of  the  nail  folds  much 
instructive  data  was  obtained  by  them. 
During  the  stage  of  pallor,  few  capillaries 
were  visible,  filling  of  the  capillary  loops 
was  incomplete,  and  the  capillaries  pre- 
sented a broken,  segmented  appearance. 
No  blood  was  observed  passing  into  the 
capillary  loops  from  the  arterioles.  The 
collecting  venules  were  usually  invisible  or 
contained  very  small  amounts  of  blood. 
In  the  stage  of  cyanosis  blood  is  admitted 
into  the  capillaries,  both  from  the  arteri- 
oles and  by  back  flow  from  the  venules. 
The  blood  enters  the  capillaries  in  the  form 
of  small  segments.  The  capillaries  become 
dilated,  an  increased  number  of  them  being 
visible.  Blood  in  the  capillary  loops  is 


stationary  or  flow  occurs  only  after  long 
intermission. 

SYMPTOMATOLOGY. 

The  disease  is  characterized  by  symmet- 
rical arrest  of  the  capillary  circulation  in 
the  extremities,  most  commonly  in  the  fin- 
gers, sometimes  terminating  in  dry  gan- 
grene. The  clinical  course  is  usually 
divided  into  three  stages:  (1)  that  of  vaso- 
motor symptoms,  (2)  that  of  marked 
trophic  disorders,  (3)  the  period  of  gan- 
grene. 

State  of  vaso-motor  disturbances:  In 

this  stage  we  have  two  phases  of  vaso- 
motor disorder,  (1)  local  syncope  which  is 
characterized  by  sudden  blanching  of  the 
alfected  extremities,  the  blanching  vary- 
ing in  intensity  from  cadeveric  white  to 
bluish-red.  Associated  is  a reduction  of 
temperature  of  the  part  and  sensory  symp- 
toms, such  as  hyperesthesia  and  thermo- 
hyperesthesia. These  pains  may  be  ex- 
tremely intense.  At  times  these  pains 
give  way  to  a benumbed  state,  while  in 
other  cases  para-esthesia  is  noted.  Rigidity 
or  clumsiness  of  the  affected  part,  associ- 
ated with  cold  perspiration  complete  the 
picture  of  this  stage. 

Local  Asphyxia.— The  skin  covering  the 
affected  part  now  changes  to  a purplish, 
or  violacious  hue.  The  adjacent  parts 
present  a mottled  appearance.  A fall  of 
surface  temperature  is  usually  noted. 
Pressure  over  the  affected  part  demon- 
strates a sluggish  return  of  blood.  A cer- 
tain degree  of  swelling  is  rarely  absent. 
This  asphyctic  stage  may  last  for  minutes, 
hours,  or  even  days,  in  rare  cases  these 
two  stages  may  occur  simultaneously,  af- 
fecting different  parts  of  the  extremities, 
certain  phalanges  having  a greyish-blue 
tint,  while  others  adjoining  them  may  ap- 
pear blanched.  Cassirer  and  Weiss  report 
asphyxia  signaling  the  onset  in  many  cases 
and  its  occasional  failure  to  appear  in 
others.  Buerger  states  that  asphyxia  may 
proceed  syncope,  or  the  latter  may  be 
wholly  absent. 
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Stage  of  Trophic  Disorders  and  Gan- 
grene.— Sensory  symptoms,  according  to 
Raynaud,  are  very  marked  at  this  stage. 
Other  authors  minimize  the  role  of  pain. 
The  pain  may  initiate  the  attack  or  may 
come  on  during  the  asphyctic  stage.  The 
distribution  of  the  pain  is  never  confined 
to  one  nerve,  but  is  diffuse.  Small  blebs 
over  the  affected  parts  usually  signal  the 
onset  of  gangrene.  Although  dry  gangrene 
usually  occurs,  wet  gangrene  may  occa- 
sionally develop.  In  this  stage  of  Ray- 
naud’s disease  characteristic  changes  are 
demonstrable  in  certain  of  the  bones  by 
roentgen-ray  examination.  In  the  hand, 
bony  atrophy,  with  a disappearance  of  one 
or  more  of  the  tips  of  the  first  phalanges 
are  seen.  This  is  likewise  seen  in  the  pha- 
langes. These  atrophic  changes  may  ex- 
tend even  as  far  as  the  metarcarpals  and 
metatarsals. 

Diagnosis : If  the  typical  picture  of  the 
Raynaud  Syndrome  be  borne  in  mind  and 
the  phenomena  not  underated,  the  differ- 
ential diagnosis  should  not  be  difficult.  It  is 
the  atypical  forms  which  may  present  try- 
ing problems.  Thus  the  mere  presence  of 
cadaveric  fingers  and  toes  does  not  war- 
rant the  diagnosis  of  Raynaud’s  disease, 
nor  does  the  single  absence  of  symptoms, 
even  gangrene,  disprove  the  diagnosis. 

DIFFERENTIAL  DIAGNOSIS  FROM  OTHER  VASOMOTOR 
AND  TROPHIC  NEUROSES. 

FUNCTIONAL  VASOCONSTRICTOR  DISTURBANCES. 

There  are  cases  of  mild  spastic  disorders 
of  the  extremities  which  are  not  sufficiently 
advanced  either  in  symptoms  or  signs  to 
be  classified  as  Raynaud’s  disease.  In- 
cluded among  these  or  the  minor  cases  of 
acrocyanosis.  Here  the  disturbances  con- 
sist of  cold  cyanotic,  moist  hands  or  feet, 
without  trophic  disturbances  or  pain  in  the 
affected  parts.  Adson  speaks  of  another 
group  where  the  symptoms  are  of  short 
duration,  occurring  during  the  winter 
months.  In  these  cases  the  attacks  consist 
chiefly  of  pallor,  involving  one  or  more 
digits,  symmetrical  in  distribution,  but  re- 
covery rapidly  induced  by  exposure  to  in- 


creased temperature.  Pain  and  trophic 
symptoms  are  entirely  absent. 

FUNCTIONAL  VASO-DILATOR  DISTURBANCES. 

In  these  vaso-motor  disturbances  the 
peripheral  arteries  are  dilated.  Intermit- 
tent attacks  of  vaso-dilatation  of  the  hands 
or  feet,  symmetrical  and  attended  by 
severe  burning  of  the  affected  parts.  Dur- 
ing the  attacks  the  parts  are  flushed  and 
the  veins  dilated  and  throbbing.  There  is 
an  increased  temperature  of  part.  Relief 
is  obtained  by  immersing  part  in  cold 
water,  and  elevation  of  limb. 

ORGANIC  DISTURBANCES. 

Thrombo-angiitis  obliterans  and  arterio- 
sclerosis with  thrombosis  constitute  the 
two  main  groups  of  occlusive  disease  of 
the  distal  arteries.  These  cases  may 
present  symptoms  simulating  Raynaud’s 
disease.  On  account  of  the  diminished 
blood  supply  due  to  partial  occlusion  from 
degenerative  changes  in  the  vessels  and 
also  vaso-spasm  induced  by  small  arterial 
lesions,  color  changes,  mild  sensory  dis- 
turbances and  reduction  of  temperature  of 
the  affected  parts  may  be  seen,  or  the  ter- 
minal picture  with  gangrene.  Rather 
characteristic  in  the  symptomatology  of 
thrombo-angiitis  obliteran  is  the  apparent 
dependence  of  the  vaso-motor  symptoms 
upon  variation  in  temperature,  the  chroni- 
city  of  the  manifestations,  the  absence  of 
pain  in  some  cases  and  the  absence  of 
paroxysmal  nature  of  the  attacks  so  char- 
acteristic of  Raynaud’s  Disease.  The  sig- 
nificant and  distinctive  feature  of  organic 
arterial  disease  is  the  obliteration  of  the 
usually  palpable  perepherial  arteries, 
gangrene  due  to  cardiac  and  arterial  dis- 
ease (embolic  or  thrombotic  gangrene) 
and  atheromatous  changes  in  the  arterial 
tree. 

REVIEW  OF  TREATMENT. 

Unfortunately  we  are  greatly  handi- 
capped in  the  way  of  therapy  in  this  con- 
dition since  our  knowledge  of  it’s  etiology 
is  still  meager  and  mostly  a matter  of 
speculation. 
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Most  authors  are  in  agreement  in  that 
first  care  should  be  towards  the  attain- 
ment of  an  improvement  in  the  neuro- 
pathic diathesis.  Constructive  treatment 
along  general  constitutional  lines  is  indi- 
cated. Patients  should  be  warned  against 
undue  exposure  to  cold.  Application  of 
electricity  in  the  form  of  galvanic  cur- 
rent is  recommended  by  some  few  writers, 
but  according  to  most  literature  this  as  a 
whole  has  been  found  disappointing.  Cush- 
ing recommends  the  use  of  an  elastic 
bandage  to  promote  passive  hyperemia. 
As  early  as  1896  Mobius  refers  to  the  pos- 
sibility of  the  participation  of  the  thyroid 
gland  in  the  production  of  Raynaud’s  Syn- 
drome. Other  authors  have  suggested  dys- 
crasias  of  the  pituitary  and  adrenal 
glands.  Osborne,  Solis-Cohen,  Fontains, 
and  others  have  spoken  of  the  therapeutic 
values  of  thyroid  and  adrenal  extract  in 
Raynaud’s  disease. 

Block  reviews  the  relationship  of  the 
pituitary  gland  to  Raynaud’s  Syndrome 
and  reports  excellent  results  in  one  case 
from  injection  of  posterior  lobe  extract. 

Reed  reports  a case  that  had  suffered 
from  childhood  with  a vaso-motor  neurosis, 
which  during  the  last  year  manifested 
itself  as  a typical  Raynaud’s  disease.  At 
the  same  time  there  were  symptoms  sug- 
gesting a supra-renal  insufficiency.  This 
patient  was  greatly  benefited  by  thyroid 
and  adrenal  extracts. 

Ghelfi  reports  three  cases  in  which, 
although  there  was  nothing  to  suggest 
syphilis  at  first,  the  failure  of  all  ordinary 
measures  in  Raynaud’s  led  to  the  assump- 
tion of  the  syphilitic  origin.  This  was 
confirmed  by  a prompt  and  complete  recov- 
ery under  specific  treatment.  Hands  and 
Reilly  also  report  three  cases  of  Raynaud’s 
disease  in  children  occurring  in  one 
family,  that  he  believed  due  to  syphilis. 
Both  parents  and  children  presented  posi- 
tive Wassermann  reactions. 

Borak,  on  the  supposition  that  Ray- 
naud’s disease  is  due  to  increased  activity 
of  certain  spinal  cord  centers,  has  admin- 


istered roentgen-ray  therapy  to  those  por- 
tions of  the  spinal  cord  which  supply  the 
diseased  extremities.  He  obtained  definite 
therapeutic  results  in  nine  cases — six  in 
the  second  stage  and  three  in  the  third 
stage.  Surgical  treatment  of  the  disease 
would,  naturally,  only  be  considered  in  the 
most  intractable  cases.  Two  methods  of 
procedure  have  been  carried  out. 

(1)  Leriche,  in  1913,  described  the  re- 
sults he  had  obtained  by  removing  the 
periarterial  sympathetic  fibers  around  the 
femoral  artery  so  that  vasodilation  re- 
sulted. Bernheim,  in  1925,  published  a list 
of  cases  in  which  he  had  performed  peri- 
arterial sympathectomies  and  concluded 
that  this  operation  had  much  to  offer. 

(2)  Quite  recently  Davis  and  Kavanel, 
also  Adson  and  Brown,  have  reported 
cases  in  which  sympathetic  ganglionecto- 
mies  were  done,  with  very  promising  re- 
sults. Adson  believes  that  ganglionecto- 
mies  are  indicated  in  Raynaud’s  disease 
and  probably  in  some  allied  and  borderline 
cases,  but  warns  that  it  be  employed  with 
caution,  as  the  procedure  is  not  a cure-all 
for  all  peripheral  vascular  diseases. 

CASE  REPORTS. 

Mrs.  H.,  a poorly  nourished  and  developed  indi- 
vidual, of  a highly  nervous  type,  was  admitted  to 
hospital  complaining  of  periodic  attacks  of  numb- 
ness and  burning  of  feet,  with  some  degree  of 
coldness  of  fingers  and  hands. 

Family  History. — Essentially  negative  except 
for  neurotic  trend  in  family,  which  manifested 
itself  in  mother  and  oldest  sister. 

Present  Illness. — The  onset  of  her  illness  began 
in  November,  1928,  as  numbness  of  feet  accom- 
panied by  mild  stinging  pains  which  centered 
around  her  toes.  She  first  noticed  that  her  feet 
became  pale  and  icy  cold.  Soon  following  this 
her  feet  would  change  in  color  to  a reddish-blue. 
At  this  time  patient  experienced  stinging,  burn- 
ing pains.  About  one  month  later  her  fingers 
and  hands  would  get  cold.  Only  a slight  burn- 
ing pain  accompanied  this.  Blanching  and  cyano- 
sis followed  the  same  course  as  in  the  feet.  In 
the  beginning  the  asphyxia  and  cyanosis  of  the 
feet  with  associated  pains  came  at  intervals  of  3 
to  4 days,  her  attacks  later  becoming  shorter  and 
accompanying  pain  more  severe.  At  the  time  of 
admission  the  patient  was  having  from  one  to  two 
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attacks  each  day,  the  pain  being  of  such  a char- 
acter that  opiates  alone  relieved  her. 

Past  History. — Patient  had  measles,  pertussis 
and  mumps  in  early  childhood.  An  appendectomy 
was  done  at  the  age  of  25  years.  The  most  note- 
worthy consideration  of  her  girlhood  was  that 
of  her  menstrual  history.  The  dominating  symp- 
tom -was  that  of  dysmenorrhea.  Here  the  patient 
recalls  vividly  the  trying  and  nerve  racking  mem- 
strual  periods,  at  which  time  she  was  compelled 
to  stay  in  bed  from  two  to  three  days  and  take 
treatment  for  pain  and  extreme  nervousness.  This 
condition  manifested  itself  at  each  menstrual 
period  up  until  one  year  ago.  Since  that  time 
patient  has  never  menstruated.  Her  marital  his- 
tory is  essentially  negative.  She  has  been  preg- 
nant four  times  and  has  given  birth  to  four  normal 
children. 

Physical  Examintion. — At  the  time  of  examina- 
tion the  skin  was  warm,  dry  and  elastic,  except 
over  the  feet  and  hands.  Here  the  skin  felt  cool 
and  clammy.  At  this  time  the  skin  covering  feet 
and  hands  was  of  a livid  blue.  On  pressure  there 
was  a sluggish  return  of  blood  to  the  affected 
parts.  Elevation  of  legs  caused  no  blanching  of 
affected  parts.  Inspection  reveals  a poorly  nour- 
ished and  developed  anemic  individual,  extremely 
nervous,  lying  in  bed  complaining  of  burning, 
stiging  pains  in  both  feet. 

Head  and  Neck. — Negative  except  for  catarrhal 
stomatitis. 

Pupils  react  to  light  and  accommodation. 

Chest. — Narrow  and  symmetrical.  No  lagging 
or  retraction. 

Lungs. — Negative. 

Heart. — No  enlargement,  murmurs  or  irregu- 
larities. 

P.  R.— 88. 

B.  P. — 106/74. 

Abdomen. Negative. 

Extremities. — Bones  and  joints  negative,  patella 
reflexes — absent.  Small  blebs  with  sero-sanguine- 
ous  content  over  dorsum  of  both  feet.  During 
period  of  asphyxia  pulsation  was  noted  in  posterior 
tibial  and  dorsal  pedis  arteries.  Volume  appar- 
ently was  diminished,  the  color  of  the  affected 
parts  then  being  a reddish  blue.  Temperature 
lower  than  rest  of  body.  Slight  puffiness  was 
noted  in  both  feet,  being  most  marked  in  right 
foot.  There  was  marked  sensory  disturbances  of 
the  feet — hyperesthesia  and  thermo-hyperesthesia 
being  present,  extending  above  ankle.  In  the 
fingers  this  was  not  so  manifest,  a blurring  of 
tactile  sense  being  noted  though.  During  the 


stage  of  syncope,  hyperesthesia  and  thermo-hyper- 
esthesia gave  way  to  almost  a complete  anaes- 
thesia of  the  affected  parts. 

Laboratory  Findings. — Erythrocytes,  3,900,000; 
total  leukocytes,  5,750;  differential  count,  small 
lymphocytes,  30  per  cent;  large  lymphocytes,  3 
per  cent;  transitional,  3 per  cent;  eosiniphiles,  3 
per  cent;  P.  neutrophiles,  61  per  cent;  hemoglobin, 
45  per  cent;  feces  examination,  negative. 

Radiographic  Findings.  — Radiographic  study 
negative  for  any  organic  disease  of  peripheral 
arteries. 

Diagnosis. — Probable  Raynaud’s  disease. 

Capillary  Test  of  Nail  Folds. — Findings  positive 
for  Raynaud’s  disease. 

Treatment  and  Progress. — Constructive  treat- 
ment along  general  constitutional  lines  was  given, 
including  physiotherapy.  Thyroid  and  adrenal 
extracts  were  given  in  large  doses.  Patient  was 
definitely  improved  at  end  of  second  week,  sen- 
sory symptoms  being  of  only  a mild  nature.  Pa- 
tient was  discharged  with  instructions  as  to  treat- 
ment and  advised  to  return  in  few  months  for 
observation.  We  saw  this  patient  ten  months 
later,  nutrition  was  greatly  improved,  patient  was 
then  free  from  all  subjective  symptoms.  The  skin 
over  both  feet  however,  showed  some  early  hyper- 
trophic changes. 

SUMMARY  AND  CONCLUSION. 

1.  Raynaud’s  disease  is  the  outcome  of 
irritative  and  exhaustive  processes  of  the 
sympathetic  nervous  system. 

2.  It  is  most  commonly  found  in  fami- 
lies of  the  neuropathic  type. 

3.  Some  endocrine  dyscrasia,  probably 
thyroid,  is  a factor  in  the  production  of 
Raynaud’s  disease. 

4.  Psychic  shock  or  undue  exposure  to 
cold  may  irritate  an  attack. 

5.  Raynaud’s  disease  shows  a predilec- 
tion for  women  between  the  ages  of 
twenty-one  and  thirty  years. 

6.  Some  few  cases  may  be  benefited  by 
general  constructive  treatment  with  gland- 
ular therapy. 

7.  Cases  not  responding  to  palliative 
treatment  are  greatly  benefited  by  peri- 
arterial sympathectomies  and  systematic 
ganglionectomies. 
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DISCUSSION. 

Dr.  Marion  D.  Hargrove  (Shreveport)  : I have 

listened  with  a great  deal  of  interest  to  Dr.  Tex- 
ada’s  report  of  this  case.  Raynaud’s  disease  being 
one  of  the  rare  diseases,  we  therefore  rarely  see 
a case. 

In  my  limited  experience,  I have  had  one  case 
which  I diagnosed  as  a probably  case  of  Raynaud’s 
disease.  In  this  patient,  which  happened  to  be  a 
man,  the  condition  affected  the  upper  extremities 
resulting  in  some  necrosis  and  gangrene  of  the 
distal  phalanx  of  one  thumb. 

As  Dr.  Texada  has  said,  Reynaud’s  disease  as 
originally  described,  was  a disease  in  which  they 
had  been  unable  to  find  any  distinct  pathology  in 
the  blood  vessels  themselves.  Since  that  time 
some  writers  have  claimed  to  have  found  some 
pathology  in  the  peripheral  vessels. 

I think  Raynaud’s  disease  is  of  interest  partic- 
ularly since  we  do  not  know  what  the  cause  is. 
Like  quite  a few  other  diseases,  it  is  one  to  in- 
spire you  to  work  and  to  tax  your  imagination  as 
to  its  cause  and  treatment.  We  run  across  many 


things  about  which  we  have  some  definite  knowl- 
edge and  then  a condition  such  as  Raynaud’s  dis- 
ease appears  to  let  us  know  that  we  have  not 
explored  the  entire  field  of  medicine,  that  there 
is  left  quite  a bit  we  can  work  on  and  learn  some- 
thing new  about. 

I think  Dr.  Texada  has  covered  the  field  fully 
and  his  paper  has  been  most  enjoyable. 

Dr.  H.  R.  Unsworth  (New  Orleans)  : This  is 

not  a neurological  problem,  but  I have  a dear 
friend  of  mine  who  ran  across  something  acci- 
dentally that  might  be  of  some  held. 

Sometimes  I think  if  we  understood  the  emo- 
tionalism in  the  sympathetic  nervous  system  it 
would  solve  some  of  the  problems  of  the  obscure 
etiology  of  these  diseases. 

The  outstanding,  disagreeable  feature  in  Ray- 
naud’s disease  is  the  pain.  I have  a dear  friend 
who  has  Raynaud’s  disease  to  the  point  where 
morphine  hypodermics  are  frequently  necessary. 
It  was  observed  that  these  hypodermics  became 
more  necessary  at  the  time  of  extreme  apprehen- 
siveness or  at  the  time  of  some  great  shock  dis- 
agreeable to  the  patient.  Working  on  that  basis, 
I have  suggested  the  administration  of  luminal 
regularly  three  times  a day  in  quarter  of  a grain 
doses  to  rather  tune  down  the  sympathetic  nerv- 
ous system,  and  not  make  the  response  to  appre- 
hensiveness and  emotional  instability  so  acute. 
That  almost  immediately,  along  with  the  other 
measures  of  prolonged  heat,  seemed  to  relieve 
the  patient  a great  deal.  I merely  suggest  this  in 
the  matter  of  treatment. 

Dr.  Isidore  Cohn  (New  Orleans) : There  are 

just  one  or  two  points  that  I should  like  to  address 
myself  to.  One  in  particular,  Dr.  Texada  said 
there  was  atrophy  of  the  first  phalanx.  I think 
he  meant  the  terminal  phalanx. 

I think  these  bone  changes  in  Raynaud’s  are 
often  overlooked.  If  we  will  in  some  of  these 
obscure  pains  in  the  extremities  look  for  the 
roentgen-ray  manifestations  of  bone  atrophy  in 
the  terminal  phalanges  we  will  have  a bit  of  in- 
formation which  will  help  us  a great  deal. 

It  is  rather  important,  too,  to  differentiate  the 
true  erythromelagia  from  Raynaud’s  disease  be- 
cause in  the  one  instance  if  you  do  the  sympathect- 
omy in  the  Weir  -Mitchell’s  disease  you  will  find 
your  patient  in  a worse  fix  than  he  was  when  you 
started.  I believe  periarterial  sympathectomy 
offers  us  the  one  means  of  improving  our  patient 
locally  more  than  anything  else  in  Raynaud’s  dis- 
ease. Of  course,  we  must  address  ourselves  to 
the  general  nervous  manifestations  which  are 
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probably  behind  it.  We  must  not  think  only  of 
the  lower  extremities.  The  upper  extremities  are 
affected  nearly  as  often  as  the  lower,  and  when 
we  speak  of  periarterial  sympathectomies  we  must 
think  of  the  brachial  as  well  as  the  femoral  art- 
eries. That  is  one  reason  I believe  the  peri- 
arterial sympathectomy  to  be  of  more  general  use 
than  the  ganglionectomy. 

Dr.  Blanchard  H.  Texada  (closing)  : I want  to 

thank  Drs.  Hargrove,  Cohn  and  Unsworth  for  their 
most  generous  discussion. 


It  was  not  because  I had  seen  any  great  num- 
ber of  these  cases  that  I reported  this  case.  I 
think  I have  seen  only  three,  two  of  which  were 
in  the  Charity  Hospital  of  New  Orleans.  I saw 
the  third  after  I began  practicing. 

The  reason  I reported  this  case  was  because  of 
its  unusual  response  to  medical  treatment.  Wheth- 
er or  not  this  patient  will  continue  to  improve  as 
she  has  I am  not  in  a position  as  yet  to  say,  but 
considering  her  progress  up  to  the  present  time 
I think  there  still  might  be  a field  for  glandular 
therapy  in  these  early  cases. 
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TYPES  OF  PNEUMOCOCCI  IN  THE 
FAR  SOUTH.* 

JULIAN  C.  BARTON,  M.  D., 

New  Orleans. 

A study  of  the  types  of  pneumococci  in 
patients  with  lobar  pneumonia  entering 
Charity  Hospital  was  begun  early  in  1930 
and  continued  through  the  Spring.  Not  all 
cases  admitted  were  studied,  though  no  at- 
tempt at  selection  was  made.  Only  2 cases 
of  broncho-pneumonia  are  included. 

The  mouse  method  of  typing  was  em- 
ployed routinely  and  in  most  instances  cul- 
tures from  the  mouse’s  blood  were  made 
for  confirmation.  Practically  all  of  these 
patients  received  a polyvalent  pneumococ- 
cus serum  without  regard  to  type  and  there 
was  no  necessity  for  rapid  type  determina- 
tion. However,  where  rapid  methods  of 
typing  were  used,  this  was  found  to  be 
much  less  satisfactory  than  the  mouse 


method. 

Table  I. 

— Cases — — Deaths — Cases  Deaths 

Type  City  Rural  City  Rural  % % 

1 9 2 0 0 30  0.0 

II 3 1 0 1 11  25.0 

III  2 0 1 0 5 50.0 

IV  15  3 1 1 49  11.0 

Cross  Aggluti- 
nation  2 0 0 0 5 0.0 


Total  cases,  37;  total  deaths,  4,  or  11  per  cent. 

*From  the  Department  of  Medicine,  Tulane 
University  of  Louisiana,  and  the  Charity  Hospital, 
New  Orleans. 


As  is  seen  from  the  table,  the  results  ob- 
tained are  in  striking  contrast  to  those  re- 
ported by  Cecil1  or  Avery,  Chickering,  Cole 
and  Dochez2,  though  the  small  number 
studied  will  permit  of  no  broad  generaliza- 
tions. Smillie  and  Caldwell3,  in  a study  of 
58  cases  of  pneumonia  in  a rural  area  of 
Alabama,  found  them  distributed  as  fol- 
lows: type  I,  12  per  cent;  type  II,  3 per 
cent;  type  III,  2 per  cent;  type  IV,  69  per 
cent,  and  8 cases  from  which  pneumococci 
were  not  isolated.  In  this  group  the  death 
rate  was  10  per  cent.  The  noteworthy 
point  of  Smillie  and  Caldwell’s  and  my 
group  of  cases  is  the  great  predominance 
of  type  IV  organisms.  The  general  belief 
that  pneumonia  is  a somewhat  less  serious 
disease  and  more  likely  to  run  an  atypical 
course  in  the  South  than  in  the  North  is 
borne  out  by  this  finding. 
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THE  AMERICAN  JOURNAL  OF 
CANCER. 

Ordinarily  the  bringing  out  of  a new 


by  the  first  number  of  the  new  volume. 
There  are  slightly  under  600  pages  in  the 
January  number  of  this  quarterly,  which 
contains  not  only  a very  considerable  num- 
ber of  pages  of  original  matter  which  have 
to  do  with  cancer  in  all  its  aspects,  but 
includes  as  well  nearly  200  pages  of  ob- 
stracts,  apparently  of  practically  every 
paper  that  concerns  cancer  which  has  been 
published  recently.  The  abstract  depart- 
ment of  the  journal  alone  would  warrant 
its  continuation,  but  in  addition  to  this 
feature  there  are  clinical,  experimental, 
statistic  and  economic  papers  on  this  im- 
portant manifestation  of  disease,  printed 
on  an  excellent  grade  of  paper  and  abund- 
antly illustrated.  That  such  a splendid 
journal  could  be  published  for  the  small 
price  of  the  subscription  would  seem  an 
impossibility  were  it  not  for  the  fact  that 
Mr.  Francis  P.  Garvan  and  Mr.  William 
W.  Buffum  of  the  Chemical  Foundation 
have  generously  offered  financial  support 
for  this  journal,  which  will  cover  the  entire 
field  of  cancer. 

Readers  of  the  New  Orleans  Medical  and 
Surgical  Journal  who  have  the  opportunity 
of  looking  over  the  first  number  of  this 
new  work  will  realize  that  the  laudatory 
statements  made  above  are  fully  war- 
ranted. It  might  be  added  that  the  sur- 
geon and  the  laboratory  man  and  he  who 
is  interested  in  the  educational  or  public 


journal  or  a modification  of  an  existing  health  aspects  of  the  cancer  problem  will 


journal  in  purpose  and  style  does  not  war- 
rant editorial  comment.  The  appearance 
of  the  American  Journal  of  Cancer,  a 


find  that  it  is  impossible  for  them  to  do 
without  this  new  journal,  the  editor  of 
whom  is  Dr.  Francis  Carter  Wood,  who 


continuation  of  the  Journal  of  Cancer  Re-  has  under  him  an  editorial  board  of  the 


search,  does,  however,  justify  some  state- 
ment as  to  the  type  of  publication  and  the 
general  character  of  its  format.  The 
reason  for  this  lies  in  the  extremely  com- 
prehensiveness of  this  journal  as  indicated 


most  distinguished  students  of  cancer  in 
this  country.  The  names  of  the  editor  and 
of  the  board  definitely  indicate  that  the 
high  standard  of  the  first  number  of  this 
new  journal  will  continue. 
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TUBERCULOSIS  AND  NEW  ORLEANS. 

Dr.  W.  H.  Seemann,  President  of  the 
Tuberculosis  and  Public  Health  Associa- 
tion of  Louisiana,  is  to  be  congratulated 
upon  the  splendid  stimulating  program 
that  was  recently  presented  to  the  medical 
profession  and  laity  of  New  Orleans  at  the 
Annual  Meeting  of  the  Organization.  For 
two  days  sessions  were  held  from  morn- 
ing until  night,  and  distinguished  speak- 
ers, interested  in  the  subject  of  tubercu- 
losis and  public  health,  presented  their 
point  of  view  concerning  the  tuberculosis 
problem.  This  meeting,  which  had  to  do 
entirely  with  tuberculosis,  will  more  than 
repay  the  activities  of  the  officers  of  the 
tuberculosis  organization  if  a greater  in- 
terest than  is  now  manifested  is  aroused 
in  the  subject  of  tuberculosis  in  the  South, 
and  specifically  and  more  particularly  in 
New  Orleans.  The  situation  as  it  stands 
at  the  present  time  is  one  in  which  the 
City  of  New  Orleans  has  no  cause  to  be 
proud.  The  death  rate  in  1929  in  this  city 
per  100,000  population  was  exceeded  only 
by  El  Paso  and  San  Antonio,  both  resort 
cities  where  many  far  advanced  cases  of 
tuberculosis  congregate.  The  death  rate 
in  New  Orleans  was  142.6  per  100,000. 
There  were  only  13  large  cities  in  the 
country  that  exceeded  a rate  of  100.  The 
average  death  rate  in  the  United  States  of 
America  in  1928  was  70.1.  It  will  be  ob- 
served that  the  New  Orleans  death  rate 
is  more  than  double  that  of  the  country  as 
a whole.  Of  course  such  factors  as  the 
exaggeration  of  the  death  rate  due  to  the 
local  negro  population  and  the  increase 
that  comes  in  any  large  city  as  a result  of 
the  importation  of  cases  of  tuberculosis 
are  both  factors  which  materially  raise  the 
death  rate.  However,  the  rate  is  so  high 
that  a real  problem  is  presented  to  public 


health  officers  and  to  those  interested  in 
the  control  of  this  specific  infection.  Per- 
haps the  recent  meeting  will  stimulate  and 
will  awaken  physicians  and  intelligent 
laity  to  the  need  of  eternal  vigilance  in 
combating  the  dreaded  disease  tuberculo- 
sis. Cooperation  is  necessary.  Not  only 
must  the  public  health  authorities,  doctors, 
social  service  workers,  and  others  strive 
together  for  the  common  end  of  lowering 
the  incident  of  tuberculosis  in  this  city, 
but  also  it  would  seem  that  it  is  absolutely 
imperative  that  all  organizations  engaged 
in  fighting  the  disease  get  together  for  the 
common  purpose  of  improving  conditions 
as  they  exist  now  in  the  City  of  New 
Orleans. 


VITAMINE  FACTORS  IN  PERNICIOUS 
ANEMIA. 

Undoubted  evidence  continues  to  pile  up 
concerning  the  value  of  liver  extract  in 
the  treatment  of  patients  who  are  suffer- 
ing with  pernicious  anemia.  Everything 
that  Minot  and  Murphy  claimed  in  their 
original  paper  has  been  confirmed  and  re- 
confirmed all  over  the  civilized  world.  In 
the  preparation  of  liver  extract  Number 
343  for  the  Pernicious  Anemia  Committee 
of  the  Harvard  Medical  School  by  Eli  Lilly 
and  Company,  considerable  difficulty  has 
arisen  because  of  the  difficulty  of  stand- 
ardizing and  preparation.  Zerfas1  reports 
that  a reasonably  accurate  and  effective 
way  of  determining  the  potency  of  a given 
specimen  of  liver  extract  is  to  note  the 
reaction  of  the  blood  of  patients  suffering 
with  typical  pernicious  anemia  after  giv- 
ing the  drug.  He  says  that  the  number  of 
reticulocytes  produced  at  the  peak  of  the 
arise,  combined  with  the  information  rela- 
tive to  the  rate  of  red  blood  production 
during  the  first  month  of  treatment,  seems 
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a useful  means  of  determining  the  potency 
of  liver  fractions.  This  information  indi- 
cates definitely  and  substantiates  fully  the 
known  fact  that  liver  extract  affects  pro- 
foundly the  production  of  red  blood  cells. 
Unfortunately  this  particular  fraction, 
which  is  water  soluble,  controls  the  forma- 
tion of  red  blood  corpuscles,  but  apparently 
has  no  affect  upon  the  central  nervous  sys- 
tem symptoms  of  pernicious  anemia,  or  if  it 
has  an  affect  it  is  but  a minimal  one.  Mel- 
lanby2  is  dubious  concerning  the  patho- 
genesis of  the  blood  and  the  cord  disturb- 
ances in  this  disease.  He  hints  that  there 
may  be  two  factors  responsible  for  the  two 
quite  distinct  pathologic  disturbances  in  the 
disease.  The  one  of  these  is  cured  by  the 
water  soluble  fraction  of  liver ; the  other  is 
apparently  relieved  by  a fat  soluble  sub- 
stance, namely,  vitamine  A,  which  he  has 
shown  when  absent  from  the  diet  results  in 
production  of  sub-acute  combined  sclerosis 
of  the  spinal  cord.  Furthermore,  Ungley  and 
Suzman3 4  have  shown  that  the  administra- 
tion of  whole  liver  in  the  diet  of  patients 


HOOKWORM  IN  THE  UNITED  STATES— It 

is  theoretically  and  practically  impossible  to  lay 
down  a detailed  plan  of  work  for  all  health  officers 
today.  In  general  terms  I would  summarize  the 
subject  as  follows: 

(1)  The  health  officer’s  chief  vantage  ground 
for  gaining  and  distributing  information  still  lies 
in  the  schools  (including  all  types),  the  churches, 
and  in  the  industries  (including  the  mills,  fac- 
tories, and  mines). 

(2)  His  chief  ally  for  microscopic  diagnosis  is 
the  laboratory  of  the  State  board  of  health;  it  is 
diagnosis  be  wants  (not  egg  counts  and  counts  on 
soil  infection),  and  the  report  on  the  diagnosis 
should  include  report  on  Ascaris  in  case  he  plans 
to  use  carbon  tetrachloride. 

(3)  His  chief  ally  for  treatment  is  the  family 
physician — a greater  ally  than  ever  before  and 
one  whose  field  of  treatment  should  be  invaded  as 
little  as  feasible. 

(4)  In  addition  to  the  rural  school  teacher, 
whose  wonderful  support  we  enjoyed  from  the  be- 
ginning of  the  work,  the  health  officer’s  chief 


suffering  from  pernicious  anemia  not  only 
improves  the  blood,  but  may  also  alleviate 
those  symptoms  which  depend  upon  the 
spinal  cord  changes.  Unfortunately  the  cord 
changes,  though  relatively  rare  in  perni- 
cious anemia  are  by  no  means  uncommon. 
It  would  seem  judging  from  these  several 
observations  that,  while  the  highly  con- 
centrated liver  preparation  now  on  the 
market  is  of  inestimable  value  in  the  treat- 
ment of  the  blood  disturbances  and  is  a sat- 
isfactory preparation  for  most  patients, 
with  Addisonion  anemia,  it  might  be  ad- 
visable to  offer  an  alternative  liver  prep- 
aration which  would  contain  net  only  the 
water  soluble  fraction,  but  also  the  fat  solu- 
ble factor.  This  would  seem  to  be  a worthy 
therapeutic  suggestion,  provided  the  tech- 
nical difficulties  in  preparing  liver  extract 
containing  vitamine  A are  not  unsur- 
mountable. 

1.  Zerfas,  L.  G. : Arch.  Int.  Med.,  47:135,  1931. 

2.  Mellanby,  Edward:  J.  A.  M.  A.,  96:325,  1931. 

3.  Ungley,  C.  C.  and  Suzman,  M.  M.:  Brain,  52:271, 
1929 


allies  for  applying  methods  of  prevention  are  a 
sensible  sanitary  inspector  and  a sensible  county 
nurse  who  can  talk  the  same  vernacular  as  the 
people,  who  think  their  thoughts,  and  who  can 
appreciate  the  great  potentiality  of  the  mother  in 
the  home. 

(5)  It  is  unnecessary  to  argue  the  point  before 
this  audience  that  any  plan  savoring  of  routine 
mass  treatment  in  the  public  schools,  either  in 
getting  rid  of  hookworms  or  of  tonsils,  without 
full  consent  and  cooperation  of  the  parents  and  the 
local  physicians,  will  sooner  or  later  lead  to  serious 
antagonism  between  the  health  officers  on  the  one 
hand  and  the  parents,  physicians,  and  courts  -on 
the  other. 

(6)  I cannot  advise  the  general  adoption  of 

the  new  quasi-mathematical  Pythagoristic  oological 
plan,  which,  from  my  viewpoint,  not  only  is  based 
on  incomplete  premises  and  error  in  logic,  but  in- 
cludes unessentials  in  administration,  and  sails  too 
close  to  the  wind  in  respect  to  professional  ethics 
and  legal  responsibility. — Stiles,  C.  W. : U.  "S. 

Public  Health  Reports,  45:1763,  1930. 


HOSPITAL  STAFF  TRANSACTIONS 


TRANSACTIONS  OF  THE  CHARITY  HOSPITAL 
SURGICAL  STAFF. 

The  regular  monthly  meeting  of  the  Surgical 
Staff  was  held  on  the  night  of  February  18.  After 
the  usual  business,  several  cases  of  interest  that 
died  during  the  month  of  January  were  brought 
up  for  discussion. 

The  first  case  was  that  of  a negro  female,  54 
years  of  age,  who  had  been  ill  over  a period  of 
three  days  before  admission  to  the  hospital,  the 
chief  complaint  being  pain  in  the  epigastrium, 
which  was  rather  gradual  in  onset.  An  emergency 
operation  was  performed  and  a postoperative 
diagnosis  of  acute  hemorrhagic  pancreatitis  was 
made.  The  pancrea  was  incised  and  drains  were 
left  in.  However,  the  patient  died  five  days  after 
being  operated  upon.  In  discussing  the  case,  Dr. 
Gessner  explained  that  in  his  experiences  areas  of 
fat  necrosis  gave  the  appearance  of  whitish  spots, 
especially  over  the  omentum.  As  a pre-operative 
test,  he  named  the  adrenalin  eye  test.  There  was 
no  further  discussion  of  this  case. 

The  second  case  was  that  of  a negro  male,  38 
years  of  age,  who  had  been  in  a medical  ward 
with  a diagnosis  of  possible  amebic  dysentery.  A 
mass  was  discovered  in  the  right  lower  quadrant 
following  the  complaint  of  acute  pain  by  the 
patient  in  this  region.  A diagnosis  of  acute  ap- 
pendicitis was  made  and  the  patient  was  operated 
upon  under  spinal  anesthesia.  The  colon  was 
found  to  be  rather  thick  in  this  region  as  was  also 
the  cecum.  A chronically  diseased  appendix  was 
found  and  after  the  usual  manner  of  handling  the 
appendix,  the  patient  was  sent  back  to  the  ward. 
However,  he  continued  to  have  a rather  mucous 
and  watery  diarrhea,  dying  eight  days  after  opera- 
tion. There  was  a record  of  one  stool  examination 
which  showed  no  parasites.  Dr.  Rives  in  discuss- 
ing this  case  felt  that  perhaps  other  examinations 
of  the  stools  might  have  been  recorded. 

The  third  case  was  one  in  which  a diagnosis  of 
secondary  syphilis  was  made  as  also  granuloma 
inquinale  of  the  perineum.  No  Donovan  bodies 
were  discovered  in  the  perineal  lesion.  However, 
the  patient  was  given  sodium  antimony  thiogly- 
collate  in  doses  of  6-8-10-12  and  14c. c.  These 
injections  were  given  over  a period  of  nine  days. 
Almost  coincidently,  the  patient  was  given  two 
.3  gram  and  one  .6  gram  doses  of  neosalvarsan. 
The  case  was  presented  by  Dr.  Mattes.  In  his  dis- 
cussion, he  stated  that  these  are  desperate  cases 
and  should  be  handled  heroically.  Dr.  Wolfe  pro- 
tested the  coincidental  giving  of  2 metalic  thera- 
peutic agents  simultaneously.  This  was  concurred 
in  by  Dr.  W.  A.  Reed.  Dr.  Loria  stated  that  a 
number  of  cases  of  granuloma  inquinale  had  been 


treated  in  the  negro  male  Surgical  Out-Patient 
Clinic  with  excellent  results  and  no  fatalities,  add- 
ing that  when  the  patients  had  syphilis  as  a com- 
plication only  one  condition  was  treated  at  a time. 
Although  the  patient  may  be  given  iodides  while 
taking  the  injections  for  his  Donovan  body  infec- 
tion. 

Three  other  cases  of  interest  were  presented, 
one  in  which  a colostomy  was  done  in  a patient 
who  had  extensive  carcinomatosis  of  the  sigmoid 
colon.  There  was  a case  of  perforated  duodenal 
ulcer  coming  into  the  hospital  96  hours  after  the 
onset  of  the  symptoms.  Dr.  Lucien  Landry  felt 
that  after  so  long  a time  these  cases  should  not  be 
operated  upon  as  a rule,  but  should  be  left  alone 
just  as  we  do  in  cases  of  abdominal  gunshot 
wounds  that  have  been  living  several  days  prior 
to  possible  surgical  intervention.  The  last  case 
was  one  which  was  diagnosed  as  pernicious  vomit- 
ing of  pregnancy  in  which  a therapeutic  abortion 
was  induced.  In  the  discussion  which  followed, 
Dr.  Mattes  said  he  had  seen  this  patient  in  consul- 
tation and  that  she  had  definitely  an  extensive 
pyelitis  involving  one  of  the  kidneys  and  that  a 
48  c.c.  quantity  of  purulent  material  had  been 
removed  at  one  time.  He  also  added  that  this  was 
a genito-urinary  problem  and  that  the  additional 
burden  placed  by  the  institution  of  labor  was 
probably  the  deciding  factor  which  finally  caused 
this  patient’s  death. 

Frank  L.  Loria,  M.  D. 


FRENCH  HOSPITAL  STAFF  MEETING. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Friday,  January  30,  1931,  Dr. 
Frank  Loria  presiding  in  Dr.  J.  M.  Lyons’  absence. 
Those  present  were:  Drs.  C.  J.  Brown,  F.  Fenno, 
P.  Graffagnino,  E.  N.  Haller,  P.  H.  Jones,  T.  A. 
Jung,  M.  Lescale,  J.  W.  Lindner,  J.  E.  Lindner,  F. 
Loria,  D.  V.  Longo,  M.  L.  Stadiem  and  E.  L. 
Zander. 

The  reports  of  discharges  and  deaths  for  the 
month  of  December  were  read  by  the  secretary. 
A case  of  acute  uremia  with  chronic  nephritis  was 
opened  to  discussion.  This  patient  was  in  the  hos- 
pital only  2%  hours,  so  that  the  case  was  not 
thoroughly  “worked  up”  and  the  diagnosis  inac- 
curate. Another  death  of  interest  was  that  of  a 
newborn  child.  This  diagnosis  was  hemorrhagic 
disease  of  the  newborn.  Dr.  Jones  said  that  this 
disease  is  characterized  by  bleeding  from  the  um- 
bilical cord,  and  often  great  sheaths  of  blood  are 
found  under  the  skin  and  in  the  brain. 

Dr.  Loria  then  presented  Dr.  P.  H.  Jones,  who 
spoke  on  the  treatment  of  ambeiasis.  He  said 
that  at  present  there  are  four  drugs  that  are 


654 


Hospital  Staff  Transactions 


widely  used  in  the  treatment  of  amebiasis.  These 
are  emetin,  ipecac,  stovarsol,  and  yatren,  a com- 
pound of  quinine  and  iodin.  Emetin  is  not  a cure, 
but  it  stops  the  symptoms  in  five  days.  Ipecac 
cures  40  to  50  per  cent  of  cases  and  is  followed 
by  vomiting  and  purging.  Stovarsol  cures  60  per 
cent  of  cases,  but  has  toxic  effects  and  is  a rather 
severe  treatment.  Yatren  is  about  20  per  cent 
better  than  any  other  drug,  for  it  controls  dysen- 
teric symptoms  in  two  days,  removes  cysts,  and  has 
no  toxic  effects. 

Dr.  Loria  then  thanked  Dr.  Jones  for  his  inter- 
esting talk,  and  there  being  no  further  business 
the  meeting  adjourned. 

Cuthbert  J.  Brown,  M.  D. 


SOUTHERN  BAPTIST  HOSPITAL. 

The  regular  meeting  of  the  Southern  Baptist 
Hospital  was  held  Tuesday,  February  24.  The 
first  case  was  presented  by  Dr.  C.  W.  Allen,  a 
patient  suffering  from  obstructive  jaundice.  The 
case  was  discussed  by  Allan  Eustis.  Carcinoma 
of  the  terminal  ileum  was  presented  by  Dr.  T.  B. 
jSellers,  and  discussed  by  Doctors  S.  C.  Lyons  and 
E.  H.  Lawson.  Dr.  J.  H.  Smith  presented  a case 
of  gastric  ulcer  which  was  discussed  by  Drs. 
Oscar  W.  Bethea,  J.  H.  Sanders,  Emmett  Irwin 
and  W.  Metz. 

The  autopsy  fiudings  of  four  patients  who  died 
in  the  hospital  during  the  month  of  January  were 
also  discussed. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING. 

FEBRUARY  9,  1931. 

Abstract — Tularemia. — Dr.  L.  J.  Clark. 

Patient — White,  male,  aged  31,  married,  no  chil- 
dren; salesman. 

Chief  Complaint — Fever;  chills;  anorexia; 

headache;  malaise;  loss  of  weight. 

Onset  about  two  months  ago.  Began  having 
chills  and  fever,  headache  and  general  aching  of 
bones  and  muscles.  Fever  was  not  continuous, 
but  at  times  would  go  as  high  as  102  3/5°  F.  Was 
seen  by  a doctor  about  ten  days  later  and  a com- 
plete physical  examination  did  not  reveal  anything 
of  note  except  a few  scattered  rales  over  the  chest 
with  no  change  in  breath  sounds  or  dullness. 
Roentgen-ray  examination  of  chest  showed  some 
calcified  nodes  of  the  mediastinal  region;  roentgen- 
ray  examination  of  the  sinuses  showed  opaque 
left  sphenoid.  The  urine  showed  rare  fresh  red 
blood  cells.  Leukocytes,  9.100;  small  lympho- 
cytes, 17  per  cent;  large  mononuclears,  13  per 
cent;  polymorph,  neutrophiles,  70  per  cent.  Four 
days  later  blood  Widal  test  was  negative  and  leuko- 
cyte count  showed  5,400  with  polymorph,  neutro- 


philes, 81  per  cent.  Agglutination  test  for  undu- 
lant  fever  showed  partial  agglutination  on  titre  of 
1-60.  Blood  culture  was  negative  after  three  weeks 
of  incubation. 

Subsequent — In  view  of  the  positive  roentgen- 
ray  findings  of  sphenoiditis  it  was  deemed  advis- 
able to  have  treatment  by  a rhinologist.  Some, 
but  only  temporary,  benefit  was  experienced. 

Four  days  after  the  examination,  patient  began 
complaining  of  a sore  on  his  right  thumb  which  he 
said  would  not  heal.  He  also  complained  of  a 
swollen  gland  in  the  right  axilla.  On  questioning, 
he  stated  that  he  had  received  a scratch  on  his 
right  thumb  while  hunting  about  ten  days  before 
onset  of  symptoms,  that  he  had  killed  a rabbit  that 
was  not  apparently  well,  as  the  rabbit  did  not 
seem  to  want  to  run,  that  he  had  given  a part  of 
the  rabbit  to  his  cat  and  that  the  cat  was  sick  for 
several  days.  Blood  was  submitted  for  tularemia 
and  a report  of  complete  agglutination  in  titre  of 
1 to  810  was  received.  At  this  time  the  tempera- 
ture was  100°  F. ; a small  red  papule  was  present 
on  the  first  joint  of  the  right  thumb;  epitrochlear 
and  one  axillary  node  were  enlarged.  No  other 
glands  were  noticeably  enlarged. 

Patient  was  given  mercurochrome  intravenously 
every  fourth  day  beginning  with  5c. c.  and  gradu- 
ally increasing.  He  improved  rapidly  and  has  now 
been  free  of  fever  for  about  two  weeks  and  feeling 
well. 

This  case  was  clinically  tularemia  of  the  typhoid 
type  with  only  very  slight  glandular  involvement 
and  no  ulceration.  I am  unable  to  say  that  the 
mercurochrome  was  of  any  definite  value,  except 
that  the  case  was  not  of  such  a prolonged  nature 
as  would  ordinarily  be  expected. 


MISSISSIPPI  STATE  HOSPITAL  FONDREN 
STAFF  MEETING,  JANUARY,  1931. 

Absti’act — Extensive  Visceral  Syphilis. — R.  B. 
Zeller,  M.  D. 

The  patient,  a white  male,  aged  56,  was  admit- 
ted to  the  hospital  March  23,  1930;  occupation, 
farmer. 

Present  Complaint — Increasing  weakness  con- 
fining him  to  his  bed.  Recent  loss  of  weight; 
memory  impairment.  He  has  been  bed-ridden  for 
the  past  five  months. 

Previous  History — Has  suffered  from  gall  stone 
attacks  for  the  past  25  years  for  which  he  has 
used  narcotics  when  he  could  obtain  them.  The 
family  history  is  of  no  consequence. 

Physical  Examination. — Nutrition  poor,  com- 
plexion sallow  and  anemic.  Visible  cartoid  pulso- 
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tion.  Aortitis  of  mild  degree.  Blood  pressure 
143-95.  Liver  enlarged  downward  two  inches 
below  the  free  border  of  the  ribs,  but  not  nodu- 
lated. Pupils  react  sluggishly  to  light.  Deep  re- 
flexes on  the  left  side  exaggerated.  Marked  speech 
defect.  No  use  of  left  leg. 

Blood:  Wassermann  (Kolmer)  and  Kahn  both 

4 plus. 

Spinal  Fluid:  Wassermann  4 plus,  Globulin  plus, 
cells,  19,  Colloidal  Gold  111000000. 

Stool  Examination:  Negative. 

Urinalysis:  Specific  gravity  1017.  No  casts, 
albumin  or  sugar. 

Roentgen-ray.  Did  not  reveal  any  stones  in  the 
gall  bladder. 

Subsequent:  On  July  16  his  temperature  became 
irregular,  returning  to  normal  each  day,  but  at 
times  going  as  high  as  103°  F. 

Blood:  July  9,  hemoglobin  40  per  cent;  ery- 
throcytes 1,550,000;  leukocytes  4,500  with  3 per 
cent  eosinophiles.  Erythrocytes  showed  achromia 
and  some  distortion  with  many  immature  forms. 

On  October  10  the  abdomen  showed  the  pres- 
ence of  marked  ascites.  Ten  litres  of  fluid  were 
withdrawn.  A specimen  was  sent  to  the  labora- 
tory. 

Ascitic  Fluid:  Kolmer  Wassermann  and  Kline- 
Young  each  4 plus.  Colloidal  Gold  0000003555. 

On  two  subsequent  occasions  the  ascitic  fluid 
was  sent  to  the  laboratory  with  identical  reports. 

The  patient  died  December  16,  1930. 

Final  Diagnosis. — Paresis;  aortitis;  myocardial 
insufficiency;  syphilis  of  the  liver. 

Treatment. — After  irregular  fever  lasting  one 
month,  potassium  iodide  by  mouth,  20  grains  daily, 
was  given.  Within  24  hours  the  temperature 
dropped  to  normal,  where  it  remained  until  shortly 
before  death. 

Paracentesis  abdominis  done  three  times,  mak- 
ing the  patient  more  comfortable. 

Trypai'samide,  0.6  gram  to  1.2  gram  given  at 
weekly  intervals  until  four  injections  had  been 
given.  Due  to  the  fact  that  patient  suffered  from 
epileptoid  seizures  following  these  injections  it 
was  necessary  to  discontinue  them. 

Raw  liver  was  used  for  patient’s  anaemia  with 
a raise  in  the  erythrocytes  from  1,550,000  to 
2,185,000  within  one  "week.  Further  use  of  the 
liver  failed  to  benefit  the  patient.  It  was  given, 
one-half  pound  daily. 


Comment. — This  patient’s  life  was  doubtless 
prolonged  several  months  by  the  treatment  given, 
although  it  had  no  lasting  effect.  It  came  many 
years  too  late.  All  of  the  body  fluids  tested  gave 
a positive  Wassermann  reaction.  These  were  the 
blood,  spinal  fluid  and  ascitic  fluid. 


ANNUAL  STAFF  MEETING  OF  OUR  LADY 
OF  THE  LAKE  SANITARIUM. 

The  annual  Staff  Meeting  of  Our  Lady  of  the 
Lake  Sanitarium  was  held  at  the  Sanitarium  on 
January  28,  1931.  After  the  dinner  at  6:30  p.  m. 
the  meeting  was  called  to  order  by  the  retiring 
Chief  of  Staff  Dr.  T.  S.  Jones.  The  regular  routine 
of  business  was  then  gone  through  and  the  follow- 
ing members  were  appointed : Dr.  Guy  Riche,  Chief 
of  .Staff;  Dr.  R.  C.  Kemp,  Vice-Chief  of  Staff;  Dr. 
E.  O.  Trahan,  Secretary;  Members  of  the  Execu- 
tive Committee,  Drs.  W.  K.  Irwin,  Cevil  Lorio,  Jeff 
McHugh,  and  L.  F.  Lorio. 


CLINICO-PATHOLOGICAL  CONFERENCE 
AT  OUR  LADY  OF  THE  LAKE  SANITARIUM, 
BATON  ROUGE,  LA. 

A Clinico-Pathological  Conference  was  held  at 
Our  Lady  of  the  Lake  Sanitarium  on  February 
4,  1931.  The  following  members  of  the  Staff  were 
present:  Drs.  W.  R.  Eidson,  S.  J.  Goldfain,  U.  S. 
Hargrove,  W.  K.  Irwin,  T.  S.  Jones,  R.  C.  Kemp, 
J.  E.  Lawton,  T.  J.  McHugh,  R.  C.  McMahon,  H. 
G.  Morris,  H.  T.  Nicolle,  H.  G.  Riche,  J.  J.  Roberts, 
E.  O.  Trahan,  C.  A.  Weiss,  and  L.  J.  Williams. 
The  meeting  was  presided  over  by  Dr.  Riche. 

The  following  cases  were  discussed: 

Case  No.  1. — Carcinoma  of  the  Lung,  primary, 
Dr.  H.  T.  Nicolle. 

Case  No.  2. — Carcinoma  of  the  Lower  Lip,  Dr. 
R.  C.  Kemp. 

Case  No.  3. — Myomata  of  the  Uterus,  Dr.  Rhett 
McMahon. 

Case  No.  4. — Agranulocytosis  with  report  on 
three  cases,  paper  by  Drs.  H.  T.  Nicolle,  T.  C. 
Paulsen  and  C.  A.  Weiss. 

The  following  are  the  abstracts  of  the  cases  with 
the  exception  of  case  four.  This  paper  has  been 
sent  to  the  Journal  for  publication.  All  cases 
caused  a large  amount  of  discussion. 

Primary  Carcinoma  of  the  Lung.  This  tissue 
was  kindly  sent  to  us  by  Dr.  Geo.  F.  Carroll,  of 
Biloxi,  Miss: 

Synopsis  of  history:  Patient  J.  P.  white  male, 
aged  51  years.  Had  influenza  two  years  ago  which 
left  him  with  chronic  bronchitis  and  cough,  with 
negative  sputum,  enlarged  liver,  loss  of  appetite 


656 


Hospital  Staff  Transactions 


and  weight.  Percussion  revealed  dullness  over 
greater  portion  of  the  lung  involved.  Roentgen-ray 
showed  a mass  over  hilum  which  has  enlarged  con- 
siderably during  the  past  year,  and  also  enlarged 
mediastinal  glands.  A pre-mortem  diagnosis  of 
neoplasm  of  the  lung  was  made. 

Tissue  Examination:  Two  pieces  of  the  lung 

were  6. 5x5x1. 5 and  6x4. 5x2.  The  lung  is  mottled 
black,  gray  and  white.  The  black  areas  can  be 
traced  for  a considerable  distance  both  macro- 
scopically  and  microscopically.  This  follows  the 
bronchi  and  is  composed  of  a fine  deposit  of  small 
black  granules  around  and  in  the  bronchi.  The 
white  granular  areas  are  rather  well  defined  and 
range  in  size  from  2. 5x3. 5 centimeters  to  very 
small  areas  measuring  less  than  one  millimeter  in 
diameter.  In  some  places  they  are  hard,  while  in 
others  they  are  rather  friable.  The  bronchi  are 
very  prominent.  The  pleura  is  thick  and  white. 

On  microscopial  examination  the  tissue  is  com- 
posed of  rapidly  proliferating  epithelial  cells 
arranged  in  strands  and  in  most  of  the  cases  these 
strands  surround  and  follow  the  bronchial  tree. 
There  is  a large  amount  of  new  connective  tissue. 
In  the  center  of  the  masses  between  the  bronchial 
proliferations  the  tissue  has  undergone  necrosis, 
and  is  at  present  composed  of  debri  from  broken 
down  cells,  a few  red  and  white  blood  cells.  One 
of  the  bronchi  near  the  hilum  shows  a peculiar 
papillomatous  proliferation  of  the  connective 
tissue.  This  is  covered  over  with  proliferating 
epithelial  cells.  Some  of  the  small  areas  are 
rather  suggestive  of  tubercles  but  several  mounts 
have  been  searched  and  no  acid  fast  bacilli  have 
been  found. 

The  pleura  shows  an  old  inflammatory  condition 
which  has  undergone  a fibroid  organization.  It  is 
difficult  to  make  out  the  exact  place  where  the 
pleura  stops  and  the  lung  begins. 

Diagnosis:  Carcinoma  of  lung,  which  probably 

began  in  mediastinum. 

Mr.  J.  C.  C.  Out  patient.  White  male,  aged  45, 
operated  at  the  doctor’s  office. 

Chief  Complaint:  Patient  developed  a small 

ulcer  on  the  lower  lip,  right  side  about  six  weeks 
ago.  Since  that  time  it  has  been  gradually  in- 
creasing in  size. 

Past  history  and  family  history  irrelevant. 

Physicial  examination  showed  an  ulcer  of  the 
lower  lip  about  one-half  centimeter  in  diameter. 
This  was  on  a rather  hard  base.  None  of  the 
glands  under  the  lower  jaw  were  felt. 

Operation:  Under  local  anesthesia  a large 

wedge-shaped  piece  of  tissue  was  removed,  includ- 
ing considerable  flesh  beyond  the  tumor.  This 


included  the  skin,  some  muscle  and  the  mucous 
membrane.  The  edges  were  approximated  with 
sutures  and  primary  union  was  obtained.  A dose 
of  radium  was  applied  to  the  area. 

Report  of  Tissue:  (12/12/30.)  Tissue  consists 

of  a small  ulcerated,  hard,  area  from  the  lower 
lip  surrounded  by  apparently  normal  tissue  which 
includes  skin,  lip,  mucosa  and  muscle.  The  tissue 
measures  2.5  x 2x1.5  cm. 

Microscopical:  Tissue  shows  proliferation  of 

the  epithelium  apparently  beginning  in  the  rete 
malpigii  of  the  mucous  membrane  of  the  lip.  This 
becomes  quite  thick  in  the  central  portion  of  the 
tumor  and  the  strands  of  epithelial  cells  extend 
into  the  subcucous  tissue.  There  is  only  one  area 
which  shows  epithelial  perle  formation. 

Diagnosis:  Carcinoma,  squamous  cell  type,  of 

lower  lip. 

Mamie  McK.  Colored  female,  age  33.  Ad- 
mitted 12/4/30.  Discharged  12-16-30. 

Chief  Complaint:  Patient  has  been  having 

trouble  with  menstruation  for  the  past  year  and  a 
continual  dull  pain  in  the  left  lower  quadrant. 

Past  History:  Unimportant.  Menstrual  his- 
tory: Began  at  the  age  of  14.  She  has  been 

regular  until  about  a year  ago  when  she  began  to 
be  very  irregular  and  to  have  a profuse  flow.  She 
has  no  children. 

Operation:  (12/5/30.)  Finding  gross:  Mul- 

tiple uterine  myomata  varying  in  size  from  an 
orange  to  a pea.  Numerous  adhesions.  Appendix 
not  removed  on  account  of  duration  of  operation. 
What  was  done:  Through  a midline  incision  sev- 

eral fibroids  were  enucleated  then  the  remaining 
ones  removed  “en  masse”  with  the  body  of  the 
uterus. 

Post-operative  course  uneventful. 

Laboratory  Examinations:  Urine  negative  ex- 

cept for  a faint  trace  of  albumen.  Blood: 
WBC  7400;  L 29;  M 11;  P 54;  E 5;  B 1. 

Tissue  Examination:  Tissue  is  composed  of 

thirteen  fibroids  varying  in  size  from  1.5  x .75  x 1 
to  6 x 6 x 5.  Several  are  free  while  others  are 
still  attached  to  the  uterus.  The  uterus  measures 
4x6x3.  The  fibroids  are  sub-peritoneal,  intra- 
mural and  a few  small  ones  are  sub-mucous. 

On  section  they  are  white  and  show  the  charac- 
teristic protrusion  and  whirls. 

The  microscopial  examination  shows  the  tumors 
to  be  composed  mostly  of  smooth  muscle  fibres  with 
some  connective  tissue.  The  uterine  mucosa  is 
fairly  normal. 

Diagnosis:  Myomata  of  the  uterus. 
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CALENDAR. 

March  2. — Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  8 P.  M. 

March  6. — Pathological  Conference,  Hotel  Dieu, 
11  to  12  A.  M. 

March  6. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

March  9.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8 P.  M. 

March  11. — Touro  Infirmary  Staff,  8 P.  M. 

March  13. — Pathological  Conference,  Hotel  Dieu, 
11  to  12  A.  M. 

March  13. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

March  13. — French  Hospital  Staff,  8 P.  M. 

March  17. — I.  C.  R.  R.  Hospital,  12  Noon. 

March  17.— Baptist  Hospital  Staff,  8 P.  M. 

March  17. — Charity  Hospital  Medical  Staff,  8 
P.  M. 

March  18. — Charity  Hospital  Surgical  Staff,  8 
P.  M. 

March  19. — Eye,  Ear,  Nose  and  Throat  Club, 
8 P.  M. 

March  19. — New  Orleans  Hospital  Council,  2023 
Milan  Street,  7:30  P.  M. 

March  20. — Pathological  Conference,  Hotel  Dieu, 
11  to  12  A.  M. 

March  20. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

March  20. — Mercy  Hospital  Staff,  8 P.  M. 

March  23.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8 P.  M. 

March  27. — Pathological  Conference,  Hotel  Dieu, 
11  to  12  A.  M. 

March  27. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 


During  the  month  of  February,  besides  the 
regular  meeting  of  the  Board  of  Directors,  the 
Society  held  joint  meeting  with  the  New  Orleans 
Gynecological  and  Obstetrical  Society  and  a joint 


clinical  meeting  at  the  United  States  Marine  Hos- 
pital. 

Dr.  Emile  Novak,  Associate  in  Clinical  Gynecol- 
ogy of  Johns  Hopkins  Medical  School,  was  the 
guest  at  the  meeting  of  the  New  Orleans  Gynecol- 
ogical and  Obstetrical  Society.  This  meeting  was 
very  well  attended. 

The  clinical  meeting  at  the  United  States  Ma- 
rine Hospital  was  also  very  well  attended. 


The  President  has  appointed  the  following  Com- 
mittees to  serve  for  the  year  1931: 

Judiciary  Committee — Dr.  Frank  J.  Chalaron, 
Chairman;  Drs.  Roy  B.  Harrison,  S.  Hobson, 
H.  Vernon  Sims  and  Solon  G.  Wilson. 

State  Medicine  & Legislation  Committee — Dr.  Fos- 
ter M.  Johns,  Chairman;  Drs.  H.  E.  Bernadas, 
H.  B.  Gessner,  L.  A.  Meraux  and  Arthur 
Vidrine. 

Scientific  Essays  Committee — Dr.  Robert  A. 
Strong,  Chairman;  Drs.  J.  M.  Bamber,  M.  P. 
Boebinger,  Chaille  Jamison  and  H.  W.  E. 
Walther. 

Library  Committee — Dr.  Daniel  N.  Silverman, 
Chairman;  Drs.  F.  L.  Fenno,  John  A.  Lanford, 
Shirley  C.  Lyons  and  Robert  A.  Strong. 

Condolence  Committee — Dr.  I.  I.  Lemann,  Chair- 
man; Drs.  Elizabeth  Bass,  R.  H.  Fisher,  I.  M. 
Gage  and  Adolph  Jacobs. 

Publicity  Committee — Dr.  Chaille  Jamison,  Chair- 
man; Drs.  Maurice  J.  Gelpi  and  M.  T.  Van 
Studdiford. 

Auditing  Committee — Dr.  J.  T.  Nix,  Chairman; 
Drs.  H.  B.  Alsobrook,  Jules  E.  Dupuy,  E.  L. 
Leckert  and  Marcy  J.  Lyons. 

Hospital  Abuse  Committee — Dr.  A.  E.  Fossier, 
Chairman;  Drs.  L.  A.  Fortier,  Val  H.  Fuchs, 
J.  Birney  Guthrie,  H.  W.  Kostmayer,  Adolph 
Jacobs  and  R.  H.  Potts. 

President’s  Report  Committee — Dr.  Leon  J.  Men- 
ville,  Chairman;  Drs.  J.  H.  Musser  and  Wal- 
ter J.  Otis. 
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Secretary’s  Report  Committee — Dr.  J.  E.  Landry, 
Chairman;  Drs.  P.  H.  Jones,  Jr.,  and  J.  T.  Nix. 

Treasurer’s  Report  Committee — Dr.  Lucien  A.  Le- 
Doux,  Chairman;  Drs.  G.  B.  Collier  and  E. 
H.  Lawson. 

Librarian’s  Report  Committee — Dr.  0.  C.  Casse- 
grain, Chairman;  Drs.  G.  C.  Anderson  and 
Chas.  L.  Cox. 

i 

Dr.  Frederick  L.  Fenno  has  been  appointed 
Chairman  of  the  Committee  on  Arrangements  for 
the  coming  meeting  of  the  Southern  Medical  Asso- 
ciation in  November. 

Mr.  C.  P.  Loranz,  Secretary-Manager  of  the 
Southern  Medical  Association,  came  to  New  Or- 
leans during  this  month  to  investigate  the  facili- 
ties for  the  meeting. 


The  Committee  of  Arrangements  for  the  com- 
ing meeting  of  the  Louisiana  State  Medical  Socie- 
ty has  been  working  hard  on  the  details  for  en- 
tertaining the  visiting  members  and  guests. 


TREASURER’S  REPORT 


Actual  Book  Balance  12/31/30 $2,338.28 

Receipts 4,149.61 

$6,487.89 

Expenditures  5,154.27 

Actual  Book  Balance  1/28/31 — $1,333.62 


LIBRARIAN’S  REPORT 
The  process  .of  settling  into  our  new  quarters 
has  made  great  strides  during  January.  The  dupli- 
cate collection  has  been  moved  and  arranged  and 
the  library  staff  has  kept  up  with  reference  ques- 
tions as  they  have  come  in. 

Ninety-three  books  have  been  added  to  the 
library.  Of  these  63  were  received  by  binding  and 
30  from  the  New  Orleans  Medical  and  Surgical 
Journal.  New  titles  are  listed  below. 


NEW  BOOKS 

Bell — Textbook  of  Pathology.  1930. 

Andrews — Diseases  of  the  Skin.  1930. 

Brown — Intestinal  Tuberculosis.  1930. 

Curtis — Textbook  of  Gynecology.  1930. 

Smyth — Handbook  of  Pediatric  Procedure.  1930. 
Warren — Pathology  of  Diabetes  Mellitus.  1930. 

Bridges — Psychology  Normal  and  Abnormal. 
1930. 

Lust — Treatment  of  Children’s  Diseases.  1930. 
Brothers — Medical  Jurisprudence.  1930. 

Lyle — Manual  of  Physiology.  1930. 

O’Donovan — The  Hair.  1930. 

Strong — African  Republic  of  Liberia,  2v.  1930. 
Laubry — Syndromes  d’aortite  posterieure.  1925. 
Gibson — Mycoses  of  the  Spleen.  1930. 

Physicians  Hospital  of  Blattsburgh— Med.  & 
Surgical  Yearbook.  1930. 

Putti— -Historic  Artificial  Limbs.  1930. 

Van  Slyke — Dierent  Types  of  Bright’s  Disease. 
1930. 

Warren — Handbook  of  Anatomy.  1930. 

Voltz — Dosage  tables  for  Roentgen  Therapy. 
1930. 

Fraser — Trauma,  Disease,  Compensation.  1930. 
Davies — Surgery  of  the  Lungs  and  Pleura.  1930. 

Osier — Principles  and  Practice  of  Medicine. 
1930. 

Harvey  Lectures,  1928-29.  1930. 

May — Diseases  of  the  Eye.  1930. 

Blanton — Normal  Physical  Signs.  1930. 

Hare — Practical  Therapeutics.  1930. 

Rose — Physical  Diagnosis.  1930. 

Wilder — Prime  for  Diabetic  Patients.  1930. 
Thorington — Refraction  of  the  Human  Eye. 
1930. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


COME  TO  THE  ANNUAL  MEETING  ! ! 

“The  night  shall  be  filled  with  music, 

And  the  cares  that  infest  the  day, 

Shall  fold  their  tents  like  the  Arabs, 

And  silently  steal  away.” 

At  the  new  Tulane  Medical  School  Building, 
April  13,  14,  15  and  16,  1931,  the  next  meeting 
of  the  Louisiana  State  Medical  Society.  You’d 
forgotten  all  about  it.  No?  Excuse  me.  That’s 
right,  you  were  at  the  meeting  last  year.  Never 
have  missed  a meeting.  Neither  have  I.  This 
year,  however,  like  the  new  autos,  it’s  going  to 
be  bigger  and  better!  Foster  Johns  says  we  will 
have  a top  notch  scientific  program,  perfect  enter- 
tainment, clinics,  hotel  headquarters  near  the  meet- 
ing place,  a lot  of  good  fellowship  and  good  cheer. 

We  will  have  a new  chef  for  the  Entertainment 
Committee,  Jules  Dupuy,  a pupil  of  our  old  chef 
Paul  Gelpi.  A pupil,  but  what  a pupil.  Whom 
did  you  say,  was  at  the  head  of  the  Convention 
Clinics?  Yes,  that’s  right,  Urban  Maes.  That’s 
that.  Convention  Locations,  we  dug  him  out  of 
the  City  Council.  That’s  it,  Frank  Gomila. 
Incidentally  wire  Pete  Gardiner  for  your  hotel 
accommodations,  he’s  the  man  to  make  you  com- 
fortable. Val  Fuchs  says  if  you  forget  your  golf 
club  you  can  use  his.  The  fellow  who  just  rushed 
by  in  a hurry  was  Leon  Menville.  He’s  getting 
his  scientific  exhibit  in  shape.  Write  to  him. 

At  the  registration  desk  you’ll  find  smiling 
Walter,  yes,  Walter  Otis.  He  says  Frank  Loria 
on  the  Transportation  Committee  has  the  hardest 
job.  I didn’t  want  to  mention  Fenno,  Van  Studdi- 
ford  and  Reed  because  they’re  always  talking  about 
finances,  badges  and  decorations.  You’d  think  they 
were  the  general  factotums. 

Now  we  come  to  the  real  substance  of  the  meet- 
ing, our  wives  and  our  sweethearts.  Boy!  we’re 
there.  Mrs.  Joseph  Hume  and  the  Ladies  of  the 
Louisiana  State  Medical  iSociety  Auxiliary  will 
take  charge  of  them.  Teas,  musical  programs, 
dance,  golf,  drive  through  French  Quarters, 
movies,  coffee  at  French  Market,  everything  but 
the  duels,  which  went  with  the  coffee. 


Will  we  have  a big  meeting?  Ask  Tim  Talbot. 
He  guarantees  everything,  even  the  weather.  He 
guarantees  one  of  the  finest  scientific  programs 
possible.  He  casually  mentioned  to  me  as  being 
present,  Dr.  C.  F.  Dixon  from  the  Mayo  Clinic, 
Dr.  Isham  Kimbell  from  Alexandria,  and  Dr.  Felix 
J.  Underwood  from  Jackson,  Miss.,  and — well,  read 
the  program  yourself.  I have  to  finish  this  for  the 
Journal  “toot  sweet.”  That’s  what  Tim  told  me 
to  do. 

“The  night  shall  be  filled  with  music, 

But  papers  shall  rule  the  day,  i 
On  Surgery,  Gynecology  and  Obstetrics, 

And  Medicine  all  the  way. 

Dr.  H.  E.  Bernadas, 
Chairman,  Publicity  Committee. 


The  following  Parish  -Medical  Societies  have 
elected  officers  for  1931 : 

Ascension  Parish:  President,  Dr.  H.  A.  Folse, 

Donaldsonville;  Vice-President,  Dr.  C.  D.  Sim- 
mons, Prairieville;  Secretary-Treasurer,  Dr.  D.  C. 
Brumfield,  Darrow;  Delegate,  Dr.  D.  T.  Martin, 
Donaldsonville;  Alternate,  Dr.  T.  H.  Hanson, 
Donaldsonville. 

Beauregard  Parish : President,  Dr.  Thos.  A. 

Guillory,  Merryville;  Vice-President,  Dr.  J.  D. 
Frazar,  DeRidder;  Secretary-Treasurer,  Dr.  S.  0. 
Turner,  DeRidder;  Delegate,  Dr.  T.  R.  Sartor, 
DeRidder. 

Morehouse  Parish:  President,  Dr.  R.  B.  Leavel, 

Bastrop;  Vice-President,  Dr.  E.  L.  Miller,  Bonita; 
Secretary-Treasurer,  Dr.  Smith  I.  Sims,  Bastrop; 
Delegate,  Dr.  O.  M.  Patterson,  Bastrop. 

Avoyelles  Parish:  President,  Dr.  R.  G.  Ducote, 

Bordelonville;  Vice-President,  Dr.  H.  C.  Jones, 
Bunkie;  Secretary-Treasurer,  Dr.  iS.  J.  Couvillon, 
Moreauville;  Delegate,  Dr.  S.  DeNux,  Marksville; 
Alternate,  Dr.  K.  A.  Roy,  Mansura. 

St.  Landry  Parish:  President,  Dr.  L.  J.  Bien- 

ville, Opelousas;  Vice-President,  Dr.  J.  N.  Brown, 
Washington;  Secretary-Treasurer,  Dr.  W.  R.  Las- 
trapes,  Opelousas;  Delegates:  Dr.  F.  J.  Mayer 

and  Dr.  Geo.  R.  Beridon,  both  of  Opelousas; 
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Alternates,  Dr.  Gordon  Morgan,  Melville,  and 
Dr.  E.  T.  Lafleur,  Opelousas. 


EAST  AND  WEST  FELICIANA  BI-PARISH 
MEDICAL  SOCIETY. 

The  Bi-Parish  Medical  Society  met  with 
Dr.  Glen  J.  Smith  and  staff  in  the  East  Lou- 
isiana State  Hospital.  An  excellent  banquet  was 
served  by  the  hospital.  Dr.  John  G.  Pratt  of 
New  Orleans  read  an  excellent  paper  on  “Some 
minor  diseases  of  the  lower  urinary  tract  in  the 
female.”  Dr.  S.  S.  Miller  read  a reprint  on  “Not 
flesh  and  blood  and  bone  alone.” 

Drs.  E.  D.  Martin,  J.  G.  Pratt,  R.  J.  Fields 
and  S.  E.  Fields  were  elected  honorary  members 
of  our  Society. 

E.  M.  Toler,  Secretary. 


FRANKLIN  PARISH  MEDICAL  SOCIETY. 

A regular  meeting  of  the  Franklin  Parish 
Medical  Society  was  held  in  Winnsboro,  La., 
December  31. 

Round  table  talks  were  indulged  in  by  most  of 
the  members  present.  Meeting  was  called  to  order 
by  President  J.  D.  Rogers. 

Dr.  Applewhite  was  admitted  for  membership. 

Motion  by  Dr.  J.  D.  Rogers  that  a committee  of 
three  be  appointed  by  the  chair  to  pass  on  qualifi- 
cations of  an  applicant  before  being  admitted  into 
this  society  was  passed. 

Drs.  R.  E.  Segrest,  A.  J.  Reynolds  and  W.  H. 
Mecom  were  appointed  as  the  committee. 

Election  of  officers: 

Dr.  A.  J.  Reynolds,  President. 

Dr.  R.  L.  Segrest,  Vice-President. 

Dr.  R.  E.  King,  Treasurer. 

Dr.  R.  L.  Segrest  was  appointed  as  delegate  to 
the  state  meeting.  Dr.  J.  D.  Rogers,  Alternate. 


A COOPERATIVE  CLINIC  TOUR  OF  EUROPE. 

The  Journal  has  been  notified  that  there  will  be 
conducted  under  the  cooperative  auspices  of  the 
State  Medical  Journals  in  a large  number  of 
States  a tour  of  Europe,  which  will  last  from  the 
twelfth  of  June  when  the  ship  will  be  boarded  at 
Montreal  until  the  eighth  of  August  when  the 


tourists  are  due  to  arrive  at  this  same  city.  The 
trip  will  be  under  the  personal  leadership  of 
Dr.  Frederick  C.  Warnshuis,  Speaker  of  the  House 
of  Delegates  of  the  American  Medical  Association, 
and  the  business  management  will  be  conducted  by 
the  Travel  Guild,  Incorporated.  The  tourists  will 
arrive  in  London  the  twenty-first  of  June  and 
spend  one  week  there,  at  which  time  clinics  will  be 
held  for  them  at  St.  Bartholomew’s,  Guy’s  Hos- 
pital, London  City  Hospital,  and  other  hospitals. 
From  there  they  will  travel  to  the  Hague,  spending 
a day  there  in  sightseeing  and  visiting  Dr.  Schu- 
maker’s  famous  clinic.  Arriving  at  Amsterdam 
the  next  day  excursions  will  be  arranged  to  the 
Isle  of  Marken,  to  Volendam  and  similar  Dutch 
villages.  Clinics  will  be  held  probably  in  the 
Binnen-Kranken  Haus.  Hence  the  trip  takes  the 
travelers  to  Berlin,  where  four  days  will  be  spent 
and  where  again  some  of  the  most  famous  clinics 
in  Europe  will  be  visited.  Leipzig  is  next  on  the 
list  of  cities  to  be  visited,  followed  by  Dresden  and 
Prague.  Vienna  will  be  visited  from  July  11  to 
July  14,  where  arrangements  have  been  made 
to  hold  a series  of  interesting  clinics  under  the 
auspices  of  the  American  Medical  Association  at 
Vienna.  Munich,  Zurich,  Lucerne  and  Berne  then 
follow  in  order.  All  of  these  cities  are  well  known 
medically;  some  of  the  great  European  clinics  are 
established  in  them.  Paris  will  be  visited  for  a 
week,  and  on  July  31  the  traveling  medical 
men  will  start  for  the  United  States. 

Arrangements  for  this  trip  sound  most  at- 
tractive. Certainly  the  most  outstanding  medical 
centers  of  Europe  will  be  visited,  and  the  trav- 
elers have  an  opportunity  as  well  of  seeing  these 
great  European  capitols.  The  price  of  the  trip 
is  slightly  under  $900.00,  and  includes  all  expenses 
except  a few  minor  ones  such  as  tips  on  the  boat. 
Any  information  relative  to  the  trip  may  be 
obtained  by  writing  to  the  General-Manager  of  the 
New  Orleans  Medical  and  Surgical  Journal.  Illus- 
trated booklets  have  been  prepared  by  the  Travel- 
ing Guild  which  will  indicate  definitely  just  what 
will  be  seen  in  the  various  towns  visited. 


THE  HEALTH  OF  LOUISIANA. 

From  time  to  time  the  office  of  the  Journal  re- 
ceives the  morbidity  weekly  report  of  the  State 
of  Louisiana.  This  is  published  by  the  United 


Louisiana  State  Medical  Society 


661 


States  Public  Health  Service,  with  the  cooperation 
of  Dr.  J.  A.  O’Hara  of  the  State  Board  of  Health 
of  Louisiana.  The  report  for  the  week  ending 
February  7,  1931,  shows  that  in  the  State  of  Lou- 
isiana 220  cases  of  influenza  were  reported, 
80  cases  of  pneumonia,  82  cases  of  syphilis,  15  of 
typhoid  fever,  37  of  diphtheria,  121  cases  of  hook- 
worm and  11  cases  of  pellegra.  There  were 
27  patients  reported  suffering  from  pulmonary 
tuberculosis  and  5 from  whooping  cough.  Twenty- 
four  were  reported  as  having  scarlet  fever. 
These  figures  give  us  an  idea  of  the  frequency  of 
the  various  reportable  diseases  in  the  state.  It 
might  be  mentioned  that  smallpox  was  reported  in 
the  following  parishes:  Caddo  1,  Claiborne  1, 

Jefferson  1,  Lincoln  1,  Natchitoches  1,  Orleans  4, 
Richland  1.  Natchitoches  and  Vermilion  each  re- 
ported one  case  of  poliomyelitis.  Epidomic  cere- 
brospinal meningitis  was  reported,  one  case  from 
Madison  and  one  from  Orleans.  Of  the  15  cases 
of  typhoid  fever  that  have  been  reported,  5 came 
from  Orleans,  3 from  Avoyelles,  1 from  Natchi- 
toches, 1 from  Vermilion,  1 from  Catahoula,  1 from 
East  Baton  Rouge,  and  1 from  Tangipahoa. 


WEEKLY  HEALTH  INDEX  OF  NEW 
ORLEANS. 

For  the  week  ending  January  24,  1931,  the 
death  rate  in  the  City  of  New  Orleans  was  20.7, 
as  a result  of  the  death  of  102  white  individuals 
and  84  colored.  Fourteen  of  these  deaths  were  in 
children  under  one  year  of  age.  The  corresponding 
week  of  1930  the  death  rate  was  21.7.  For  the 
week  ending  January  31,  the  Bureau  of  Census 
of  the  Department  of  Vital  Statistics  reports  that 
there  were  195  deaths  in  the  City,  133  of  which 
were  among  the  white  population,  giving  a death 
rate  of  21.7,  as  contrasted  with  a death  rate  of 
22.  in  the  corresponding  week  of  1930.  During  the 
week  of  February  17  there  was  some  decrease  in 
the  number  of  deaths  occurring  in  the  City. 
There  were  182  demises,  100  of  which  were  among 
the  white  population.  There  were  24  deaths  in 
children  under  one  year  of  age,  the  infant  mor- 
tality among  the  whites  being  50,  and  among  the 
colored  196.  In  the  corresponding  week  of  1930 
there  were  171  deaths,  giving  a death  rate  of  19.4. 


The  medical  faculty  and  students  of  Tulane  were 
shocked  to  hear  of  the  death  of  Mr.  Paul  Revere 
Eckles,  a senior  medical  student  of  the  University. 
Mr.  Eckles  was  killed  while  attempting  to  cross 
through  a moving  freight  train.  His  death  came 
as  a very  great  shock  to  the  members  of  his  class, 
among  whom  he  was  considered  a beloved  class 
mate,  and  was  keenly  felt  by  the  members  of  the 
faculty  who  knew  him  as  a sincere,  conscientious, 
hard  working  young  man. 


UNITED  .STATES  PUBLIC  HEALTH 
SERVICE. 

Medical  Director  L.  L.  Lumsden  has  been 
directed  to  proceed  from  New  Orleans  to  Wash- 
ington and  return  for  conference  regarding  the 
study  of,  and  demonstration  in,  rural  sanitation. 

Surgeon  C.  V.  Akin  has  been  relieved  from  duty 
at  New  Orleans  and  assigned  to  duty  at  Colum- 
bia, South  Carolina. 

Assistant  Surgeon  Dana  W.  Nance  has  been 
relieved  from  duty  in  New  Orleans  and  assigned 
to  duty  at  Manila. 


CORRESPONDENCE. 

Editor,  New  Orleans  Medical  and  Surgical 
Journal. 

Dear  Doctor : 

I hope  you  will  be  able  to  publish  the  following 
note  in  the  New  Orleans  Medical  Journal. 

Our  experiments  on  normal  sleep  are  being  ex- 
tended to  determine  the  relative  merits  of  various 
commonly  accepted  drugless  soporifics.  We  wish 
to  determine  in  non-pathological  instances  of  mod- 
erately poor  sleep  the  value,  if  any,  of  the  following 
in  inducing  sleep  and  in  promoting  restful  sleep: 
physical  exercise  before  retiring,  a warm  drink 
before  retiring,  and  a neutral  bath  before  retiring. 

I should  like  to  have  your  readers  who  have 
ambulatory  patients  in  whom  moderate  poor  sleep 
is  the  outstanding  complaint  write  me  since  the 
plan  of  the  research  will  make  it  possible  to  co- 
operate readily. 

Data  booklets  for  the  patient  to  keep  a record 
of  his  sleep  will  be  provided.  The  booklets  are 
labeled  simply  “Confidential  Sleep  Record”  and  no 
mention  is  made  on  them  of  this  laboratory.  A 
white  booklet  is  used  for  the  normal  or  control 
three  days,  a buff  booklet  for  the  three  days  when 
a brisk  ten-minute  walk  is  taken  before  retiring, 
and  two  other  colors  for  the  two  other  phases  of 
the  experiment. 

All  cooperation  will,  of  course,  be  acknowledged 
when  the  findings  are  reported  to  a technical 
journal.  Not  more  than  five  minutes  should  be  , 
taken  by  the  patient  to  fill  in  a description  of  his 
sleep  each  day. 

I shall  be  glad  to  receive  requests  from  any  of 
your  readers  for  a set  of  the  data  booklets  for 
their  personal  inspection  so  they  may  decide 
whether  or  not  it  will  be  feasible  for  some  of  their 
ambulatory  patients  to  contribute  data. 

Sincerely  yours, 

D.  A.  Laird,  Director, 
Psychological  Laboratory  Colgate  Uni- 
versity, Colgate  University,  Hamil- 
ton, N.  Y. 
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FROM  OUR  PRESIDENT 
Councilor  Districts 

Comparative  figures  are  always  interesting,  even 
though  it  has  been  said  that  “comparisons  are 
odious,”  and  with  us  they  give  us  a fairly  good 
idea  as  to  how  effectively  the  question  of  organ- 
ized medicine  is  being  sold  in  the  various  parts 
of  the  State.  Without  them  we  do  not  know  the 
weak  points- — where  a district  contains  one  or  two 
especially  live  societies  we  sometimes  get  the  idea 
that  the  whole  district  is  active  when  such  may 
not  be  the  case. 

These  are  the  1930  membership  percentages: 

9th  District 77  per  cent 

6th  District  75  “ “ 

3rd  District 72  “ “ 

8th  District 72  “ “ 

2nd  District 68  “ “ 

1st  District 66  “ “ 

5th  District 65  “ “ 

7th  District 61  “ “ 

4th  District 59  “ “ 

These  figures  do  not  truly  reflect  the  activities 
of  the  different  Councilors  and  no  such  suggestion 
is  intended.  A live  man  may  have  an  unusually 
stubborn  bunch  of  mavericks  in  his  district  and 
certainly  no  one  can  blame  the  Councilor  of  the 
7th  District,  who  has  only  been  in  office  about 
four  months,  but  they  do  show  that  conditions  in 
some  parts  of  the  State  are  far  from  satisfactory. 
These  figures  are  obtained  from  the  roll  of  mem- 
bers and  the  lists  of  eligible  physicians  that  were 
checked  by  the  County  Secretaries. 

E.  F.  Howard,  M.  D. 


Mrs.  L.  L.  Polk,  President  of  the  Woman’s  Aux- 
ilary of  the  Mississippi  State  Medical  Association, 
writes  that  Dr.  L.  L.  Polk,  Vice-President  of  the 
Association,  is  critically  ill  at  the  South  Missis- 
sippi Infirmary,  Hattiesburg.  Every  member  of 
the  Association  will  be  sorry  to  learn  of  Dr.  Polk’s 
condition  and  wish  for  him  an  early  recovery. 


EAST  MISSISSIPPI  MEDICAL  SOCIETY 

Dr.  T.  L.  Eennett,  Meridian,  Secretary,  East 
Mississippi  Medical  Society,  reports  as  follows: 

“The  East  Mississippi  Medical  Society  met  in 
the  Lamar  Hotel,  Meridian,  Dec.  11,  1930.  The 
following  program  was  rendered: 

1.  Head  Injuries. — Dr.  H.  Lowry  Rush. 

2.  Chest  Pains. — Dr.  I.  W.  Cooper. 

3.  The  Relation  of  the  Physician  and  the 
Health  Officer. — Dr.  J.  T.  Googe. 

“Officers  elected  for  1931  were  as  follows:  Pres- 
ident: Dr.  A.  L.  Majure,  Dixon;  Secretary:  Dr.  T. 
L.  Eennett  Meridian;  Vice-Presidents:  Dr.  C.  T. 
Burt,  Lauderdale;  Dr.  T.  F.  Kilpatrick,  Winston, 
Dr.  S.  A.  Majure,  Newton;  and  Dr.  J.  S.  Hick- 
man, Neshoba.  Censors:  Dr.  R.  M.  Leigh,  Lauder- 
dale; Dr.  W.  W.  Parks,  Winston;  Dr.  M.  L.  Flynt, 
Newton;  and  Dr.  W.  R.  Hand,  Neshoba.  Dele- 
gates: Dr.  M.  J.  L.  Hoye,  Lauderdale;  Dr.  E.  R. 
Richardson,  Winston;  Dr.  Z.  C.  Hagan,  Newton;, 
and  Dr.  J.  S.  Hickman,  Neshoba.  Dr.  I.  W.  Cooper 
was  chosen  Medico-Legal  Adviser. 

“Following  the  meeting  a banquet  was  enjoyed, 
with  Dr.  I.  W.  Cooper  serving  as  toastmaster. 

“The  next  meeting  will  be  held  in  the  Elks’' 
Club,  Meridian,  Thursday,  Feb.  19,  at  3 P.  M. 

“Dr.  and  Mrs.  T.  D.  Bourdeaux  announce  the 
birth  of  a son,  Dec.  12,  1930,  to  whom  they  have 
given  the  name  Ward  Clemens  Bourdeaux. 

“Friends  of  Dr.  T.  G.  Cleveland  are  glad  to  see 
him  out  again  after  being  ill  for  several  weeks. 

“Dr.  Julian  T.  Bailey  and  Miss  Mary  Stella 
Mitchell  were  married  Jan.  7,  1931,  at  the  home 
of  Professor  and  Mrs.  J.  A.  Riddell,  Meridian. 

“We  are  glad  to  have  with  us  Dr.  0.  A.  Schmid 
and  family.  Dr.  Schmid  comes  to  us  from  East 
Moline  State  Hospital,  East  Moline,  111.,  and  is 
now  associated  with  the  Staff  of  the  East  Missis- 
sippi State  Hospital. 

“It  is  with  deep  regret  that  we  report  the  death 
of  one  of  our  most  valued  members  and  associ- 
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ates,  Dr.  J.  H.  Rush,  who  passed  away  Jan.  22, 
1931,  after  a brief  illness. 

“We  are  glad  to  announce  that  Drs.  A.  C. 
Bryan  and  K.  T.  Klein  have  assumed  charge  of 
the  Meridian  Sanitarium.  This  institution  in  the 
immediate  past,  was  under  the  management  of 
the  late  Dr.  S.  H.  Hairston.  It  ranked  high 
among  the  hospitals  of  the  South,  and  we  feel 
sure  that  this  same  high  standard  will  be  main- 
tained under  this  new  management. 

“Drs.  Bryan  and  Klein  are  both  well  known 
physicians  and  surgeons,  each  having  been  con- 
nected with  the  hospitals  here  for  a number  of 
years.  During  the  world  war  they  both  served  in 
the  base  hospitals  to  the  end.  Dr.  Bryan  has 
had  actual  experience  in  war  surgery  over  seas. 
Dr.  Klein  is  at  present  on  the  surgical  staff  of 
Matty  Hersee  Hospital. 

“We  predict  for  them  success  in  this  new  ven- 
ture. 

“Dr.  H.  Lowry  Rush  and  Dr.  Leslie  V.  Rush  of 
Meridian,  announce  the  limitation  of  their  prac- 
tice to  surgery  and  consultations.  Rush’s  Infirm- 
ary will  continue  operation  under  their  direction 
and  management  and  we  predict  for  them  a suc- 
cessful future. 

“Dr.  K.  T.  Klein,  Meridian,  announces  to  the 
medical  profession  that  he  has  limited  his  practice 
to  general  surgery. 

“Anderson  Infirmary,  Meridian,  has  recently 
undergone  some  very  marked  improvements.  A 
fifteen-room  annex,  consisting  of  a dining  room, 
kitchen,  diet  kitchen  and  spacious  store  rooms 
have  been  completed;  ten  bed  rooms  have  been 
fitted  up  with  the  very  latest  steel  furniture.  The 
obstetrical  department  has  been  made  very  com- 
plete. The  hospital  has  also  been  equipped  with 
an  electric  autoclave,  electric  elevator  and  an 
automatic  coal  burner  has  been  installed,  which  is 
proving  highly  satisfactory  in  that  it  establishes 
an  even  temperature  day  and  night. 

“Anderson  Infirmary  has  a well  organized  staff, 
with  meetings  the  second  Friday  of  each  month. 
The  next  meeting  will  be  held  Friday,  Feb.  13, 
at  6:30  P.  M.  A very  interesting  program  is  being 
planned.  Dr.  H.  F.  Tatum  is  president'  of  the 
staff.” 
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COMMUNICABLE  DISEASES 
The  Bureau  of  Communicable  Diseases  of  the 
Mississippi  State  Board  of  Health  reports  for  the 
month  of  December,  1930,  46  cases  of  typhoid 
fever,  30  cases  of  smallpox,  and  134  cases  of 
dipththeria.  All  preventable  diseases.  Are  your 
families  and  patients  protected? 


VIRGINIA  McGUIRE  MEMORIAL  HOSPITAL 

The  Virginia  McGuire  Memorial  Circle  of  the 
King’s  Daughters’  are  engaged  in  a wonderful 
work  of  service  at  this  especial  period.  The  hos- 
pital owned  and  operated  by  them  at  Rosedale  had 
108  hospital  days  for  December,  98  of  which  were 
charity.  This  hospital  is  under  the  efficient  super- 
vision of  Mrs.  Rosa  Belle  Shelby  with  graduate 
nurse  Bertha  Middleton  as  assistant. 

The  physicans,  Drs.  Nobles,  Patterson,  and  Aus- 
tin and  the  dentist,  Dr.  Vardamon,  are  all  working 
for  the  harmony  of  the  hospital. 

The  hospital  Board  of  Directors  consists  of  Dean 
Noel,  President;  Guerney  Gardner,  Secretary  and 
Treasurer;  Fontain  Goza;  Walter  Sellers,  Mrs.  C. 
C.  Morris;  and  Mrs.  Rosa  Bell  Shelby.  Mrs.  C.  B. 
Allen  is  President  of  the  King’s  Daughters’  Circle 
and  Mrs.  Walter  Sellers,  Treasurer.  The  Hospital 
Board  meets  regularly  twice  a month. 


LEAKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  W.  S.  Martin,  Carthage,  President  of  the 
Leake  County  Medical  Society  reports  that  a meet- 
ing was  held  on  Docember  9,  with  eight  members 
present.  Visitors  included  Drs.  Julius  Crisler, 
Jack  Barksdale,  A.  E.  Gordin,  G.  W.  F.  Rembert, 
and  N.  C.  Womack,  all  of  Jackson. 

A meeting  of  the  society  was  held  on  Feb.  2. 
The  President  extends  a cordial  invitation  to  all 
members  of  the  Association  to  attend  any  of  the 
meetings  of  this  live  society. 


COLUMBIA  CLINIC  HOSPITAL. 

Dr.  J.  Gould  Gardner,  Columbia,  reports  that 
Dr.  George  S.  Daly,  who  is  associated  with  the 
Columbia  Clinic  Hospital,  is  in  New  York  where 
he  is  making  a special  study  of  obstetrics  and 
pediatrics  at  the  New  Yoi’k  Lying-In  Hospital.  Dr. 
Daly  had  previously  had  two  years  of  internship 
and  given  special  study  to  these  branches  of  medi- 
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cine.  Fortunately  he  has  a doctor  friend  in  charge 
at  the  New  York  Lying-In  Hospital  who  is  making 
it  possible  for  him  not  only  to  study  and  observe, 
but  to  do  the  actual  work  for  the  patients. 

Dr.  Daly  wll  return  to  Columbia  Clinic  Hospital 
early  in  March. 

TATE  COUNTY  MEDICAL  SOCIETY. 

Dr.  J.  Sidney  Eason,  Secretary,  Tate  County 
Medical  Society,  writes  as  follows: 

“There  is  little  to  report  from  Tate  County,  as 
we  have  no  hospital,  clinics,  etc.,  where  we  would 
have  such  cases  as  mentioned. 

“Our  Society  has  not  been  meeting  regularly  at 
all  for  the  past  two  years.  While  all  of  the  ten 
physicians  in  the  county  have  been  members  up 
to  Jan.  1,  1931,  we  have  three  who  have  not  paid 
dues  for  this  year.  Still  hope  to  get  them  and 
make  it  one  hundred  per  cent.  So  far  as  member- 
ship goes,  therefore  one  could  not  be  satisfied 
with  such  a society,  and  I have  been  in  favor  of 
joining  with  other  counties  so  that  we  can  have 
enough  to  really  make  it  interesting.  But  the 
majority  were  not  in  favor  of  this. 

“Officers  for  1931:  Dr.  H.  F.  Byers,  Senatobia, 
President;  Dr.  William  R.  Gilbert,  Tyro,  Vice- 
President;  Dr.  J.  Sidney  Eason,  Coldwater,  Sec- 
retary-Treasurer; Dr.  J.  W.  Thompson,  Indepen- 
dence, Delegate  to  the  Mississippi  State  Medical 
Association. 

“We  have  several  cases  of  smallpox  in  the 
county,  all  spread  from  people  not  obeying  the 
quarantine,  but  visiting  and  spreading  it  as  they 
went.  Have  done  lots  of  vaccination  and  hope 
that  it  is  checked.  The  county  has  also  been  full 
of  chicken-pox  all  last  fall  and  winter. 

“Mrs.  H.  L.  Murphey,  wife  of  Dr.  Murphey  of 
Arkabutla,  died  at  the  Baptist  Hospital  on  Feb. 
10.  Mrs.  Murphey  had  been  seriously  ill  for  some 
weeks. 

“Practically  all  of  the  doctors  of  the  county 
reported  influenza  during  the  past  month,  some  of 
it  the  real  old  time  ‘flu,’  others  mild. 

“The  writer  himself  has  only  been  back  at  work 
the  past  month  after  three  months’  loss  from  sick- 
ness, operations,  etc.,  but  am  feeling  better  than 
for  some  years  past,  and  hope  to  have  more  and 
better  news  at  some  future  date.” 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  R.  H.  Brumfield,  Secretary,  reports  that 
the  Pike  County  Medical  Society  met  in  the  Palm 
Room,  McColgan  Hotel,  McComb,  Feb.  5,  with 
twelve  members  present. 

Dr.  L.  W.  Brock  read  a paper  “The  Treatment 
of  Varicose  Ulcers,”  and  Dr.  L.  D.  Dickerson  a 
paper,  “The  Present  and  Future  of  Medical  Prac- 
tice.” 

Dr.  E.  H.  Hatcher,  a graduate  of  Tulane  in  the 
class  of  1930,  has  located  in  McComb  and  was 
elected  to  membership  in  the  society. 

The  society  held  12  regular  meetings  during  the 
year  of  1930.  The  attendance  percentages  of  the 
members,  as  compiled  by  Dr.  I.  E.  Stennis,  were 
as  follows:  Dr.  L.  W.  Brock,  President,  100;  Dr. 
D.  T.  Brock,  50;  Dr.  R.  H.  Brumfield,  92;  Dr.  J.  E. 
Brumfield,  0;  Dr.  W.  M.  Biggs,  33;  Dr.  W.  0. 
Biggs,  50;  Dr.  H.  L.  Bauer,  33;  Dr.  W.  F.  Cotten, 
75;  Dr.  L.  D.  Dickerson,  67;  Dr.  G.  S.  Daly,  25; 
Dr.  E.  B.  French,  Delegate,  83;  Dr.  L.  L.  Greer, 
25;  Dr.  E.  M.  Givens,  92;  Dr.  W.  C.  Hart,  50; 
Dr.  B.  J.  Hewitt,  92;  Dr.  T.  E.  Hewett,  83;  Dr.  S. 
Paul  Klotz,  75;  Dr.  W.  S.  Lampton,  33;  Dr. 
Thomas  Purser,  67;  Dr.  M.  D.  Ratcliff,  75;  Dr. 
G.  W.  Robertson,  Vice-President,  33;  Dr.  L.  J. 
Rutledge,  83;  Dr.  R.  F.  Payne,  8;  Dr.  E.  R.  Gor- 
don, 00;  Dr.  A.  E.  Leggett,  00;  Dr.  I.  E.  Stennis, 
Secretary,  100;  Dr.  J.  M.  Smith,  33;  Dr.  C.  W. 
Stewart,  33. 


CENTRAL  MEDICAL  SOCIETY. 

Dr.  W.  L.  Highes,  Jackson,  Secretary,  reports 
that  at  the  meeting  of  the  Central  Medical  Society 
on  Jan.  20,  it  was  decided  to  make  the  Edwards 
Hotel  the  permanent  meeting  place  of  the  society 
and  to  designate  it  as  the  headquarters  of  the 
State  Association  when  it  meets  in  Jackson  in 
May.  Dr.  C.  L.  Green,  President,  named  the  fol- 
lowing men  as  a committee  on  arrangements  for 
the  State  Meeting:  Reception,  Dr.  H.  F.  Garrison; 
Local  arrangements,  Dr.  A.  G.  Wilde;  Hospitals 
and  Clinics,  Dr.  Willis  Walley;  Entertainment, 
Dr.  A.  F.  Gordin;  Finance,  Dr.  N.  C.  Womack. 

The  following  scientific  program  was  presented: 
Dr.  Robin  Harris  presented  a case  of  kerato-conus. 
Dr.  Smythe  Howard  read  a paper  on  tularemia 
with  case  reports;  Dr.  A.  G.  Wilde  read  a paper 
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on  chronic  blepharitis  of  unusual  origin  with 
case  report. 


BAPTIST  HOSPITAL. 

At  the  staff  meeting  of  the  Baptist  Hospital  on 
Jan.  9,  36  of  the  39  members  of  the  staff  were 
present.  Dr.  Shands  gave  a resume  of  the  meeting 
of  the  Southern  Surgical  Association  and  an  in- 
teresting report  of  the  advances  in  the  treatment 
of  chronic  osteomyelitis.  Dr.  VanNess  read  a 
paper  on  the  uses  of  roentgen-ray  in  gallbladder 
disease. 


JACKSON  INFIRMARY. 

The  Staff  of  the  Jackson  Infirmary  met  on 
Jan.  14,  and,  following  the  discussion  of  several 
interesting  cases,  papers  were  read  by  Dr.  Smythe 
Howard  on  tularemia  and  by  Dr.  J.  W.  Barks- 
dale on  “Phrenicectomy  in  Lung  Conditions.” 

During  the  last  few  months  a very  noticeable 
improvement  in  these  staff  meetings  has  taken 
place.  They  are  well  attended  and  all  cases  and 
new  ideas  are  freely  discussed. 


NORTH-EAST  MISSISSIPPI  MEDICAL 
SOCIETY. 

“We,  the  Committee  on  Necrology,  beg  leave 
to  report: 

“Death  has  removed  two  of  our  oldest  and  most 
beloved  members.  Advanced  in  years,  full  of 
honors,  loved  in  their  community,  they  have  fin- 
ished their  course  and  left  us  the  heritage  of  lives 
well  spent.  It  would  be  a labor  of  love  could 
we  review  all  the  qualities  of  mind  and  heart,  of 
devotion  of  duty,  of  friendship  and  consideration 
of  their  professional  associates,  of  our  personal 
debt  to  them  for  inspiration  in  our  lives  and 
conduct. 

“As  we  record  their  names,  we  tender  on  be- 
half of  our  society,  our  sympathy,  love  and  com- 
fort to  their  families  and  loved  ones. 

‘The  life  that  counts  must  toil  and  fight 
Must  hate  the  wrong  and  love  the  right, 

The  life  that  counts  must  helpful  be 
The  cares  and  woes  of  others  see’ 

“Our  comrades  have  lived  the  life  that  counts.” 


DR.  BOLIVAR  R.  SMITH. 

“Dr.  Smith  was  bom  in  1851,  at  Blackland, 
Prentiss  County,  Miss.  For  nearly  fifty  years  he 
practiced  his  profession  at  Burtons,  Prentiss 
County,  where  he  died  December  9,  1930. 


“He  was  never  married  but  was  noted  for  his 
open  house  hospitality.  He  was  a York  and  Scot- 
tish Rite  Mason  and  a Shriner.  For  many  years 
he  was  Master  of  Robert  G.  Smith  Lodge,  at 
Paden,  Miss.  This  lodge  was  named  after  his 
brother,  Dr.  Robert  G.  Smith,  who  practiced  medi- 
cine at  Burtons  several  years  preceeding  Dr.  Boli- 
var’s practice. 

“Dr.  Smith  was  a landmark  in  his  community, 
and  a man  who  took  a keen  interest  and  an  out- 
standing part  in  all  moral  civil  and  political  enter- 
prises of  his  community  and  state.  He  took  young 
physicians  in  partnership,  guided  and  trained 
them  into  larger  fields  of  usefulness — among  whom 
are  Drs.  McDougal,  Norwoof,  Green,  Hyde  and 
McMillan. 

“We  miss  him.” 


DR.  RUSSELL  McKINLEY. 

“Dr.  McKinley  died  at  Columbus,  Miss.,  Janu- 
ary 4,  1931,  age  59  years,  after  a long  illness. 

“He  was  graduated  from  the  University  of 
Alabama,  in  1894,  and  went  into  Government  Yel- 
low Fever  work  in  the  Panama  Canal  Zone  for 
several  years  thereafter.  In  June,  1899,  he,  in 
partnership  with  Dr.  John  E.  Davis,  founded  the 
first  hospital  in  Columbus.  Later  he  founded  the 
McKinley  Sanitarium.  He  made  a specialty  of 
surgery,  and  was  widely  and  favorably  known  for 
his  skill,  ability  and  careful  attention  to  his 
patients. 

“He  was  a World  War  veteran,  having  served  in 
Will’s  Memorial  Hospital  of  Philadelphia,  as  a 
bone  surgeon. 

“He  is  survived  by  his  widow  Mrs.  Kate  Oliver 
McKinley,  of  Columbus,  and  one  daughter,  Mrs. 
George  Moore,  New  Orleans,  La. 

“Dr.  W.  A.  JOHNS,  Corinth. 

“Dr.  W.  C.  Walker,  Houlka. 

“Dr.  W.  H.  ANDERSON,  Booneville. 

“Committee  on  Necrology.” 
— From  the  Mississippi  Doctor. 


TO  COUNTY  SECRETARIES. 

The  following  letter  is  being  sent  to  the  secreta- 
ries of  all  the  county  societies.  Now  how  about  all 
the  members  constituting  themselves  a staff  of 
reporters  to  furnish  the  secretaries  with  news  to 
send? 

“Dear  Doctor: 

“One  of  the  best  ways  of  building  up  the  Asso- 
ciation is  by  advertising  what  it  is  doing.  The 
most  valuable  work  is  done  in  the  County  Societies. 
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The  best  way  to  tell  about  that  work  is  through 
our  Medical  Journal,  which  goes  to  every  member. 

“Dr.  Lippincott  has  developed  the  news  depart- 
ment of  the  Journal  remarkably,  and  his  success 
is  due  to  the  fact  that  he  has  had  good  support. 
Without  that  he  cannot  get  results. 

“How  about  making  a resolution  to  the  effect 
that  your  Society  will  be  represented  in  the  Jour- 
nal every  month?  Make  it  a rule  to  send  him  a 
letter  every  thirty  days,  telling  all  you  can  about 
your  Society  and  about  its  members.  Everybody 
is  interested  in  what  you  are  doing. 

“Yours  for  a better  knowledge  of  each  other. 

“E.  F.  HOWARD,  M.  D., 

“President.” 

ISSAQUENA-SHARKEY  - WARREN  COUNTIES 
MEDICAL  SOCIETY. 

A regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren-  Counties  Medical  Society  was 
held  at  the  Y.  M.  C.  A.,  Vicksburg,  on  February 
10,  with  21  in  attendance. 

A Scientific  Program  included : 

The  Carrier  and  Contact  Problem. — Dr.  F.  M. 
Smith. 

Discussed  by  Drs.  G.  W.  Gaines,  Tallulah,  and 
E.  F.  Howard  Vicksburg.  Dr.  Smith  closed. 

Why  Examine  the  Urine? — Dr.  L.  S.  Lippincott. 

Discussed  by  Drs.  A.  Street  Vicksburg;  H.  H. 
Haralson  Vicksburg;  E.  F.  Howard,  Vicksburg; 
R.  H.  Foster,  Anguilla,  and  H.  S.  Goodman  Cary. 
Dr.  Lippincott  closed. 

Dr.  Edley  H.  Jones,  Vicksburg,  was  elected 
delegate  of  Warren  County  to  the  Mississippi 
State  Medical  Association. 

It  was  unanimously  voted  to  continue  the  cus- 
tom inaugurated  last  year  of  holding  two  joint 
meetings  with  the  Fifth  District  Medical  Society  of 
Louisiana,  one  to  be  held  in  Monroe,  Louisiana, 
in  June,  the  Fifth  District  Medical  Society  to  fur- 
nish the  program,  and  one  in  Vicksburg,  in  Decem- 
ber, the  Issaqueena  - Sharkey  - Warren  Counties 
Medical  Society  to  furnish  the  program. 

The  Society  voted  to  propose  two  joint  meet- 
ings with  the  Central  Medical  Society  during  the 
present  year,  one  to  be  held  in  Jackson,  and  one 
to  be  held  in  Vicksburg. 

The  next  meeting  of  the  Society  will  be  held  at 
Vicksburg  on  Tuesday,  March  10. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  staff  of  the 
Vicksburg  Sanitarium  was  held  on  February  9. 
After  the  regular  business  of  the  staff,  including 
the  reports  from  the  records  department  and 
analysis  of  the  work  of  the  hospital,  the  following 
special  case  reports  were  presented: 

1.  Duodenal  Ulcer.— Dr.  A.  Street. 

2.  Increasing  Incidence  of  Duodenal  Ulcer  in 
the  Colored  Race,  with  Case  Report. — Dr.  J.  A.  K. 
Birchett,  Jr. 

3.  Tularemia. — Dr.  L.  J.  Clark. 

4.  A Bone  Lesion  of  the  Foot. — Dr.  C.  F.  Clay- 
ton. 

The  following  interesting  radiographic  studies 
were  shown:  Cholelithiasis;  Duodenal  Ulcer;  Ob- 
structive Lesions  of  the  Stomach:  (a)  Duodenal 
Ulcer;  (b)  Carcinoma;  Maxillary  sinusitis  (two 
cases) ; Urinary  Calculi;  Pulmonary  Tuberculosis 
(two  cases);  Pneumonia  (nine  cases). 

The  next  meeting  of  the  staff  will  be  held  on 
Monday,  March  9. 


DEATHS  OF  PHYSICIANS. 

January,  1931. 

E.  J.  Rowe,  Hillsboro,  apoplexy,  January  7,  at 
Hillsboro;  born  Illinois,  March  15,  1861. 

J.  H.  Rush,  Meridian,  chronic  myocarditis,  Janu- 
ary 22,  at  Meridian;  born  Mississippi,  September  6, 
1868. 

C.  T.  Bell,  DeKalb,  acute  dilatation  of  heart, 
January  26,  at  DeKalb;  born  Mississippi,  1878. 

R.  C.  Basinger,  Jackson,  cerebral  hemorrhage, 
January  31,  at  Jackson;  born  Ohio,  November  3, 
1899. 

Tillis  Gandy,  Royce,  pneumonia,  January  31,  at 
Hattiesburg;  born  United  States,  December  26, 
1885. 


WOMEN’S  AUXILIARY. 

A meeting  of  the  Women’s  Auxiliary  of  the 
Issaquena  - Sharkey  - Warren  Counties  Medical 
Society  was  held  at  the  Library,  Vicksburg,  Feb- 
ruary 17.  Officers  for  the  year  were  elected  as 
follows:  President,  Mrs.  E.  F.  Howard,  Vicksburg; 
First  Vice-President,  Mrs.  W.  C.  Pool,  Cary; 
Second  Vice-President,  Mrs.  F.  Michael  Smith, 
Vicksburg;  Third  Vice-President,  Mrs.  A.  Street, 
Vicksburg;  Treasurer,  Mrs.  P.  S.  Herring,  Vicks- 
burg; Secretary,  Mrs.  E.  H.  Jones,  Vicksburg. 

It  was  decided  to  go  on  with  a study  of  public 
health  activities,  using  the  publication  “A  Quiz 
Compend  on  Public  Health  Organization  and  Ac- 
tivities,” prepared  at  the  suggestion  of  Mrs.  M.  H. 
Bell,  Vicksburg,  by  Dr.  F.  M.  Smith,  and  issued  by 
the  Mississippi  State  Board  of  Health.-  . 
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Trauma,  Disease,  Compensation:  A Handbook  of 
Their  Medico-Legal  Relations:  By  A.  J. 

Fraser,  M.  D.  Philadelphia,  F.  A.  Davis 
Company.  1930.  pp.  524. 

This  volume  of  forensic  material  comes  to  the 
reviewer’s  desk  from  Winnipeg  by  way  of  Phila- 
delphia. 

It  embodies  very  clearly,  concisely  and  substan- 
tially correlated  medico-legal  data  referable  to 
trauma  and  disease  as  pertains  to  medico-legal  and 
compensation  remuneration.  The  subjects  are  well 
covered  in  abstract.  The  composition  is  so  well 
paragraphed  that  those  interested  may  grasp, 
without  much  collateral  reading,  the  essential 
elements  of  each  heading.  The  period  of  mediation 
is  given  a place  in  this  volume  which  forensic 
psychiatrists,  contract  physicians  and  those  asso- 
ciated with  industrial  organizations  would  do  well 
to  read.  It  would  assist  in  aiding  them  in 
approaching  the  results  of  the  alleged  injuries, 
traumas,  etc.,  as  given  them  by  clients,  litigants 
and  individual  claiming  illnesses  or  symptoms 
following  same.  This  period  of  mediation  is  the 
interim  between  the  alleged  injury  plus  the  psycho- 
pathological  moment  when  litigation  proceedings 
are  instituted. 

Many  of  the  cases  presenting  themselves  could 
be  readily  adjusted  were  they  handled  properly  by 
professional  men  thoroughly  trained  in  the  ap- 
proach of  these,  always  keeping  in  mind  the  com- 
posite picture  of  the  situation  plus  the  capacity 
for  work,  added  to  which  is  the  earning  capacity. 

At  the  end  of  each  chapter,  which  are  twelve  in 
number,  there  is  a bibliography;  an  up-to-date 
glossary  is  included.  Following  this  is  a thor- 
oughly compiled  index.  The  volume  should  make 
excellent  reading  for  neuro-psychiatrists  and  phy- 
sicians whose  duties  take  them  before  the  courts  as 
witnesses  in  forensic  medical  cases. 

Walter  J.  Otis,  M.  D. 


Medical  Jurisprudence : By  Elmer  D.  Brothers, 

B.  S.,  LL.B.  3rd  Ed.  St.  Louis,  C.  V.  Mosby 
Company.  1930.  pp.  309. 

This  is  an  interesting  text  on  the  legal  phase  of 
medicine  for  recommendation  to  medical  students 
and  general  practitioners.  Before  launching  into 
the  subject  the  author  devotes  several  chapters  to 
an  explanation  of  terms  pertaining  to  courts  and 
their  procedure.  While  no  effort  has  been  made 
to  exhaust  the  subject,  and  technical  matters  which 
the  author  deems  useful  only  to  lawyers  are  not 
discussed,  yet  the  work  is  at  times  verbose,  due  to 
an  effort  to  clarify  basic . fundamental  principles 
at  the  expense  of  too  frequent  repetition  of  detailed 


facts.  The  subject  matter  has  been  developed  from 
law  texts,  encyclopedias,  reports  and  decisions. 
In  footnote  references  liberal  mention  is  made  of 
authorities  corroborating  the  details  discussed  and 
while  there  are  but  few  quotations  from  decisions, 
the  author  in  some  cases  has  used  the  language 
of  the  courts  in  defining  principles.  By  use  of 
the  index  and  references  the  text  may  prove  useful 
not  only  to  a medical  but  also  to  a legal  practitioner 
in  securing  authority  on  matters  he  has  under 
advisement.  The  author  has  attempted  to  place 
himself  in  the  position  of  the  medical  practitioner 
in  viewing  the  subject,  but  has  succeeded  only  to 
a fair  degree.  It  would  be  better  if  he  had  cited 
case  reports  which  might  at  some  time  concern 
any  medical  practitioner,  illustrating  the  subject 
matter  in  the  last  nine  chapters  and  discussed  the 
same.  As  a whole  the  book  is  clothed  in  simple 
language,  equally  as  readily  understood  by  the  lay- 
man as  the  medico.  Its  candidness  is  refreshing 
and  its  type  excellent,  though  a few  glaring  typo- 
graphical errors  obstruct  the  reader’s  eye. 

J.  W.  Williams,  M.  D. 


Tobacco:  By  Walter  L.  Mendenhall,  M.  D.  Cam- 
bridge, Harvard  Univ.  Pr.  1930.  pp.  69. 
(Harvard  health  talks.) 

This  little  volume  is  wittily  and  yet  scientifically 
written.  It  deals  with  the  use  and  abuse,  the  lies 
and  the  truth,  the  effects  on  mental  processes  and 
the  opinions  of  many  men  of  prominence  concern- 
ing tobacco. 

I.  L.  Bobbins,  M.  D. 


Chronic  Arthritis  and  Rheumatoid  Affections,  with 
Recovery  Record:  By  Bernard  Langdon 

Wyatt..  New  York,  William  Wood  & Co. 
1930.  pp.  139. 

Because  this  problem  is  one  of  tremendous 
medical,  social  and  economic  importance,  it  has 
forced  itself  and  been  forced  into  the  limelight  of 
medical  attention.  This  book  is  one  of  a large 
bibliography  that  is  rapidly  growing  up  dealing 
with  this  subject.  This  volume,  however,  is  a most 
welcome  addition  for  the  following  reasons.  It  is 
well  written  and  simple.  It  is  filled  with  sound 
facts  and  minus  all  extravagant  and  fanciful 
theories.  Diagnosis  and  treatment  are  most  capa- 
bly, and  for  a book  for  the  lay  public,  most 
comprehensively  treated.  There  is  only  one  fly  in 
the  ointment,  the  author’s  words  in  the  preface — 
“It  is  hoped  that  the  patient  as  well  as  the 
general  practitioner  will  find  this  book  of  value.” 
The  reviewer  objects  most  strenuously  to  books 
written  by  physicians  both  for  the ' laity  and  for 
the  profession.  If  the  author  feels  that  he  has 
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an  important  lesson  to  teach  the  general  practi- 
tioner, he  should  write  for  him  only.  The  policy 
in  question  smacks  of  “a  play  to  the  gallery. 
Otherwise  the  book  is  worth  while  and  scholaily 
and  at  once  stamps  the  author  as  an  authority  on 
the  subject. 

I.  L.  Robbins,  M.  D. 


Treatise  on  Orthopedic  Surgery:  By  Royal  Whit- 
man, M.  D.,  M.  R.  C.  S.,  F.  A.  C.  <S.  9th  ed. 
rev.  Philadelphia,  Lea  & Febiger.  1930. 
pp.  1085. 

The  last  edition  of  this  extremely  excellent  work 
has  nearly  twice  as  many  illustrations  as  the 
earliest  editions;  the  last  chapter  in  this  edition 
is  called:  “Collateral  Orthopedic  Surgery.”  It  did 
not  appear  in  the  very  early  editions  and  when  it 
did  come  out  was  called:  “Military  Orthopedics.” 

The  author  states  that  it  has  been  retained  and 
expanded  because  it  contains  material  of  collateral 
or  incidental  interest.  It  is  hard  to  review  woik 
of  this  kind  in  a few  words.  Suffice  it  to  say  that 
it  is  recognized  as  a standard  text-book  and  each 
edition  has  made  it  more  valuable. 

Edward  S.  Hatch,  M.  D. 


A Compend  on  Bacteriology,  Including  Pathogenic 
Protozoa:  By  Robert  L.  Pitfield,  M.  D.,  and 

Howard  W.  Shaffer,  M.  D.  5th  ed.  Phila- 
delphia, P.  Blakiston’s  Son  & Co.,  Inc. 
pp.  317,  p.  1. 

The  popularity  of  this  little  compend  on  bac- 
teriology is  proven  by  the  fact  that  it  is  now  in 
its  fifth  edition.  Designed  to  serve  the  needs  of 
medical  students  preparing  for  examination  and 
for  the  practitioner  of  medicine  who  desires  to 
become  acquainted  with  the  underlying  facts  of 
bacteriology,  it  excellently  answers  its  avowed 
purpose.  Minute  details  are  necessarily  not  given, 
and  the  principal  facts  are  described  concise, 
pithy  paragraphs.  The  illustrations,  for  the  most 
part  drawn  from  standard  text  books,  excellently 
serve  their  purpose.  Dr.  Herbert  Fox  of  the 
Pepper  Laboratory  of  the  University  of  Pennsyl- 
vania has  written  the  chapter  on  filterable  viruses. 
The  newer  nomenclature  of  micro  organismal 
forms  is  included  along  with  the  older  terminology. 
It  is  believed  that  this  volume  fully  meets  the  aims 
of  its  author. 

Rigney  D’Aunoy,  M.  D. 


Laboratory  Medicine:  By  Daniel  Nicholson,  M.  D. 
Philadelphia,  Lea  & Febiger.  1930.  pp.  437, 
p.  1. 

The  object  of  this  book  in  the  words  of  its 
author  is  “to  provide  detailed  information  of  the 
indications,  method,  and  interpretation  of  useful 


tests  that  a medical  practitioner  should  be  able  to 
perform.”  The  first  few  pages  briefly  state  labor- 
atory diagnostic  tests  that  are  indicated  in  various 
disease  condition.  There  then  follows  chapters 
describing  methods  of  examination  of  blood,  ex- 
udates, puncture  fluids,  sputum,  cerebro-spinal 
fluid,  gastric  and  duodenal  contents,  urine,  feces, 
etc.  The  final  chapter  deals  with  laboratory  equip- 
ment. On  the  inside  front  cover  and  first  fly  page, 
there  are  tables  of  important  normal  standards. 
The  book  gives  much  valuable  information  for  the 
general  practitioner  of  medicine  as  well  as  for  the 
specialist  in  clinical  pathology.  Some  statements 
do  seem  questionable.  For  instance,  on  page  114, 
under  the  heading  “Hodgkins  Disease,”  we  read 
that  the  disease  is  “probably  caused  by  the  avian 
tubercle  bacillus.”  This  statement  certainly  must 
be  considered  as  unjustified  in  view  of  our  present 
knowledge.  In  discussing  prophylaxis  against 
scarlet  fever  on  page  195,  ricinoleated  antigen  is 
listed  as  of  proven  value  to  develop  prolonged 
immunity.  This  statement  is  undoubtedly  open  to 
question.  Neither  blastomycosis  nor  sporotrichosis 
are  mentioned  in  the  discussion  of  diseases  affect- 
ing the  skin.  Agglutination  reactions  for  tula- 
remia and  brucellosis  are  not  even  dignified  by 
mention.  No  note  is  made  of  the  Kahn  reaction. 
However,  even  in  view  of  the  above  and  many 
other  notable  deficiencies,  Dr.  Nicholson’s  book 
contains  much  of  merit  and  cannot  help  but  be  a 
useful  addition  to  the  armamentarium  of  the  prac- 
titioner of  medicine  for  whom  it  is  primarily 
intended. 

Rigney  D’Aunoy,  M.  D. 


Seventy  Birth  Control  Clinics:  By  Caroline  Hadley 
Robinson,  with  foreword  by  Dr.  R.  L.  Dickin- 
son. Williams  & Wilkins.  1930.  Pp.  351. 

This  took  is  divided  into  two  parts.  Part  one 
deals  with  a survey  of  birth  control  clinics  com- 
posing: organization,  staff  and  statistics  of  seventy 
clinics;  scientific  data  obtained  and  suggestions 
for  handling  organized  birth  control  as  a matter 
of  eugenics;  present  practice  of  founding  and 
financing;  planning  clinics  for  present  and  future 
needs.  Part  two  deals  with  social  function  of 
birth  control;  laws,  customs,  effect  on  quality  and 
quantity  of  population  and  finally  a discussion  of 
what  benefit  may  be  expected  from  such  clinics. 

Adolph  Jacobs,  M.  D. 


Diet  in  Disease:  By  George  A.  Harrop,  Jr.,  M.  D. 

Philadelphia,  P.  Blakiston’s  Sons  & Co.  1930. 

Pp.  404. 

Although  a number  of  books  have  appeared  in 
recent  years  on  dietetics,  the  reviewer  considers 
this  book  on  Diet  in  Disease  to  be  one  of  the  best 
that  he  has  had  the  pleasure  of  reading.  It  has 
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been  conveniently  divided  by  the  author  into  three 
parts.  The  first  part,  The  Requirements  of  Nutri- 
tion, the  second,  The  Elements  of  the  Diet,  and 
the  third,  Dietary  Treatment  of  Disease.  Part 
three  comprises  one-half  of  the  book  and  is  of 
the  greatest  interest  to  the  clinician.  The  first 
two  parts  of  the  book  can  be  recommended  to 
students  as  the  subject  is  clearly  and  interest- 
ingly presented.  The  dietary  treatment  of  various 
diseases  is  handled  concistly  and  briefly  as  is  pos- 
sible with  clearness,  diet  lists  are  numerous  and 
well  selected  and  will  be  found  most  helpful.  The 
dietary  treatments  embody  all  the  most  modern 
ideas  of  diet  in  disease. 

Randolph  Lyons,  M.  D. 


Intestinal  Tuberculosis:  By  Lawrason  Brown,  M. 
D.  and  Homer  L.  Samson,  2nd.  ed.  rev.  Phila- 
delphia, Lea  & Febiger.  1930.  Pp.  376. 

This  edition  represents  the  second  publication 
from  observation  of  the  authors  at  Trudeau  Sani- 
torium.  The  authors  recognized  the  extreme  dif- 
ficulty that  has  been  experienced  by  the  profession 
in  the  diagnosis  of  early  intestinal  tuberculosis. 
The  aim  of  the  publication  has  been  a plea  for 
the  early  diagnosis  and  an  attempt  to  facilitate 
this  plea.  As  late  as  1909  the  diagnosis  of  intes- 
tinal tuberculosis  was  reluctantly  made  as  it 
always  indicated  a grave  prognosis.  In  this  edi- 
tion the  methods  of  examination  are  described 
in  greater  detail  than  in  the  former  edition  and 
the  essentials  of  the  diagnosis  summarized  in  a 
few  pages  illustrated  by  diagrams  and  references 
given  to  plates  scattered  throughout  the  text.  More 
emphasis  has  been  placed  upon  the  roentgenologi- 
cal phase  of  diagnosis.  After  a study  of  many 
cases  with  other  clinical  evidences  of  intestinal 
tuberculosis  they  feel  that  the  roentgen-ray  is 
able  to  give  us  a definite  answer.  The  authors 
have  experienced  their  best  result  in  the  employ- 
ment of  roentgen-ray  by  the  use  of  barium  orally, 
rechecked  with  barium  enema.  Treatment  has 
been  thoroughly  considered,  with  best  results 
obtaind  by  heliotherapy. 

Herbert  L.  Weinberger,  M.  D. 


A Manual  of  Diseases  of  the  Nose  and  Throat: 
By  Cornelius  G.  Coakley,  A.  M.,  M.  D.,  F.  A. 
C.  S.  7th  ed.  Philadelphia,  Lea  & Febiger. 
1930.  Pp.  672. 

This  is  a compact  little  volume  of  nearly  seven 
hundred  pages,  well  written,  well  printed  and 
neatly  bound.  It  is  intended  to  provide  for  the 
needs  of  students  and  practitioners  and  in  its 
preceding  editions  has  enjoyed  well  deserved  popu- 
larity. The  new  edition  has  been  thoroughly 


brought  up  to  date  by  including  established 
advances  in  the  specialty  and  should  carry  on 
the  useful  work  of  its  predecessors. 

H.  L.  Kearney,  M.  D. 


Nosography : By  Knud  Faber,  M.  D.,  LL.  D.  2nd 
ed.  New  York,  Paul  B.  Hoeber,  Inc.  1930. 
Pp.  222. 

This  is  a revised  edition  of  a book  that  has 
already  become  a classic  in  medical  literature.  It 
treats,  historically,  of  the  evolution  of  the  concepts 
and  classification  of  diseases.  The  relationship  of 
medicine  to  the  allied  sciences  is  ably  presented 
and  the  proof  apparent  is  presented  to  show  that 
internal  medicine  is  worthy  of  the  dignity  of  a 
true  science  and  that  physiology,  pathology  and 
chemistry  must  in  their  ultimate  value  prove  to 
be  hand-maidens  of  the  Queen  Medicine.  It  is 
well  worth  close  study  and  will  imbue  those  inter- 
ested with  a renewal  of  interest  in  a subject  that 
has  been  disdained  in  recent  years. 

I.  L.  Robbins,  M.  D. 


Public  Welfare  Administration  in  Louisiana:  By 
Elizabeth  Wisner.  Chicago,  Univ.  of  Chi.  Pr. 
1930.  Pp.  239. 

In  this  splendid  book,  the  author  has  traced 
from  their  beginnings  the  social  institutions  of 
Louisiana.  She  has  undoubtedly  consulted  a tre- 
mendous amount  of  material  and  she  is  to  be  com- 
mended for  the  masterly  way  in  which  she  has 
handled  this  great  task.  With  clear  vision  as 
to  the  progress,  the  shortcomings  and  as  to  the 
internal  conditions  in  the  state  because  of  its  sev- 
eral governments  as  they  influenced  the  develop- 
ments of  these  institutions,  she  has  presented  in 
a most  readable,  precise  and  correct  manner  a 
problem  of  vital  interest  to  all  citizens  of  the  state. 
Of  particular  interest  to  the  profession  must  be 
Parts  II  and  III  which  deal  with  the  care  of  the 
sick,  poor  and  the  insane.  The  book  is  most  con- 
structive and  helpful  and  will  well  repay  those 
that  read  it. 

I.  L.  Robbins,  M.  D. 


Progressive  Medicine : December,  1930.  Philadel- 
phia, Lea  & Febiger.  1930.  Pp.  383. 

The  literature  has  been  comprehensively  and 
intelligently  reviewed  and  presented  in  a most 
satisfactory  manner.  In  it  one  will  find  subjects 
of  interest  that  are  vital  to  the  knowledge  of  pres- 
ent day  medicine  as  always,  the  volume  is  of  the 
best  quality  as  regards  authors,  abstracts  and  sub- 
jects. 

I.  L.  Robbins,  M.  D. 
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Book  Reviews 


A Manual  of  Normal  Physical  Signs:  By  Wynd- 
ham  B.  Blanton,  B.  A.,  M.  A.,  M.  D.  St.  Louis, 
C.  V.  Mosby  Co.  2nd  ed.  1930.  Pp.  246. 

Because  he  knew  of  no  book  on  physical  diag- 
nosis which  contained  a description  of  normal 
physical  signs  without  abnormal  signs  inter- 
mingled and  because  he  believed  that  students 
became  confused  when  studying  pathology  and  the 
normal  side  by  side,  Blanton  wrote  this  manual. 

Done  in  outline  form,  all  the  normal  physical 
signs  are  listed,  some  are  described.  It  is  unin- 
telligible to  students  without  expository  elabora- 
tion. This  is  the  second  edition  revised,  with  the 
addition  of  new  illustrations. 

Some  of  the  illustrations  (reprinted  from  Love’s 
Physical  Diagnosis)  resemble  those  pictures  in 
the  comic  section  of  a college  annual  which  are 
made  by  cutting  from  a photograph  the  head  of 
an  individual  (usually  a professor)  mounting  said 
head  on  cardboard  and  drawing  a grotesque  body 
onto  the  head. 

Maurice  Sullivan,  M.  D. 


Studies  of  Bright's  Disease:  By  D.  D.  Van  Slyke 
et  al.,  Baltimore,  Williams  & Wilkins  Com- 
pany. 1930.  Pp.  130. 

Reprinted  from  Medicine  is  this  unusually  fine 
monograph.  Represented  are  the  results  of  seven 
years’  exhaustive  studies  on  nephritis  in  sixty 
seven  patients.  Less  ponderously  written  than 
the  usual  Van  Slyke  article  it  is  quite  readable. 
The  detail  in  the  half-tone  and  colored  illustration 
is  perfect. 

Complete  chemical,  clinical  and  functional  obser- 
vations are  reported  on  sixty-seven  cases.  Gross 
and  microscopic  findings  are  described  for  seven- 
teen of  these  cases.  Diagnoses  were  made  on  the 
basis  of  observations  of  the  urea  excreting  power 
of  the  kidneys,  measured  by  blood  urea  clearance 
(cubic  centimeters  of  blood  cleared  of  urea  by  one 
minute’s  excretion,  Moeller,  McIntosh  and  Van 
Slyke  1928),  of  the  hematuria,  blood  pressure,  por- 
teinuria  and  edema.  The  secondary  anemia  and 
hemoglobin  content  of  the  blood  were  studied  and 
their  prognostic  significance  were  demonstrated. 

The  three  types  of  nephritis,  they  found,  are 
essentially  different  in  their  genesis  and  patho- 
logical nature : the  hemorrhagic  or  glomerular, 
marked  primarily  by  glomerular  inflammation, 
with  hematuria  and  usually  diminished  renal 
function  (even  in  the  acute  stage) ; the  sclerotic 
disease,  marked  primarily  by  pathological  changes 
in  the  small  arteries  of  the  kidneys  (and  usually 
other  organs),  with  hypertension  as  the  first  sign 
and  dimnished  renal  function  only  as  a terminal 
phenomenon;  the  .degenerative  disease  or  diseases; 
called  nephrosis,  marked  primarily  by  degenerative 
I 


changes  in  the  kidneys  without  hypertension  and 
with  hematuria.  Contrary  to  the  apparently  general 
belief,  except  that  of  Addis,  they  observed  that 
gradual  decrease  of  urea  excreting  ability  fre- 
quently develops  during  the  course  of  nephrosis, 
and  that  the  disease  may  end  in  uremia,  the  glome- 
ruli being  then  involved  in  the  degenerative 
changes. 

Maurice  Sullivan,  M.  D. 


Elementary  /.oology  for  Medical  Stud  uts:  By 

L.  A.  Barrada.'c,  Sc.  D.  London,  Cxlord  Univ. 

Press.  1930.  F p.  397. 

This  book,  which  is  an  abridgement  of  the 
Manual  of  Zoology  by  the  same  author,  presents 
a brief  account  of  the  morphology  and  physiology 
of  several  important  animal  types.  A detailed 
description  of  the  frog  is  followed  by  shorter 
accounts  of  the  representatives  of  eleven  animal 
groups.  No  attempt  is  made  to  cover  the  entire 
animal  kingdom,  several  Phyla  being  omitted 
entirely.  A chapter  on  embryology  and  one  on 
classification  and  evolution  conclude  the  work. 

In  the  main,  the  choice  of  subject  matter  is  ex- 
cellent, a good  balance  being  maintained  between 
descriptions  of  structure  and  of  function.  The 
book  is  well  illustrated  and  adequately  indexed. 

E.  S.  Hathaway,  Ph.  D. 
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THE  CANCER  SITUATION  AS  THE 
LAYMAN  SHOULD  SEE  IT.* 

C.  JEFF  MILLER,  M.  D., 

New  Orleans. 

Half  a million  people  die  annually  from 
cancer.  Over  the  age  of  forty-five  only 
heart  disease  exacts  a heavier  toll.  Last 
year,  according  to  the  statisticians  of  the 
Metropolitan  Life  Insurance  Company,  it 
was  responsible  for  nearly  14  per  cent 
more  deaths  than  it  caused  twenty  years 
ago.  It  is  certainly  not  decreasing,  and 
responsible  observers  believe  that  it  is 
showing  an  increase  which  cannot  be  ex- 
plained on  the  grounds  of  either  a longer 
span  of  life  or  a more  correct  certification 
of  the  causes  of  death. 

The  chief  tragedy  of  this  tragic  situation 
is  that  certainly  50  per  cent,  possibly 
75  per  cent  of  these  deaths  are  totally  un- 
necessary. This  tremendous  wastage  of 
human  life  is  preventable,  at  least  in  cer- 
tain types  of  cancer,  in  from  half  to  three- 
quarters  of  all  cases.  It  is  due  to  just  two 
causes,  ignorance  and  delay,  both  of  them 
inexcusable  causes,  both  of  them  remediable 
causes,  provided  only  public  and  profes- 
sion league  themselves  against  their  com- 
mon enemy.  That  is  the  reason  for  such 
meetings  as  this,  that  the  medical  profes- 
sion may  share  its  knowledge  with  lay 
people,  may  teach  them  what  cancer  is,  as 
far  as  they  themselves  know,  may  instruct 
them  how  to  prevent  its  occurrence,  how 
to  act  when  once  it  has  developed.  We  have 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


no  desire,  as  a brilliant  English  surgeon 
puts  it,  to  scare  you  to  death;  our  aim  is 
rather  to  frighten  you  into  life. 

Let  us  frankly  grant  that  in  many  re- 
spects cancer  is  still  an  unknown  disease. 
Its  actual  cause  of  origin  is  still  hidden 
from  us.  At  best  we  can  only  define  it  as 
a lawless  growth  of  body  cells,  a sort  of 
anarchic  multiplication  on  the  part  of 
structures  normal  in  themselves  but  no 
longer  obedient  to  the  laws  of  normal 
growth,  no  longer  growing  in  their  normal 
environment,  and  having  a fatal  ability  to 
multiply  rapidly,  to  invade  surrounding 
tissues,  to  reproduce  themselves  in  other 
parts  of  the  body  with  the  same  charac- 
teristics exhibited  at  the  point  of  origin, 
and  to  generate  toxins  or  poisons  -which 
eventually  kill  the  host. 

Now  there  are  several  important  points 
to  be  noted  in  connection  with  the  origin 
of  cancer.  We  may  not  know  the  nature 
of  the  limiting  substance  whose  loss  we 
assume  to  be  responsible  for  its  lawless 
growth,  but  we  do  know  that  cancer,  prac- 
tically without  exception,  is  always  pre- 
ceded by  chronic  irritation,  and  chronic 
irritation  extending  over  a long  period  of 
time.  It  has  been  proven  experimentally, 
chiefly  in  mice,  and  it  has  been  proven 
many  times  over  by  the  clinical  observation 
of  human  beings.  Cancer  of  the  skin  can 
be  traced  to  unhealed  sores,  to  ulcers,  to 
scar  tissue,  to  certain  warts  and  moles  and 
to  similar  lesions.  Cancer  of  the  lip  and 
jaw  and  tongue  is  caused  by  excessive 
smoking,  by  burns,  by  bad  teeth,  by  mouth 
infections.  Cancer  of  the  stomach  and 
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other  portions  of  the  gastro-intestinal  tract 
is  preceded  by  indigestion,  by  ulcers,  by 
constipation,  by  diarrhea,  by  bleeding 
hemorrhoids.  Cancer  of  the  breast  follows 
bruises,  lumps,  discharges  from  the  nipple. 
Cancer  of  the  genital  organs  is  preceded  by 
obstetric  injuries  and  by  infections. 

To  give  you  more  specific  illustrations, 
dye  workers  develop  cancer  of  the  bladder 
because  their  urine  is  tainted  with  dye. 
Chinese  men  develop  cancer  of  the  esopha- 
gus because  they  eat  at  the  first  table  and 
get  their  rice  hot ; Chinese  women  never  de- 
velop it  because  they  eat  at  the  second  table 
and  get  their  rice  cold.  The  people  of 
Kashmir  develop  a certain  type  of  cancer 
of  the  abdomen  from  repeated  burns  caused 
by  the  baskets  of  warm  coals  which  they 
carry  next  to  their  bodies  in  winter.  There 
is  a certain  kind  of  cancer  of  the  mouth 
which  comes  from  chewing  the  betel  nut. 
Paraffin  and  oil  workers  develop  cancer  of 
the  skin.  Miners  in  cobalt  mines  develop 
cancer  of  the  lung.  And  so  it  goes.  Always 
chronic  irritation  of  some  sort  precedes  the 
actual  development  of  the  cancer  itself, 
and  it  stands  to  reason  that  the  removal 
of  this  chronic  irritation,  the  correction  of 
these  precancerous  conditions,  will  prevent 
the  development  of  cancer  in  the  vast 
majority  of  cases. 

Another  thing  I would  have  you  note  is 
that  cancer  always  begins  as  a local  dis- 
ease, never  as  a blood  disease  or  as  a con- 
stitutional disease.  Since  this  is  so,  it 
follows  that  the  removal  of  the  growth 
while  it  is  still  local  will  mean  in  most 
cases  absolute  and  permanent  cure.  We 
prevent  the  spread  of  smallpox  by  the 
isolation  of  single  cases.  We  prevent  an 
epidemic  of  scarlet  fever  by  strict  quaran- 
tine. In  exactly  the  same  way  we  can  pre- 
vent the  spread  of  cancer  by  the  removal 
of  its  point  of  origin,  provided  it  has  not 
yet  extended  beyond  that  point.  If  we  can 
put  out  a beginning  fire,  we  are  not  likely 
to  have  a general  conflagration. 

Again,  cancer  is  not  a contagious  disease. 
It  cannot  be  transmitted  by  contact  from 


person  to  person.  There  is  not  a single 
recorded  case  in  which  a physician  or  a 
nurse  or  anybody  associated  with  a can- 
cer patient  developed  the  disease  from  con- 
tact, and  surely,  if  it  were  a contagious 
disease,  there  would  be  thousands  of  such 
cases.  Senn,  a very  great  American  sur- 
geon, proved  this  by  a series  of  experiments 
on  his  own  person.  He  cut  pockets  in  the 
skin  of  his  arms  and  grafted  cancerous 
tumors  into  them,  but  none  of  the  tumors 
grew  and  he  finally  died  of  heart  disease 
many  years  later.  So  you  need  not  fear 
that  you  will  develop  cancer  because  you 
associate  with  a person  who  has  it. 

Nor  is  cancer  hereditary.  It  does  not 
pass  from  parents  to  children,  it  is  not 
transmitted  from  generation  to  generation. 
Undoubtedly  there  are  families  in  which 
there  have  been  several  cases  of  cancer,  but 
in  a disease  as  frequent  as  this  the  law  of 
averages  is  a perfectly  simple  explanation 
of  that  fact.  Life  insurance  companies, 
whose  finances  are  very  seriously  influ- 
enced by  the  mortality  of  cancer,  pay  little 
attention  to  the  hereditary  factor,  and 
scientists  who  have  studied  the  matter  will 
go  no  further  than  to  say  that  possibly  a 
susceptibility  to  the  disease  or  an  immunity 
against  it  is  inherited,  though  they  all  agree 
that  the  disease  itself  cannot  possibly  be 
inherited. 

Cancer,  most  unfortunately,  has  no  char- 
acteristic symptoms  and  signs.  Its  mani- 
festations are  always  those  of  the  special 
organ  affected,  and  are  precisely  the  same 
as  the  manifestations  of  diseases  of  that 
organ  which  are  not  malignant.  Chronic 
indigestion,  rectal  bleeding,  vaginal  dis- 
charges, lumps  in  the  breast,  discharges 
from  the  nipple,  unhealed  superficial  sores, 
there  is  nothing  characteristic,  nothing 
alarming  about  any  of  these  things,  though 
any  one  of  them  may  be  evidence  of  an 
existing  cancer  in  some  special  part  of  the 
body.  Remember,  above  all,  that  there  is 
nothing  painful  about  early  cancer,  and  that 
that  is  the  chief  reason  people  die  of 
it.  If  it  began  like  a jumping  toothache, 
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somebody  has  said,  there  would  be  no  deaths 
from  it.  But  it  does  not,  it  begins  with 
signs  so  simple  people  ignore  them,  and  the 
fact  that  it  causes  no  pain  until  it  is  so  far 
advanced  that  a cure  is  impossible  in  most 
cases  is  the  most  treacherous  thing  about  it. 

We  can  defend  ourselves  against  it,  there- 
fore, only  by  investigating  all  symptoms, 
especially  when  we  have  passed  into  the  so- 
called  cancer  period  of  life,  or,  better  still, 
by  periodic  examinations  before  symptoms 
develop  at  all.  We  must  realize  that  every 
departure  from  the  normal,  every  evidence 
of  the  abnormal,  every  perversion  of  func- 
tion, must  be  promptly  investigated,  because 
while  it  most  often  is  of  minor  significance, 
it  may  be  the  first  indication  of  malignant 
disease. 

More  specifically,  there  is  an  infallible 
method  of  recognizing  cancer,  at  least 
accessible  cancer,  and  that  is  by  microscopic 
examination.  The  physician  who  does  not, 
in  every  possible  case,  remove  tissue  and 
subject  it  to  microscopic  study,  who  pro- 
ceeds to  treatment  without  examination,  is 
not  a safe  physician.  When  cancer  is  not 
accessible,  then  we  must  resort  to  other  aids 
in  diagnosis,  chiefly  the  roentgen-ray  and 
the  exploratory  incision.  The  clinic  in  this 
country  which  shows  the  highest  percentage 
of  cures  for  cancer  of  the  stomach  is  the 
clinic  in  which  persons  in  the  cancer 
age  with  vague  digestive  symptoms  are 
promptly  operated  on,  frankly  as  a diagnos- 
tic measure.  This  means  that  if  cancer  does 
exist,  it  is  seen  early,  when  surgery  gives  a 
high  percentage  of  cures.  It  may  seem  to 
be  radical  treatment,  but  surely  extreme 
measures  are  justified  against  an  enemy 
which  knows  no  laws. 

The  treatment  of  cancer  is  rather  beyond 
the  scope  of  my  paper,  but  let  me  point  out 
to  you  that  some  sort  of  treatment  is  always 
necessary,  for  cancer  does  not  cure  itself 
and  nature  is  powerless  against  it.  The 
microscope,  as  one  of  our  greatest  patholo- 
gists has  pointed  out,  never  reveals  a de- 
fense mechanism  in  cancer.  What  the  form 
of  treatment  shall  be,  surgery,  irradiation, 


a combination  of  the  two,  or  merely  palli- 
ative measures,  is  dependent  upon  the  stage 
of  the  disease,  the  location  of  the  growth, 
the  condition  of  the  patient,  and  other  fac- 
tors to  be  determined  by  the  physician.  The 
important  thing  is  that  treatment  be  insti- 
tuted and  that  it  be  instituted  promptly. 

Better  than  treatment,  however,  is  pro- 
phylaxis or  prevention.  The  correction  of 
chronic  discharges,  the  removal  of  chronic 
sores,  the  elimination  of  chronic  irritations, 
will  reduce  the  incidence  of  cancer  and  thus 
reduce  its  mortality.  To  give  but  a single 
illustration : it  has  been  established  beyond 
all  doubt  that  childbirth  injuries  are  pre- 
disposing causes  of  cancer  of  the  neck  of 
the  womb ; more  than  95  per  cent  of  women 
with  malignancy  of  the  uterine  cervix 
exhibit  such  injuries.  But  in  a study  of 
some  five  thousand  cases,  made  by  Graves 
of  Boston,  of  women  who  had  had  the  in- 
juries of  childbirth  repaired,  there  were 
only  four  instances  of  cancer,  and  in  two  of 
these  the  operation  had  been  so  badly  done 
as  to  defeat  its  own  purposes.  Such  illus- 
trations couM  be  multiplied  and  they  carry 
their  own  lesson. 

A word  as  to  cancer  cures : flee  from  them 
as  you  would  from  the  plague,  for  death 
stalks  in  their  wake,  whether  they  be  the 
products  of  wicked  or  merely  of  foolish 
men.  There  is  no  specific  cure  for  cancer 
and  there  will  not  be  until  it  can  be  traced 
to  a specific  cause  or  to  specific  causes. 
Moreover,  when  that  cure  has  been  discov- 
ered, it  will  come  to  you  through  the  medi- 
cal profession  and  its  publications,  not 
through  the  columns  of  the  lay  press.  News- 
papers have  much  to  be  responsible  for  in 
their  ill-advised  blazoning  to  the  world  of 
unsound  and  half-baked  schemes  which  can 
do  nothing  but  rouse  false  hopes  and  which 
do  actual  harm  in  that  they  delay  the  insti- 
tution of  proven  methods  of  treatment. 
Such  success  as  these  cures  do  achieve,  says 
W.  J.  Mayo,  comes  from  the  non-cancerous 
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lesions  which  they  remove  in  the  name  of 
cancer,  and  he  adds  that  if  all  fools  were 
knaves,  the  situation  would  be  simplified. 
Scarcely  a year  passes  that  we  do  not  wit- 
ness at  least  one  wave  of  hysteria,  thanks  to 
the  public  press  and  its  advertisement  of 
some  new  cure,  and  how  many  additional 
deaths  are  chalked  up  to  the  score  of  cancer 
because  of  that  hysteria  no  one  will  ever 
know.  Remember  that  no  drugs  and  no 
salves  can  cure  cancer,  that  surgery  and 
irradiation  are  the  only  two  methods  which 
can  avail  against  it,  and  that  even  they  must 
not  be  regarded  as  successful  until  a specific 
period  of  time,  a minimum  of  five  years, 
has  passed  without  recurrence. 

Cancer  is  truly  the  Captain  of  the  Men 
of  Death,  but  I think  I have  made  it  clear 
to  you  that  whether  or  not  it  shall  remain 
in  that  commanding  position  rests  largely 
in  the  hands  of  the  public : the  medical  pro- 
fession cannot  cure  people  who  will  not  sub- 
mit themselves  to  examination  and  treat- 
ment. This  is  a disease  whose  origins  we 
do  not  know  but  whose  predisposing  causes 
we  know  perfectly  and  know  to  be  largely 
preventable.  This  is  a disease  which  always 
begins  locally  and  which  in  its  local  stages 
is  curable  in  possibly  70  per  cent  of  all 
accessible  cases.  This  is  a disease  which 
owes  its  appalling  death-rate  not  to  its 
intrinsic  virulence  chiefly,  but  to  fear  and 
ignorance  and  consequent  delay.  This  is  a 
disease  whose  early  symptoms  mimic  those 
of  other  diseases  which  are  not  malignant, 
and  it  is  a disease  which  never,  until  its 
late  stages,  is  accompanied  by  pain.  If 
these  facts  are  borne  steadfastly  in  mind, 
if  the  public  will  learn  to  face  them  rather 
than,  ostrich-like,  bury  its  collective  head 
in  the  sand,  then  the  conquest  of  cancer, 
even  with  our  present  imperfect  knowledge 
of  its  origins,  will  not  be  long  deferred. 


THE  CANCER  PROBLEM  FROM  THE 
PUBLIC  STANDPOINT.* 

ARTHUR  VIDRINE,  M.  D., 

New  Orleans. 

I suppose  you  are  going  to  hear  quite 
a repetition  of  what  has  been  said  before 
concerning  cancer  because  we  cannot  em- 
phasize some  of  the  facts  that  have  already 
been  brought  out  too  much.  It  is  very 
necessary,  indeed,  that  they  be  impressed 
upon  you  sufficiently  that  they  will  not  be 
forgotten,  and  that  you  will  heed  our 
warnings  and  rules  in  the  prevention  of 
cancer. 

We  have  assembled  here  today  to  discuss 
that  dreadful  disease  which  is  undoubtedly 
one  of  the  most  important  that  we  have  to 
contend  with.  Since  we  are  so  selfish  as 
to  invite  the  public  only  once  a year  to  par- 
ticipate in  such  discussions,  I am  going 
to  be  equally  selfish  this  morning  in 
limiting  my  remarks  to  a general  discus- 
sion of  this  subject  in  such  a way  that  it 
will  be  thoroughly  understood  by  the  public. 

We  physicians  have  our  hospital  staff 
meetings,  we  have  our  parish  meetings, 
our  district  meetings  that  meet  frequently 
during  the  year  where  we  have  ample 
opportunity  to  discuss  all  of  the  scientific 
questions  that  might  come  up  concerning 
cancer.  But  you  people  only  have  an 
opportunity  once  a year  of  hearing  a dis- 
cussion of  this  dreadful  disease. 

We  really  do  not  know  how  many  people 
in  this  country  are  suffering  from  cancer. 
It  is  not  a disease  that  is  discussed  at  card 
parties,  dinner  dances  and  sewing  clubs. 
It  is  discussed  only  in  whispers  and  with 
utmost  secrecy  with  the  members  of  the 
family  and  the  physician,  unless  it  is 
visible.  The  only  means  we  have  of  finding 
out  or  observing  the  great  number  of  these 
poor  unfortunates  is  when  the  press  car- 
ries out  long,  fascinating  stories  about 
some  wonderful  cure.  The  immediate  pil- 
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grimage  from  all  parts  of  the  country  to 
that  particular  point  is  remarkable  and 
astounding,  and  it  is  only  under  such  cir- 
cumstances that  we  can  ever  arrive  at  any 
fair  estimate  of  the  great  number  of  cancer 
sufferers  in  this  country. 

On  that  point,  we  could  paint  for  you 
more  gruesome  and  more  pitiful  sights  than 
your  own  imagination  could  picture  at  any 
time  even  in  its  wildest  dreams,  but  that  is 
not  our  purpose  here  today.  We  are  not 
here  to  paint  to  you  any  of  these  pitiful 
sights.  We  are  here  to  try  to  give  you 
real  information  which  will  be  of  value 
to  you. 

We  do  know,  however,  that  over  100,000 
people  in  this  country  die  of  cancer  every 
year,  and  we  do  know  that  the  greater 
percentage  of  these  victims  are  women. 
Why?  Because  the  greatest  frequency  of 
cancer,  aside  from  the  stomach  and  the 
liver,  is  in  the  female  genital  organs  and 
the  breasts.  Next  in  frequency  are  the 
intestines  and  the  peritoneum,  and  then  the 
skin.  Even  if  it  is  a little  more  frequent 
on  the  skin  in  men  and  almost  equally  as 
frequent  in  the  stomach  and  liver  in  both 
sexes,  the  female  in  addition  has  to  contend 
with  the  various  susceptible  genitive  organs 
and  her  breasts. 

What  are  the  causes  of  this  terrible  con- 
dition ? Many  theories  have  been  advanced 
but  they  have  all  fa’len  by  the  wayside  and 
had  to  be  abandoned.  We  may  consider 
among  these  theories,  first  of  all,  that  of 
heredity.  That  theory,  my  friends,  has  been 
disproved.  Cancer  is  not  hereditary.  Still, 
it  is  my  personal  opinion  that  there  exists 
in  certain  individuals  a certain  predisposi- 
tion to  the  development  of  cancer.  This 
condition  has  been  observed  in  several 
members  of  the  same  family  who  develop 
cancer  in  the  same  anatomical  location,  such 
as  the  liver  and  the  stomach.  It  is  unques- 
tionably true,  also,  that  there  are  certain 
types  of  skin  that  are  susceptive  to  cancer 
and  that  can  be  observed  in  certain  families. 
Of  course,  I admit  that  there  are  a great 
number  of  physicians  who  object  conscien- 


tiously to  this  theory  or  this  idea,  but  I feel 
that  more  careful  family  histories  will  in 
time  prove  to  them  that  that  idea  is  correct. 

Another  theory  that  we  might  consider 
is  the  parasitic  theory.  Many  investigators 
have  worked  for  a number  of  years  on  this 
problem.  The  latest  adherents  to  it  were 
London  scientists,  but  there  is  nothing  to 
substantiate  it  and  it  had  to  be  abandoned. 
That  theory,  however,  produced  many  very 
fascinating  and  interesting  views,  as  we 
always  find  in  investigations  and  treatment 
of  cancer.  One  of  these  views  was  the  con- 
tention of  Blumenthal  that  he  had  isolated 
three  distinct  bacteria  which  caused  cancer 
in  mice  and  rats,  and  that  these  bacteria 
and  the  cancer  could  be  transplanted.  That, 
however,  could  not  be  confirmed  by  later 
investigations. 

Another  very  fascinating  one  was  the 
placing  of  the  whole  cause  of  cancer 
upon  the  cockroach.  That  was  disproved, 
however,  when  it  was  found  that  the 
cockroaches  carried  parasitic  worms  which 
attacked  rats,  and  that  long  irritation  due 
to  the  presence  of  the  parasitic  worm  in 
the  rat’s  stomach  might  finally  produce 
cancer.  It  was  further  discovered  that 
these  worms  did  not  attack  the  human 
being.  Therefore,  that  theory  had  to  be 
abandoned  and  the  poor  cockroach  had  to 
be  exonerated  of  that  terrible  charge. 
Some  of  us  might  think  it  is  regrettable, 
indeed,  that  this  theory  didn’t  last  any 
longer  because  if  it  had  lasted  longer  proofs 
would  have  been  started  against  the  cock- 
roaches and  probably  our  kitchen  sinks 
would  be  blessed  with  the  absence  of  these 
hungry  little  creatures. 

A third  theory  was  the  chemical  theory. 
Chemists  of  great  distinction  labored  for 
years  trying  to  discover  a chemical  cause 
for  cancer.  They  brought  forth  substances 
which  they  thought  were  characteristic  of 
the  new  growth,  but  none  of  these  sub- 
stances received  the  sanction  of  unqualified 
approval.  Careful  analysis  of  the  cancer 
cells  did  not'  bring  out  any  substance  to 
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which  could  be  attributed  the  cause  of 
malignancy. 

The  fourth  theory  was  the  glandular 
deficiency  theory,  and  that  may  be  classified 
under  the  chemical  theory  because  it  con- 
sists of  a supposed  deficiency  of  certain 
hormones  in  certain  glands  of  internal 
secretion.  Various  sera  and  extracts  have 
been  prepared  and  tried,  but  we  shall  con- 
sider these  later  under  the  subject  of 
treatment. 

Since  we  do  not  know  the  actual  cause  of 
cancer,  what  are  we  going  to  do  about  it? 
We  must,  then,  try  to  find  out  the  very 
closest  we  can  to  the  actual  cause  and 
therein  we  find  our  predisposing  causes.  I 
feel  that  we  should  try  to  understand  these 
predisposing  causes  very  clearly  because 
therein  lies  the  secret  of  the  prevention  of 
cancer.  After  all,  you  know,  the  prevention 
of  cancer  is  the  best  cure. 

What  are  these  predisposing  causes? 
First  of  all,  I might  say  that  they  are  all 
essentially  due  to  some  local  irritation.  We 
might  have  irritation  due  to  some  old,  un- 
repaired scar.  Second,  we  might  have 
irritation  due  to  some  chronic  inflammatory 
disease.  Any  scar  on  any  part  of  the  body 
if  not  repaired  and  treated  properly  might 
finally  alter  the  anatomy  and  the  function 
of  the  tissue  cells  in  such  a way  that  they 
will  degenerate  into  cancer  cells. 

One  of  the  most  important  examples  of 
that  is  the  laceration  of  the  cervix  or  neck 
of  the  womb  in  the  female.  Why  is  that 
of  such  great  importance?  Listen  to  these 
figures.  In  all  cases  of  cancer  in  the 
female,  one-third  are  a cancer  of  the 
uterus.  Ninety  per  cent  of  all  cases  of 
cancer  of  the  uterus,  or  cancer  of  the 
cervix,  and  95  per  cent  of  all  cases  of  can- 
cer of  the  cervix  occur  in  women  who  have 
borne  children. 

The  explanation  of  that  fact  is  that 
childbirth  practically  always  causes  some 
injury  to  the  cervix.  It  may  be  slight  or 
it  may  be  marked,  but  at  any  rate  preven- 
tion would  consist  in  the  repair  of  these 


scars.  It  is  very  imperative,  then,  that  all 
lacerations  of  the  cervix  should  be  repaired 
either  at  once  by  the  obstetrician  or  later 
by  the  gynecologist. 

Irritation  due  to  chronic  inflammatory 
disease,  aside  from  contributing  to  cancer 
of  the  uterus,  is  a very  important  predis- 
posing cause  in  cancer  of  the  lip,  of  the 
skin,  of  the  tongue,  of  the  stomach  and 
liver,  of  the  intestines,  and  of  the  rectum. 

One  per  cent  of  all  deaths  in  this  coun- 
try is  due  to  cancer  of  the  skin.  Two  per 
cent  of  all  skin  diseases  are  cancerous.  It 
is  slightly  more  frequent  in  men  than  in 
women.  It  is  exceedingly  rare  in  the 
negroes.  It  is  more  prevalent  among  the 
blonds  than  the  brunettes,  and  more  com- 
mon in  the  country  districts  than  in  the  city 
districts,  undoubtedly  due  to  the  excessive 
sunlight  as  well  as  irritating  dirt  in  the 
country  districts. 

Occupation  has  a great  influence  on  the 
cause  of  cancer;  for  instance,  laborers  at 
work  in  factories  where  highly  irritant 
chemicals  are  used.  You  have  also  read  of 
the  physician’s  cancer  of  the  hands  and 
skin,  especially  in  physicians  who  were 
early  workers  in  this  disease. 

Prevention,  then,  my  friends,  would 
naturally  consist  of  the  protection  of  these 
people  who  are  exposed  to  these  irritants, 
protection  of  these  people  from  chemical 
irritants,  protection  from  the  sunlight  and 
irritating  dirt,  and  also  the  removal  of 
certain  pigmented  skin  moles  which  may 
also  develop  into  cancer.  Especially  is  that 
true  in  men  over  forty  years  of  age. 

Another  condition  which  may  result  is 
cancer  of  the  stomach.  Before  we  go  to 
the  stomach,  let  us  consider  the  lip.  Cancer 
of  the  lip  is  an  unnecessary  condition.  It  is 
oftentimes  due  to  irritation  caused  by  a 
ragged  tooth,  and  it  may  be  due  to  irritation 
from  a badly  fitting  bridge ; but  particularly 
is  cancer  of  the  lip  due  to  errors  in 
smoking.  There  is  a certain  art  in  smoking, 
and  he  who  becomes  so  unartful  as  to  per- 
mit a cigar  stub  that  is  too  short,  a cheap 
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pipe  stem  or  moist  cigarette  paper  to  stick 
to  his  lip  until  it  irritates  it,  then  there  is 
danger  of  developing  cancer. 

I wish  to  state  that  in  cancer  of  the 
stomach,  which  is  45  per  cent  of  all  cancer, 
you  also  have  as  a predisposing  cause 
chronic  inflammatory  diseases  as  gastric 
ulcers,  ulcers  of  the  pylorus,  any  chronic 
gastric  disturbance  or  irritation.  Also,  that 
is  true  of  skin. 

In  the  treatment  of  cancer,  I might  say 
that  drugs  have  been  used  in  the  time  of 
the  ancient  Arabs  and  Egyptians  who  used 
arsenic.  Since  that  time,  the  salts  of 
various  other  chemical  substances  have 
been  used  including  colloidal  gold  which 
I understand  is  still  being  used  by  some  of 
our  colleagues,  but  which  has  been  demon- 
strated time  and  again  to  be  of  no  value. 
Blaribell  revived  the  old  lead  treatment 
which  was  used  during  the  time  of  Galen 
and  Goulard.  The  best  he  could  secure 
from  the  lead  colloidal  treatment  was  the 
establishment  in  his  mind  of  an  imaginary 
feeling  that  the  administration  of  that  sub- 
stance might  cause  more  sensitiveness  in 
the  cancer  cells  to  roentgen-ray  and  radium 
radiation.  Radio  active  substances  have 
failed  to  serve  the  purpose. 

Vaccines  have  been  made  and  tried,  and 
they  have  fallen  by  the  wayside.  Various 
sera  and  extracts  have  been  prepared  from 
the  omentum,  thymus  gland  and  other 
structures,  but  they  have  failed  to  prove  of 
any  value. 

Of  especial  interest  today,  I might  men- 
tion the  Coffey-Humber  treatment  which 
is  an  extract  prepared  and  used  by  these 
two  distinguished  physicians  in  the  treat- 
ment of  cancer.  It  is  still  in  the  experi- 
mental stage,  admitted  to  be  in  the  ex- 
perimental stage  by  Drs.  Coffey  and 
Humber,  and  they  as  well  as  the  rest  of 
the  medical  profession  maintain  that  it  will 


be  a good  while  yet  before  we  can  measure 
its  value. 

Therefore,  having  no  specific  treatment 
for  cancer  we  must  rely  upon  the  only  two 
accepted  methods,  surgery  and  radiation, 
radiation  either  by  roentgen-ray  or  radi- 
ation by  radium.  The  success  of  these 
treatments  depend,  as  you  know,  upon  the 
type,  upon  the  location,  the  size,  the  age  of 
the  growth  when  the  patient  applies.  Early 
cancer  is  curable  if  taken  in  the  early 
stages  provided  of  course  that  cancer  has 
not  been  previously  irritated  by  some 
quacks  or  some  of  these  people  who  are 
especially  empowered  by  the  Almighty  to 
treat  cancer  with  arsenical  and  zinc  plasters. 
For  instance,  surgical  treatment  of  cancer 
of  the  lip  early  will  give  you  75  per  cent 
cure.  In  early  cancer  of  the  breast  proper 
surgical  procedure  will  give  you  90  per 
cent  cure.  In  early  cancer  of  the  cervix,  a 
properly  performed  operation  will  give  you 
70  per  cent  cure. 

Now  then,  my  friends,  since  we  know 
that  early  cancer  is  curable,  why  wait? 
Why  throw  away  your  only  opportunity  for 
a permanent  cure  and  sacrifice  your  life  by 
going  way  out  in  the  sticks  somewhere  to 
some  former  blacksmith  just  because  that 
man  tells  you  that  he  has  been  called  away 
from  his  plow  by  the  Lord  to  take  up  the 
more  remunerative  business  of  treating 
cancer? 

If  you  notice  a lesion  on  your  skin  of 
any  kind  which  might  seem  abnormal,  if 
you  notice  a lump  in  the  breast,  a retrac- 
tion of  the  nipple,  a discharge  from  the 
nipple,  a lump  in  the  arm  pit,  bleeding  in 
women  between  menstrual  periods  after  the 
age  of  thirty,  bleeding  after  the  change  of 
life,  you  should  at  once  report  to  your 
physician  or  your  surgeon  because  therein 
lies  the  importance  of  a permanent  cure  of 
cancer  and  your  life  might  be  saved. 
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A NEW  BANDAGE  FOR  TREATMENT 
OF  FRACTURES  OF  THE  PELVIS.* 

E.  DENEGRE  MARTIN,  M.  D., 

New  Orleans. 

There  is  no  doubt  that  the  treatment  of 
fractures  has  made  great  progress  in  the 
last  twenty  years,  and  well  that  it  has,  be- 
cause of  the  numerous  accidents  occurring 
today  we  are  forced  to  give  the  subject  more 
study  than  formerly. 

One  of  the  advanced  steps,  and  the  great- 
est one,  in  my  opinion,  is  that  we  are  rapidly 
getting  away  from  the  use  of  plaster,  which 
is  an  abomination  in  our  climate.  Especi- 
ally is  this  true  of  plaster  casts  about  the 
body.  There  was  a time  when  nearly  all 
fractures  of  the  pelvis  were  encased  in  plas- 
ter and  the  patients  kept  on  their  backs  for 
an  indefinite  time.  By  degrees,  and  pos- 
sibly by  accident,  we  learned  that  this  was 
unnecessary.  All  that  is  really  important 
in  the  handling  of  these  cases,  is  to  place  the 
fractures  in  their  normal  position  so  far  as 
is  possible  and  to  hold  them  in  that  position. 
Some  go  so  far  in  fractures  of  the  rami, 
or  fractures  of  the  anterior  superior  spine, 
as  to  keep  the  patient  on  the  back  without 
fixation  of  any  kind.  This  will  accomplish 
the  same  results,  but  my  experience  is  that 
these  patients  often  suffer  discomfort  when 
moving  about  in  bed,  and  by  the  application 
of  the  sacroiliac  belt,  which  I present  to 
you,  I find  that  they  are  at  all  times  com- 
fortable. 

In  multiple  fractures,  where  there  is 
mobility  of  the  pelvis  and  deformity  as  well, 
and  where  these  fractures  have  to  be  re- 
placed bv  traction,  this  method  can  be  used 
as  additional  treatment. 

I have  had  within  the  last  two  years  five 
cases  of  fracture  of  the  pelvis,  one  extend- 
ing into  the  acetablum,  all  of  which  have 
been  treated  by  the  application  of  this  belt 
and  all  have  been  comfortable  from  the 
time  of  its  application  to  the  date  of  dis- 
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charge.  So  comfortable  have  these  patients 
found  themselves  in  these  belts,  that  they 
have  always  been  anxious  to  replace  them 
whenever  removed  of  necessity. 

There  are,  as  you  all  know,  numerous 
sacro-iliac  belts.  Most  of  these  are  made 
with  elastic  inserts,  and  my  experience  is 
that  within  course  of  time  will  become 
relaxed  and  will  not  give  proper  support  to 
the  parts.  I am  firmly  convinced  that  these 
belts  should  be  snug  fitting  and  unyielding. 
I have  used  now  over  50  of  these  on  cases 
of  sacro-iliac  sprain  alone  and  many  of  my 
friends  throughout  the  country  who  have 
also  used  them  report  excellent  results. 

It  was  the  firmness  and  snugness  of  these 
be’.ts  that  induced  me  to  use  them  in  frac- 
tures of  the  pelvis,  and  I am  reporting  my 
results  to  you  tonight  hoping  that  you  will 
be  induced  to  use  them,  as  I am  sure  they 
will  give  you  the  same  results  they  have 
given  me. 

The  belt  is  made  of  canvas.  The  material 
used  in  either  light  or  heavy,  and  is  chosen 
according  to  the  demands  of  the  case.  It 
is  like  an  ordinary  belt,  5 inches  in  width, 
reaching  from  a line  along  the  top  of  the 
anterior  superior  spine  to  a point  below  the 
trochanter  major.  The  belt  is  held  in  posi- 
tion by  two  one-inch  straps  and  buckled  in 
front, — one  a half-inch  from  the  upper  mar- 
gin and  one  a half-inch  from  the  lower. 
Cleats  are  fixed  midway  along  the  belt  about 
8 inches  apart;  through  this  is  run  a strap 
U/ii-inch  in  width,  coming  just  below  the 
crest  of  the  ilium.  When  this  is  drawn  tight 
it  takes  up  all  of  the  slack  in  the  bandage, 
which  will  always  occur  no  matter  how 
snug  it  is,  and  immediately  fixes  the  pelvis 
overcoming  any  possible  immobility.  The 
great  advantage  of  this  is  that  any  time  the 
belt  is  a little  loose  it  can  be  immediately 
tightened  by  pulling  on  the  set  of  straps. 
This  belt,  which  is  its  most  important  feat- 
ure, can,  of  course,  be  added  to  any  sacro- 
iliac belt. 

Another  improvement  in  the  belt  is  the 
special  way  in  which  the  leg  straps  are 
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applied.  These,  you  will  see,  are  made  of 
inch  material,  fixed  to  the  belt  at  an  angle 
on  the  side,  and  when  fastened  around  the 
leg  fit  in  the  gluteal  fold  posteriorly  and 
on  either  side  of  the  pubis  anteriorly, 
holding  the  bandage  in  perfect  position  and 
overcoming  the  annoyance  usually  caused 
by  the  leg  straps  cutting  in  the  groin. 
Patients  who  are  suffering  acutely  are  re- 
lieved at  once  by  the  application  of  this 
bandage  and  are  ab’e  to  move  around  with- 
out fear  of  pain.  This,  in  my  opinion,  is 
a step  forward  in  treatment  of  pelvic  frac- 
tures, as  well  as  in  the  relief  of  sacro-iliac 
sprain. 

I am  indebted  to  Mr.  R.  H.  Weber,  of 
the  Weber  Surgical  Appliances  of  New 
Orleans,  for  assistance  in  perfecting  this 
belt. 

DISCUSSION. 

Dr.  Paul  A.  Mcllhenny  (New  Orleans)  : Dr. 

Martin  has  emphasized  the  bandage  for  support, 
especially  immediately  after  reduction.  The  only 
way  you  can  support  such  fracture  is  by  circular 
restriction  of  motion  in  the  pelvic  joints.  As  he 
stated,  there  are  many  belts  designed  for  this  pur- 
pose. There  are  few  of  them  that  stay  in  position. 
By  far  the  majority  of  them  slip,  becoming  very 
uncomfortable  and  not  supporting  the  pelvis  at  all. 

Fractures  of  the  pelvis,  unless  properly  sup- 
ported, are  going  to  have  later  results  in  pain 
about  the  lower  portion  of  the  spine,  especially 
the  sacro-iliac  synchondrosis.  That  is  probably 
due  to  a strain  or  separation  of  the  symphysis 
pubis;  where  you  have  marked  separation  of  the 
pubis.  You  automatically  have  a derangement  in 
the  sacro-iliac  synchondrosis,  so  this  rigid  sort  of 
a bandage  is  necessary,  not  only  until  the  fractured 
pelvis  has  thoroughly  united,  but  for  a consider- 
able time  afterward  and  until  your  pelvis  and  par- 
ticular structures  have  had  a chance  to  readjust 
themselves.  A belt  that  slips  is  worse  than  no 
support;  this  bandage  holds  its  position  and  fills 
the  requirements  necessary  for  adequate  support 
in  such  conditions. 

Dr.  H.  B.  Gessner:  I am  rising  to  get  a little 

more  light.  What  did  Dr.  Martin  say  he  uses  until 
these  belts  are  made?  Another  question  is,  what 
do  these  belts  cost?  I think  that  information 
would  be  of  some  value  to  us. 

Dr.  E.  Denegre  Martin  (closing)  : I would  like 

to  answer  by  saying  that  we  nearly  always  strap 
until  we  can  have  the  belt  made,  if  it  is  serious 
enough  to  require  prolonged  treatment.  Many  of 


these  cases  continue  over  a period  of  two  or  three 
weeks  and  very  many  of  them  recur,  and  we  find 
that  adhesive  strips  will  last  only  three  or  four 
days.  The  belt  costs  $7.50.  I believe  if  enough 
were  made,  they  could  be  made  cheaper.  What  I 
want  is  to  show  these  belts  to  the  doctors  so  they 
can  have  them  made  by  their  own  manufacturers. 

ROENTGEN  DIAGNOSIS  OF  GALL 
BLADDER  DISEASE.* 

GEORGE  M.  STREET,  M.  D., 
Vicksburg,  Miss. 

So  much  has  been  written  on  this  subject 
in  the  past  five  years  and  it  has  been  so 
thoroughly  discussed  by  workers  who  have 
had  vastly  more  experience  with  this  work 
than  I,  that  I almost  feel  that  I owe  you 
an  apology  for  attempting  to  present  any- 
thing to  you  on  the  roentgen-ray  diagnosis 
of  gall  bladder  disease.  However,  this 
subject  is  not  nearly  so  ancient  as  appendi- 
citis, and  that  still  occupies  a prominent 
place  on  most  of  our  surgical  programs.  It 
is  always  worthwhile  to  give  one’s  personal 
opinions  on  any  subject,  no  matter  how 
common  the  subject  may  be,  and  thereby 
stimulate  a general  discussion  that  will 
bring  out  many  valuable  points.  The  pur- 
pose of  this  paper  is  not  to  discuss  the 
details  of  the  technic  of  cholecystography, 
but  simply  to  discuss  a few  important 
points  in  connection  with  the  diagnosis  of 
gall  bladder  disease  with  the  aid  of  roent- 
gen-ray studies. 

Previous  to  the  work  of  Graham,  Cole 
and  Copher,  diagnosis  of  gall  bladder  dis- 
ease by  roentgen-ray  findings  was  difficult 
and  uncertain.  Only  in  those  cases  in 
which  calculi  were  actually  identified,  were 
we  positive  in  our  findings.  Even  stone 
shadows  were  at  times  uncertain,  as  they 
could  have  been  either  gall  stones  or  renal 
calculi.  So-called  shadows  of  the  thick- 
ened gall  bladder  were  at  times  correct  but 
always  doubtful.  Secondary  or  indirect 
findings  when  studying  the  gastro-intes- 

*Read  before  the  Section  on  Radiology  at  the 
Sixty-third  Annual  Session  of  the  Mississippi 
State  Medical  Association,  Vicksburg,  May  14, 
1930. 
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tinal  tract  with  the  opaque  meal  were  of 
value  and  are  also  of  value  today,  but  not 
so  constant  and  reliable  as  the  findings 
when  cholecystography  is  done.  The  in- 
direct signs  of  cholecystitis  should  always 
be  borne  in  mind  when  gastro-intestinal 
study  by  the  opaque  meal  is  being  done 
and  every  case  should  have  the  benefit  of 
both  methods  of  study. 

With  reference  to  the  method  of  admin- 
istration of  the  tetraiodophenolphthalein, 
authorities  still  differ.  There  are  those 
who  insist  that  the  oral  method  is  as  good 
as  the  intravenous,  and  there  is  little  doubt 
that  the  oral  administration  is  quite  satis- 
factory in  the  majority  of  the  cases.  We 
still  believe  that  the  intravenous  method  is 
superior  and  more  uniformly  satisfactory. 
If  you  wish  to  use  the  oral  method,  your 
results  will  be  more  uniform  by  using  the 
dye  in  solution  and  given  in  fruit  juice, 
preferably  grape  juice,  than  by  the  use  of 
the  capsule.  This  has  been  demonstrated 
by  many  observers  and  it  is  confirmed  by 
our  own  experience.  Given  in  solution, 
the  dye  is  absorbed  more  rapidly  and  more 
completely,  and  that  which  remains  in  the 
intestinal  tract  is  not  in  lumps  and  does 
not  give  confusing  shadows. 

In  regard  to  the  interpretation  of  the 
films,  we  are  all  familiar  with  the  very 
positive  findings.  Complete  absence  of  the 
gall  bladder  shadow  in  a satisfactory  film 
following  the  intravenous  injection  of  the 
dye,  means  that  the  patient  either  has  no 
gall  bladder  or  that  it  is  diseased.  There 
have  been  a few  cases  reported  in  which 
the  abdomen  has  been  opened  in  expecta- 
tion of  finding  cholecystitis  and  in  which 
there  was  no  gall  bladder.  We  have  never 
encountered  such  a case.  The  next  posi- 
tive finding  is  the  identification  of  stones, 
by  either  positive  or  negative  shadows. 
Then  comes  that  large  group  of  cases, 
about  which  so  much  has  been  written, 
with  the  pale  filling,  or  the  delayed  empty- 
ing, or  irregularities  in  contour  of  the 
shadow.  Early  in  our  work  in  this  line, 
we  thought  that  it  was  a comparatively 


simple  problem,  that  of  differentiating 
normal  from  abnormal  gall  bladders  by  the 
character  and  density  of  the  shadow.  How- 
ever, the  more  experience  we  have  with 
these  cases  and  the  more  opportunity  we 
have  to  check  our  cases  with  operative 
findings,  the  more  conservative  we  become 
in  condemning  gall  bladders  with  faint 
shadows. 

To  me,  the  principal  thing  we  have  to 
determine  in  evaluating  a cholecystogram 
in  this  group  of  cases,  is  whether  or  not 
the  gall  bladder  has  the  ability  to  concen- 
trate the  dye.  I am  inclined  to  believe  that 
if  we  obtain  a definite  shadow  of  the  gall 
bladder  at  any  period,  I don’t  mean  the 
shadows  that  are  published  as  normal 
shadows  but  practically  any  shadow,  this 
should  be  interpreted  as  a normally  func- 
tioning gall  bladder.  The  thickness  of  the 
patient  and  the  position  of  the  gall  blad- 
der must  always  be  considered  in  the  given 
case  with  reference  to  the  density  of  the 
shadow. 

Deformities  of  the  gall  bladder  shadow 
do  not  always  mean  pericholecystic  path- 
ology and  adhesions  unless  as  in  the  excep- 
tional case,  the  deformity  is  constant  and 
the  gall  bladder  lies  in  the  same  relative 
position  through  the  examination.  We 
have  seen  a number  of  cases  with  deform- 
ity of  the  gall  bladder  shadow  come  to 
operation  and  find  a free  gall  bladder.  On 
the  other  hand,  we  have  seen  cases  in 
which  there  was  normal  contour  of  the 
shadow  and  at  operation  find  it  buried  in 
adhesions. 

In  connection  with  the  slowly  emptying 
type  of  gall  bladder,  I would  like  to  men- 
tion a group  of  cases  we  have  encountered 
in  the  past  few  years.  In  these  the  gall 
bladder  shadow  was  abnormally  large  and 
of  normal  density.  The  emptying  time 
was  greatly  delayed.  The  patients  pre- 
sented the  clinical  picture  of  chronic  chole- 
cystitis. At  operation,  the  gall  bladder  ap- 
peared normal,  but  large,  the  common  duct 
was  distended  and  large,  no  stones  were 
palpable,  the  head  of  the  pancreas  was 
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moderately  thickened  and  enlarged,  and  it 
seemed  that  the  thipkened  pancreas  was 
causing  a partial  obstruction  of,  or  rather 
an  abnormal  back  pressure,  in  the  com- 
mon duct.  In  five  of  these  cases  an  anas- 
tomosis between  the  gall  bladder  and  the 
first  portion  of  the  duodenum  was  done. 
These  cases  in  which  this  operation  was 
done  have  been  followed  from  one  to  four 
years  and  relief  of  the  digestive  symptoms 
has  been  obtained. 

Before  closing  this  discussion,  I would 
like  to  call  your  attention  to  the  recent 
development  of  a liver  function  test  which 
can  easily  be  done  simultaneously  with 
cholecystography.  By  using  phenoltetrai- 
odophthalein,  the  isomer  of  tetraiodophen- 
olphthalein,  intravenously,  the  test  is  ac- 
complished briefly  as  follows:  12  cc.  of 
blood  is  withdrawn  one-half  hour  after  the 
dye  has  been  injected,  the  blood  is  allowed 
to  clot  and  the  serum  to  separate  by  grav- 
ity in  an  ice  box  overnight.  The  percent- 
age of  dye  in  the  serum  is  determined 
colorimetrically  by  comparison  with  a set 
of  standard  tubes.  A retention  of  less 
than  12  per  cent  of  the  dye  in  the  blood 
serum  in  the  one-half  hour  specimen,  or 
less  than  4 per  cent  in  the  one  hour  speci- 
men, is  considered  normal.  The  greatest 
retentions  are  in  patients  with  cholangitis 
and  hepatitis.  The  amount  of  retention 
may  be  as  high  as  80  to  90  per  cent.  The 
value  of  this  test  is  self  evident,  when  the 
liver  function  is  seriously  impaired,  the 
prognosis  is  grave  if  we  are  contemplating 
surgical  intervention. 

In  conclusion,  based  on  personal  obser- 
vation and  experience  in  this  work,  I 
would  summarize  the  few  points  discussed 
as  follows: 

1.  The  intravenous  injection  of  the  dye 
gives  more  uniform  and  reliable  chole- 
cystograms.  It  also  has  the  advantage  of 
giving  you  the  opportunity  of  using  a dye 
that  stains  the  blood  serum  and  thereby 
allows  a liver  function  test  to  be  done  at 
the  same  time. 


2.  If  you  prefer  the  oral  method,  do  not 
use  the  capsules.  The  dye  in  solution  and 
mixed  with  grape  juice  is  more  satisfac- 
tory. 

3.  More  evidence  than  a pale  filling 
gall  bladder  is  necessary  to  make  a diag- 
nosis of  cholecystitis. 

4.  Deformities  of  the  gall  bladder 
shadow  do  not  always  mean  perichole- 
cystic  pathology  or  adhesions. 

5.  With  a large  gall  bladder  shadow 
and  delayed  emptying,  always  bear  in  mind 
the  possibility  of  either  pancreatitis  with 
partial  obstruction  of  the  common  duct, 
or  a stone  in  the  common  duct  which  is 
not  completely  blocking  the  duct. 

6.  Much  is  yet  to  be  learned  about  the 
interpretation  of  cholecystograms,  and  we 
should  all  avail  ourselves  of  every  oppor- 
tunity to  carefully  check  our  roentgen  diag- 
noses with  the  diagnoses  made  at  the  op- 
erating table  and  by  the  pathologist. 

DISCUSSION. 

Dr.  D.  M.  Moore  (Monroe,  La.)  I am  one  of 
those  that  prefer  the  oral  method.  I use  it  ex- 
clusively, and  I get  rather  uniform  results  in  my 
gall  bladder  cases.  There  is  one  thing  that  Dr. 
Street  did  not  mention  in  interpreting  negative 
shadows  that  I think  plays  a very  important  part, 
and  that  is  the  degree  of  absorption  in  the  intes- 
tinal tract.  A number  of  these  cases  are  des- 
perately ill,  acutely  so;  give  them  the  dye  and 
it  will  go  right  on  through  the  intestinal  tract 
without  any  absorption  or  any  shadow.  Arriving 
at  a diagnosis  of  a diseased  gall  bladder  under 
such  circumstances  is  eminently  unfair  and  of 
course  in  error. 

Another  condition  that  I find — and  I am  not 
prepared  to  say  just  what  the  intravenous  method 
would  do — and  that  is  patients  that  come  in 
jaundiced.  In  my  hands  I have  yet  to  get  a com- 
plete filling  of  the  gall  bladder  of  a jaundiced 
patient.  They  will  not  fill  up  in  my  hands. 

Dr.  H.  G.  McCormick  (New  Orleans)  I do  not 
care  to  say  very  much  on  Dr.  Street’s  very  ex- 
cellent method,  but  I use  the  oral  method  because 
it  is  more  convenient  to  use  that,  but  I think  you 
have  to  be  very  careful  in  your  check  up,  for 
instance  I get  the  patients  to  be  sure,  if  they 
vomit,  to  notice  if  there  is  any  undissolved  cap- 
sules, or  if  they  have  dysentery  or  bowels  act, 
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to  see  if  there  is  any  in  the  stool,  and  just  before 
I make  the  picture  I take  a large  picture  of  the 
entire  abdomen  to  see  if  there  is  any  undissolved 
capsules  in  the  intestinal  tract,  or  how  many; 
then  if  I do  not  get  a picture  of  the  proper  den- 
sity, I think  it  is  because  all  of  the  dye  has  not 
been  absorbed;  taking  it  that  way  it  is  a pretty 
sure  way. 

Then  another  thing — about  the  density.  Of 
course  the  examination  is  really  a functional  test 
and  not  a diagnostic  one  of  the  gall  bladder.  I 
do  not  think  there  is  much  value  as  to  the  density 
of  gall  bladder  shadow  at  the  various  hours  unless 
every  picture  is  taken  with  exactly  the  same 
technic,  the  patient  is  exactly  the  same  at  each 
exposure,  the  tube  the  same  distance  and  all  the 
factors  the  same;  then  I think  you  can  place  some 
reliance  on  the  density  of  the  shadow. 

Dr.  E.  E.  Benoist  (Natchez)  I did  not  come 
here  prepared  to  discuss  this  paper,  so  I really 
won’t  try  to  say  much.  I think  this  is  one  of 
the  most  interesting  papers  I have  listened  to 
since  I have  been  here.  When  gall  bladders  do 
not  show  up,  where  the  dye  has  been  given  effec- 
tively, it  is  because  the  gall  bladder  is  simply  a 
negative  quantity  so  far  as  its  function  is  con- 
cerned. If  the  wall  of  the  organ  is  so  diseased 
that  the  lymphatic  drainage  and  blood  capillaries 
are  almost  blocked  on  account  of  the  great  thick- 
ening of  the  gall  bladder  wall,  there  is  not  going 
to  be  much  chance  of  the  dye  getting  in  to  show 
the  gall  bladder.  I can  recall  two  cases  that 
would  illustrate  that.  One  was  a case  of  large 
cystic  gall  bladder  where  there  was  not  so  much 
inflammation  of  the  wall  of  the  gall  bladder  itself, 
but  the  cystic  duct  was  completely  blocked  and 
the  gall  bladder  was  completely  filled  with  a more 
or  less  bile  free  mucillaginous  material.  The  gall 
bladder  was  removed.  All  symptoms  cleared  up 
at  once. 

Another  was  a case  of  carcinoma,  the  origin 
of  which  was  not  determined  at  all,  but  involving 
the  cystic  and  common  ducts  and  part  of  the 
duodenum.  The  patient  had  marked  jaundice  and 
in  short  it  was  one  of  those  cases  where  no  active 
treatment  would  have  been  of  much  value.  I 
think  Dr.  Street  will  agree  with  me  that  if  you 
have  a case  that  looks  like  a case  of  gall  bladder 
disease  regardless  of  what  your  dye  shows,  the 
best  thing  to  do  is  to  operate  if  you  have  symp- 
toms enough  to  back  up  your  findings. 

Dr.  R.  C.  Finlay  (Greenville)  We,  in  Green- 
ville, very  much  prefer  the  intravenous  method 


of  administration.  In  cases  previously  given  dye 
by  mouth  we  find  a different  result.  If  there  is 
any  reason  why  the  patient  does  not  want  to  take 
the  intravenous  dye,  it  might  be  given  orally,  and 
given  a negative  diagnosis  it  might  be  repeated 
intravenously.  As  to  choice  of  dye,  the  new  dye 
is  very  much  to  be  preferred  to  the  old  dye. 
There  is  not  as  much  disturbance.  Another  thing 
came  up  recently  about  the  matter  of  liver  func- 
tion. It  might  be  affected  by  the  metabolic  rate. 
All  the  blood  does  not  pass  through  the  liver  each 
trip,  and  with  quickened  circulation  you  might 
be  expected  to  get  more  blood  through  the  liver 
than  normally. 

Dr.  George  M.  Street  (closing)  Dr.  Finlay 
just  answered  the  question  that  Dr.  Moore  brought 
up  with  reference  to  the  intravenous  and  oral 
dosage.  Where  patients  object  to  the  intravenous 
injection  at  the  first  examination,  and  the  gall 
bladder  fails  to  fill,  we  never  feel  that  we  have 
had  a real  test  until  we  give  that  patient  the  in- 
travenous injection.  We  have  had  several  cases 
on  record  where  there  was  no  gall  bladder  shadow 
after  the  oral  dye,  and  we  gave  the  intravenous 
and  got  a perfect  filling,  and  for  that  reason  all 
cases  that  do  not  object  to  it  get  the  intravenous 
to  start  with,  because  if  you  get  no  results  after 
the  oral,  we  have  to  go  on  and  give  it  any  way 
before  we  feel  satisfied. 

With  reference  to  getting  gall  bladder  shadow 
in  jaundiced  patients,  I remember  definitely  get- 
ting a perfect  gall  bladder  filling  in  two  very 
definitely  jaundiced  cases  after  an  intravenous 
injection.  We  do  not  ordinarily  give  the  intra- 
venous injection,  but  give  the  dye  by  mouth  in 
cases  where  they  are  very  sick  when  they  are 
jaundiced,  but  where  it  is  chronic  jaundice  and 
they  are  not  extremely  ill,  we  use  it. 

With  reference  to  the  point  of  operating  wheth- 
er the  gall  bladder  fills  or  not,  if  you  give  the 
dye  and  get  no  gall  bladder  filling  and  the  cystic 
duct  is  blocked,  or  the  walls  of  the  gall  bladder 
are  in  such  condition  that  they  do  not  concentrate 
the  dye,  or  the  dya  does  not  get  into  the  gall  blad- 
der, that  is  a positive  indication  of  cholecystitis. 
The  filling  of  the  gall  bladder,  the  more  normal  it 
is,  the  more  certain  we  are  that  there  is  no  gall 
bladder  disease.  The  most  positive  evidence  of 
cholecystitis  or  disease  of  the  gall  bladder  that 
we  have,  other  than  seeing  the  stones,  and  even 
more  positive  than  that,  is  the  total  absence  of 
the  gall  bladder  after  an  intravenous  injection  of 
the  dye.  That  is  positive  proof  that  the  gall  blad- 
der is  not  functioning  and,  therefore,  is  diseased. 
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We  can  improve  our  results  by  a study  of 
our  failures.  We  have  gone  back  a few 
years  into  a detailed  analysis  of  our  last  100 
deaths  in  hospital.  The  results  have  been 
of  real  benefit  to  ourselves  and  it  is  our  hope 
that  they  will  prove  of  value  to  you. 

There  were  69  deaths  after  operation 
and  31  patients  died  without  operation.  We 
are  trying  to  learn  from  this  study  just 
how  many  of  the  former  would  inevitably 
have  come  under  the  latter  grouping  if  we 
had  not  “committed  surgery”  on  them.  It 
is  all  very  well  to  say  that  one  cannot  spoil 
a bad  egg,  but  we  intend  to  do  less  surgery 
on  dying  patients  in  the  future. 

Of  the  100  deaths,  37  occurred  in  thyroid 
cases  (about  50  per  cent  of  our  work  is  on 
goiter).  Of  these  37,  14  or  nearly  40  per 
cent,  came  in  and  died  before  operation 
could  be  done.  This  in  the  days  of  Lugol’s 
solution,  which  has  been  hailed  as  such  a 
life-saver.  All  these  patients  had  had 
LugoFs  solution  in  varying  doses  before 
entrance.  Just  remember  that. 

We  have  had  a fairly  even  distribution 
of  deaths  through  decades  among  the  goit- 
ers. It  must  be  remembered  that  they 
are  not  computed  in  reference  to  the  num- 
bers of  goiter  patients  seen  in  these  age 
groups. 

Fourteen  non-operated  thyroid  patients 
died.  How?  Below  50  years  of  age,  3 died 
of  complications  of  the  disease  and  6 in 
crisis;  over  50  years  of  age,  4 died  of  com- 
plications and  1 in  crisis.  A nice  exposition 
of  what  happens  to  patients  who  procras- 
tinate or  are  kept  on  alleged  medical  treat- 
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ment  until  they  have  got  past  their  prime 
of  life. 

We  will  observe  the  durations  of  known 
goiter  and  of  toxic  symptoms  in  the  14  non- 
operated  goiter  deaths:  Up  to  30  years 

duration  of  goiter  and  up  to  3 years 
duration  of  thyrotoxicosis.  A doctor  had 
been  treating  these  patients  in  nearly  every 
case.  Some  of  the  patients,  of  course, 
would  not  consent  to  an  operation  when  it 
could  have  been  done  safely.  Some  had 
never  been  advised  to  have  operation. 

Twenty-three  patients  died  after  thy- 
roidectomy. Seven  died  in  thyrotoxic  crisis, 
6 of  afebrile  circulatory  failure,  and  10  of 
complications,  most  of  which  precipitated 
crises  in  patients  who  would  otherwise  have 
“got  by.”  All  these  patients  were  prepared 
with  LugoFs  solution.  Iodine  is  of  great 
benefit  in  inducing  partial  remission  im- 
mediately preparatory  to  operation ; it 
hastens  remission;  such  preparations  can- 
not ever  be  regarded  as  treatment  (in  the 
sense  of  a curative  measure)  of  toxic  goiter 
and  we  have  not  been  able  to  get  a real 
iodine  effect  more  than  once.  Other  clinics 
report  that  they  can.  We  wish  we  could; 
it  would  help  a lot  in  handling  the  occasional 
recurrences. 

Consider  the  details  of  the  deaths 
after  thyroidectomy  and  what  happened  to 
the  7 patients  dying  in  crisis.  Only  one 
patient  over  50  years  of  age,  high  metabo- 
lism, goiter  present  for  many  years  in  all 
but  one,  toxic  for  over  a year  in  all  but 
one,  given  10-87  days  hospital  treatment 
before  operation,  which  was  a divided  stage 
procedure  in  3.  But  they  died.  Why? 
Sick  too  long  in  all  cases  and  if  the  four 
who  died  after  subtotal  thyroidectomy  had 
been  done  in  stages  they  might  have  lived. 
It  is  clear  that  they  had  more  surgery  than 
they  could  stand. 

Six  cases  of  afebrile  circulatory  failure, 
all  but  one  over  50  years  of  age.  Their  typi- 
cal story  is  duration  of  goiter  for  many 
years  with  appearance  of  symptoms  of  toxi- 
city for  only  a few  months — elderly  patients 
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with  myocardia  damaged  insidiously  for 
many  years.  Be  wary  of  doing  both  lobes 
of  large  goiters  at  once  in  such  cases.  Divide 
the  operation  into  stages  if  in  the  least 
doubt  in  patients  over  55  or  60  years  old, 
even  when  they  seem  only  mildly  toxic. 
These  cases  show  why  all  nodular  goiters 
seen  in  young  adult  and  middle  life  should 
be  removed,  even  if  not  toxic. 

Teh  patients  died  of  complications.  Two 
bilateral  vocal  cord  paralyses,  2 hemor- 
rhages (one  patient  tore  his  neck  open  on 
the  fourth  day),  one  pregnant  patient 
aborted  on  the  third  day  and  went  into 
crisis,  another  pregnant  woman  with  mitral 
disease  simply  faded  out  in  48  hours,  2 cere- 
bral vascular  accidents,  one  streptococcus 
septicemia.  Thus  it  goes.  If  one  begins  to 
get  “cocky”  and  cannot  remember  having 
had  more  than  two  or  three  deaths  after 
thyroidectomy,  let  him  go  back  and  sit  down 
with  his  records. 

So  much  for  the  thyroids.  Now  of  the 
other  63  patients  who  died  in  the  hos- 
pital, 17  were  non-operative  and  46  were 
operated  on.  Many  of  the  former  were  not 
surgical  cases  at  any  time  but  were  friends 
or  relatives  of  former  patients  of  ours  or 
simply  drifted  in  as  they  will  to  any  doctor. 
Six  hopeless  cancer  patients  died  with 
advanced  metastases  in  whom  nothing  pal- 
liative could  be  done.  But  half  of  them 
were  once  cases  for  potentially  curative 
operations.  Five  cardiovascular  patients 
died.  We  do  not  admit  practicing  internal 
medicine,  but  occasionally  some  such  patient 
comes  in  and  dies  on  our  service,  to  the 
detriment  of  our  mortality  figures.  There 
were  six  miscellaneous  deaths,  including 
2 gastric  ulcers  that  bled  to  death  in  spite 
of  repeated  transfusions.  Now  we  come  to 
the  real  “grief,”  the  46  patients  who  died 
following  operations  other  than  thyroid- 
ectomy. Though  we  operate  on  many  chil- 
dren in  the  course  of  a few  years,  there  is 
only  one  case  under  10,  a smashed  skull. 
Of  the  46  deaths,  28  occur  over  50  years 
of  age;  the  deaths  between  50  and  60  were 
14,  between  60  and  70  were  10,  each  twice 
as  many  as  in  any  other  decades. 


Again,  we  have  not  figured  out  the  age 
incidence  of  all  patients  coming  to  us 
during  the  period  of  this  study.  Moreover, 
we  do  not  have  to  do  so  to  make  us  careful 
about  how  much  surgical  load  we  are  going 
to  put  on  people  past  middle  life.  We  have 
learned  a lesson ! The  following  sum- 
maries will  group  the  operative  deaths  by 
their  diagnoses  and  will  detail  the  essen- 
tials of  their  hospital  course  and  why 
they  died. 

Five  patients  died  with  acute  intestinal 
obstruction.  They  were  of  all  ages,  with 
but  2 over  60,  but  all  of  24-48  hours  dura- 
tion. All  died  of  peritonitis,  that  is,  of  their 
disease.  We  did  not  kill  them  by  operating 
on  them,  they  were  allowed  by  their  families 
or  by  the  first  man  who  saw  them  to  commit 
suicide.  Spinal  anesthesia,  an  enterostomy 
performed  in  5-10  minutes,  blood  transfu- 
sions, saMne  solution,  none  of  these  things 
save  many  patients  who  come  in  in  this 
condition. 

Nine  cases  of  malignant  disease  of  gastro- 
intestinal tract  died.  Of  course  they  are  in 
the  cancer  age,  but  these  patients  who  died 
are  far  along  in  years,  6 of  them  being  over 
60.  After  analyzing  each  case  we  can  say 
that  4 died  of  cancer  cachexia  and  mitral 
failure  after  surviving  operation ; they  sim- 
ply never  could  get  out  of  the  hospital ; 2 
died  of  complications  (cerebral  and  pul- 
monary vascular  accidents)  ; 3 died  as  im- 
mediate result  of  operation,  of  peritonitis 
and  ileus.  Remember,  then,  that  a cancer 
patient  must  have  “something  to  go  on”  not 
only  to  get  through  operation  but  to  get  up 
and  about  and  out  of  the  hospital. 

We  have  always  thought  of  the  female 
pelvis  as  a place  where  one  could  work 
around  in  with  more  or  less  immunity,  that 
our  hazard  decreased  the  farther  from  the 
diaphragm  we  went.  Here  are  several 
good  reasons  for  revising  that  opinion : 
chronic  pelvic  inflammatory  disease,  gonor- 
rheal or  post-abortive,  ruptured  ovarian 
cyst  producing  acute  intestinal  obstruction, 
and  tubal  pregnancy  in  badly  deformed 
tubes.  All  died  of  operation,  all  died  of 
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peritonitis  and  ileus,  all  had  the  peritoneum 
drained  at  operation.  What’s  the  answer? 
Too  acute  an  infection  at  time  of  operation. 
A month  earlier  or  a month  later  would 
probably  have  made  a difference.  We  do 
not,  of  course,  operate  on  acute  pelvic  in- 
flammatory disease,  but  we  misjudged  these 
cases  who  were  thought  to  be  chronic.  Some 
of  the  histories,  however,  indicate  recent 
exacerbations.  If  you  feel  tempted  to  oper- 
ate within  a few  days  of  an  exacerbation, 
just  tell  the  patient  that  by  going  to  bed  for 
a month  she  can  cut  her  operative  risk  in 
two,  probably  more.  See  if  she  will  let  you 
operate  immediately,  knowing  that.  These 
remarks  do  not  go,  of  course,  for  tubal  preg- 
nancy; that  is  a real  emergency  in  nearly 
all  cases. 

We  are  more  and  more  tempted  to  drain 
all  such  cases  through  the  vagina  to  pre- 
vent accumulations  of  fluid  in  the  pelvis. 
You  see  there  are  no  deaths  from  vaginal 
hysterectomies  during  this  period. 

Four  patients  died  of  acute  perforations 
of  hollow  viscera ; two  of  gangerous  appen- 
dices of  over  72  hours  duration,  one  in  his 
fourth  attack;  one  of  perforated  gastric 
ulcer  of  8 hours  standing,  after  6 years  of 
treatment;  one  subacute  perforation  into 
the  pancreas  of  a duodenal  ulcer  of  a week’s 
standing,  medical  treatment  for  4 years. 
All  died  of  their  disease,  not  from  the  oper- 
ation. May  one  say,  for  the  millionth  time, 
that  “freezing”  the  abdomen  and  giving 
morphine  is  not  the  treatment  of  the  first, 
second  or  tenth  attack  of  appendicitis.  If 
the  diagnosis  is  acute  appendicitis,  that  con- 
stitutes the  indication  for  operation.  The 
death  rate  from  appendicitis  for  the  decade 
following  the  war  has  trebled  that  of  the 
previous  decade. 

Ten  patients  died  of  gall  bladder  disease, 
common  duct  lesions,  chronic  pancreatitis, 
and  intermittent  appendicitis, — the  chronic 
inflammatory  lesions  of  the  gastrointestinal 
tract.  The  sooner  we  surgeons  realize  that 
infection  in  the  gall  bladder  of  any  duration 
means  also  infection  in  the  entire  biliary 
system  and  pancreas  and  results  in  heart 


and  kidney  damage,  the  sooner  will  we  learn 
to  estimate  the  functional  reserve  of  these 
organs  as  fully  as  possible  before  operation, 
to  put  as  little  surgical  load  on  these  pa- 
rents as  we  can,  to  do  simple  drainage  pro- 
cedures as  a measure  of  temporary  relief 
until  the  patient’s  strength,  weight,  blood 
chemical  status,  myocardial  and  renal  re- 
serve have  had  a chance  to  return  to  the 
level  where  radical,  extensive  operation  may 
be  done  with  relative  safety.  We  have  had 
bitter  experience  teach  us  that  the  behavior 
of  all  the  parenchymatous  organs  of  a pa- 
tient who  is  jaundiced  is  unpredictable 
within  two  to  three  months.  In  the  10  cases 
under  discussion  death  was  due  directly  to 
operation  in  two,  and  to  the  disease  itself 
and  its  complications  in  the  other  8. 

Four  patients  died  of  diseases  of  the  urin- 
ary tract.  Two  operations  were  dbne  as 
palliative  procedures  on  dying  patients;  in 
a third  the  inferior  vena  cava  was  injured 
during  resection  of  a kidney  for  sarcoma ; 
the  fourth  case  died  of  sepsis  after  nephrec- 
tomy. Not  a proud  record,  perhaps. 

Three  patients  died  after  herniotomy  of 
various  types : jej unostomy  for  feeding  pur- 
poses was  done  on  a cachectic  lad  with  trau- 
matic herniation  of  stomach  through  the 
diaphragm  (23  days  duration)  ; he  died  of 
nutritional  failure.  The  second,  an  obese 
woman  of  53  years,  developed  apparently 
a toxic  encephalitis  (autopsy)  and  paralytic 
ileus  three  days  after  repair  of  a huge  ven- 
tral hernia.  We  are  still  wondering  whether 
or  not  it  was  worth  repairing  a large  in- 
guinal hernia  containing  the  transverse 
colon  in  a 73  year  old  man.  He  developed 
intestinal  obstruction  and  enterostomy 
failed  to  save  him. 

Four  patients  with  miscellaneous  condi- 
tions died;  hopeless,  depressed  skull  frac- 
ture in  a child;  a leg  amputation  on  a 63 
year  old  diabetic  who  had  had  gangrene  of 
his  foot  for  10  months.  Ileosigmoidostomy 
was  done  for  partial  obstruction  (pathology 
uncertain)  on  a 65  year  old  man.  He  got 
up  and  about,  contracted  pneumonia  on  his 
fifteenth  day  and  died  of  it.  There  was  one 
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case  of  cancer  of  the  breast  in  whom  local 
operation  had  been  done  a week  before  by 
her  husband.  We  were  urged  into  doing  a 
radical  operation  and  the  patient  died  miser- 
ably of  streptococcus  septicemia  one  week 
later,  having  undoubtedly  had  the  infection 
deep  in  her  first  wound.  When  one  man 
disseminates  a cancer  and  then  gets  you 
to  do  a radical  operation,  you  are  overstep- 
ping aU  boundaries  of  horse-sense. 

SUMMARY. 

In  summing  up  these  46  non  thyroid  oper- 
ative deaths,  we  have  tried  to  be  severe  with 
ourselves.  We  have  assigned  the  deaths  as 
due  to  the  disease  itself  in  21  cases,  to  oper- 
ation in  17  cases,  and  to  unrelated  compli- 
cations in  8 cases.  We  are  going  to  kill 
fewer  of  the  next  100  cases  that  die  in  the 
hospital  since  making  this  survey  of  the 
situation.  Such  a study  means  to  us  what 
“taking  stock’’  means  to  a merchant.  We 
know  where  we  stand — and  why.  From  the 
correlation  of  facts  we  have  laid  down 
principles  by  which  to  be  guided  in  the 
future. 

DISCUSSION. 

Dr.  John  Darrington  (Yazoo  City)  : I think  we 

ought  to  thank  Dr.  Bartlett  for  bringing  up  such 
a valuable  lesson.  We  welcome  this  opportunity 
to  have  a little  personal  contact,  and  I want 
to  congratulate  him  on  presenting  a paper  that 
is  quite  different.  I have  been  a member  of  the 
Mississippi  State  Medical  Society  for  thirty  years, 
and  I have  heard  of  more  deaths  in  that  paper 
than  in  all  the  papers  I have  listened  to  in  that 
time.  It  is  somewhat  refreshing,  because  we  can 
go  back  home  and  think  that  we  are  not  so  bad, 
after  all.  Other  papers  telling  of  nothing  but 
successes,  make  us  feel  like  fools.  Some  points 
in  this  paper  were  particularly  interesting.  He 
spoke  about  old  age  being  a factor  in  the  mor- 
tality. From  this  time  on  I am  going  to  be  care- 
ful; this  old  age  business  is  a mistake,  and  I am 
going  to  keep  out  of  it  if  possible.  When  we  get 
some  concrete  series  like  this,  not  doctored,  not 
juggled,  we  are  getting  something  of  value.  I 
\ ant  also  to  add  a word  about  the  work  that  boy 
has  done.  It  seems  to  me  he  did  all  the  work  and 
all  Dr.  Bartlett  had  to  do  was  a little  talking. 
These  young  fellows  are  the  hope  of  the  country. 
They  have  a much  better  opportunity  than  we 
had.  They  have  the  advantage  of  all  the  modern 
teaching.  We  have  so  many  things  to  forget; 
they  have  new  things  to  remember.  Another 
point  I want  to  comment  on  is  that  factor  of  nu- 


tritional failure.  I am  going  to  watch  out  for 
that  also.  I think  this  is  one  of  the  most  able 
presentations  we  have  had  in  a number  of  years. 

Dr.  J.  P.  Wall  (Jackson) : Dr.  Bartlett  has 

brought  us  something  worth  remembering — the 
negative  phase  of  surgery.  It  is  a four-fold  les- 
son. There  are  four  things  he  has  brought  to 
his  work.  In  the  practice  of  surgery  we  subject 
people  to  a grave  risk.  We  learn  from  our  mis- 
takes, but  the  patient  pays  for  our  errors.  He 
has  brought  us  a knowledge  of  preparation,  anat- 
omy, pathology  and  diagnosis.  He  knows  the 
makeup  of  the  body,  knows  its  diseases  and  how 
they  manifest  themselves.  He  has  brought  us 
mechanical  skill,  technical  ability,  and  the  great- 
est of  all — judgment.  You  can  acquire  the  first 
of  these  by  plugging  at  books;  you  can  acquire 
mechanical  skill  by  operating  experience;  but 
the  other  is  acquired  only  by  maturity.  Had 
yov  known  before  what  you  know  after  an  oper- 
ation, you  would  not  have  done  it.  We  know 
how  to  do  it,  but  we  do  not  know  many  times 
when  it  should  be  done. 

Dr.  Whitman  Rowland  (Memphis,  Tenn.)  : I 

was  particularly  impressed  with  the  age  incidence 
in  the  failure  of  goitre  treatment.  We  have  had 
the  same  experience,  and  our  interpretation  of 
that  is  this:  the  heart  of  course  being  a vital  or- 
gan, constantly  in  motion,  is  an  organ  which 
under  normal  circumstances  may  stay  in  constant 
motion  for  seventy  or  seventy-five  years,  but  it 
is  reasonable  to  believe  that  during  that  time  it 
will  acquire  a certain  degree  of  fatigue.  In 
patients  with  goitre,  we  have  reason  to  believe 
that  during  that  time  they  have  intervals  of 
tachycardia,  with  shortening  of  the  diastole,  auric- 
ular fibrillation  or  flutter.  Then  we  have  added 
to  an  already  existing  natural  fatigue,  the  greater 
fatigue  of  cardiac  manifestations  of  toxic  goitre. 
The  point  I want  to  bring  out  is  that  in  this  type 
of  case  digitalis  probably  helps.  In  the  younger 
cases  we  do  not  see  so  much  effect  from  digitalis, 
but  in  the  older  individuals  it  aids  in  overcoming 
fatigue.  I note  that  he  did  not  state  that  death 
was  due  to  toxic  myocarditis,  but  to  circulatory 
failure  or  toxic  thyroid.  Autopsy  sometimes  shows 
nothing  of  an  inflammatory  nature;  no  pathologi- 
cal changes  in  the  heart  muscle.  But  thyrotoxi- 
cosis produces  fatigue,  and  it  is  reasonable  to  be- 
lieve that  these  cases  would  have  a normally 
fatigued  heart,  and  with  thyrotoxicosis  for  a period 
of  years  an  additional  burden  has  been  added  to 
that  heart. 

Dr.  A.  Street  (Vicksburg)  : Dr.  Bartlett  is  to 

be  commended  for  what  he  has  brought  out  in 
his  modest  way.  We  all  know  that  Dr.  Bartlett 
has  been  doing  good  work  for  many  years.  While 
he  tells  us  that  he  has  lost  some  cases,  he  does 
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not  tell  us  how  many  he  cured  in  order  to  lose 
100  cases.  If  we  can  save  ten  lives  or  keep  ten 
patients  from  a state  of  chronic  invalidism  which 
is  going  to  lead  to  premature  death,  and  restore 
them  to  a normal  life  expectancy,  with  enjoyment 
of  life  instead  of  dragging  out  an  existence  of 
tragedy  and  discomfort,  I think  we  are  well  paid 
for  one  patient  we  may  lose.  Dr.  Bartlett  vas 
shown  that  cases  with  some  existing  disease  are 
not  good  surgical  risks.  However,  if  we  can 
offer  to  relieve  them  sufficiently  to  make  it  worth 
while,  I think  the  patient  is  probably  willing  to 
take  the  risk.  We  have  to  operate  at  once  some- 
times; we  cannpt  wait.  I think  it  would  be  in- 
teresting to  know  how  many  operative  cases  this 
series  is  based  on,  and  what  the  percentage  of 
mortality  would  be  in  the  series. 

Dr.  J.  Shelton  Horsley  (Richmond,  Va.)  : I 

think  every  man  who  operates  has  the  feeling 
that  there  are  cases  which  if  left  alone  might 
have  got  well.  At  the  same  time,  those  are  the 
things  we  learn  most  from.  It  is  analyses  such  as 
this,  postmortems,  and  the  ability  to  face  facts, 
that  enable  us  to  do  better  work.  When  we  get 
to  the  point  where  we  feel  we  cannot  improve,  we 
are  ossified.  In  spite  of  Dr.  Bartlett’s  good  judg- 
ment, in  his  next  series,  more  cases  will  be  shifted 
from  the  side  on  which  he  had  too  much  inferior- 
ity complex,  and  added  to  the  figures  showing 
those  cases  which  died  of  the  disease  itself. 

Dr.  W.  N.  Jenkins  (Fort  Gibson)  : I want  to 
welcome  Dr.  Bartlett  to  Mississippi.  I had  the 
pleasure  of  sitting  under  him  and  studying  under 
him  and  listening  to  his  lectures  at  Washington 
University  at  St.  Louis  some  years  ago,  and  it  is 
indeed  a pleasure  to  hear  what  he  brought  us 
this  morning.  Some  of  us  in  this  audience  who 
are  not  doing  surgery  are,  I feel,  getting  a great 
lesson  from  these  statistics.  The  phase  of  the 
subject  which  impresses  me  personally  is  making 
an  early  and  accurate  diagnosis,  and  helping  the 
surgeon  reduce  his  mortality.  The  general  prac- 
titioner, Dr.  Bartlett,  is  responsible  for  a good 
many  deaths  which  you  told  us  of,  and  let  those 
of  us  who  are  not  doing  surgery,  who  are  in  small 
towns,  make  early  and  accurate  diagnoses  so  that 
these  patients  with  acute  ulcers  and  acute  appen- 
dices will  not  have  gangrenous  ulcers  and  gan- 
grenous appendices. 

Dr.  Julius  Chrisler  (Jackson)  : I want  to  say 

a word  for  these  elderly  patients  with  little  resist- 
ance. We  have  all  had  experience  with  them,  but 
it  is  a hard  thing  to  tell  them  if  we  do  anything 
active  they  will  die.  There  is,  however,  a very 
simple  thing  that  we  can  tell  Grandma  to  do. 
I have  had  a number  of  such  cases  in  the  last 
few  years,  and  I tell  them  to  use  applications  of 


5 per  cent  tincture  iodin  once  a week.  I tell 
them  to  do  this  six  or  eight  or  ten  times,  and 
then  report  back  to  me,  and  it  is  surprising  to 
note  how  much  they  have  improved  and  how  much 
more  comfortable  they  are. 

Dr.  A.  G.  Payne  (Greenville)  : I cannot  let 

this  opportunity  pass  without  expression  of  my 
appreciation  of  Dr.  Bartlett’s  admirable  presen- 
tation of  this  subject.  Three  times  it  was  my 
pleasure  to  hear  Dr.  J.  B.  Murphy  speak  on  the 
same  subject,  each  time  with  the  same  enthusiasm, 
and  I want  to  say  that  I hope  it  will  be  my  pleas- 
ure to  hear  Dr.  Bartlett  deliver  a talk  on  this 
subject  three  times  at  least.  I feel  that  most  of 
us  have  obtained  a lot  of  good  out  of  this  paper, 
and  there  are  some  phases  of  the  subject  I would 
like  to  comment  on.  A good  many  times  the 
man  who  refers  a case  to  you  does  not  give  you 
ample  time  to  study  the  case,  and  I think  this  is 
a factor  in  our  mortality.  There  are  many  cases 
on  which  we  should  have  more  time.  I think  we 
should  all  carry  home  a lesson  from  what  Dr. 
Bartlett  said  about  intestinal  obstruction.  The 
man  who  sees  a case  of  intestinal  obstruction  a 
second  time  has  made  an  error.  That  to  me  was 
the  important  thing  in  what  he  said.  The  litera- 
ture recently  has  been  full  of  this  kind  of  com- 
ment, and  where  surgery  is  denied  the  patient 
after  two  inspections,  that  physician  has  certainly 
done  his  patient  an  injustice.  In  one  of  Dr.  Bart- 
lett’s tables  there  was  a heading  for  pelvic  con- 
ditions. I would  like  to  hear  him  discuss  the  acute 
conditions  of  the  pelvis  which  agitate  the  minds 
of  so  many  people.  Pitkin  of  New  Orleans  said 
about  a year  ago  that  the  greatest  thing  in  the 
world  today  was  the  lessening  of  surgery,  and  I 
think  if  we  consider  it  along  the  line  Dr.  Bartlett 
has  brought  out  it  will  tend  to  make  us  all  better 
doctors  or  surgeons. 

Dr.  Willard  Bartlett  (closing)  : I am  fortunate 

in  having  a question  raised  with  reference  to  the 
slide  I did  not  comment  on.  It  is  one  of  the 
most  important.  There  were  seven  deaths  from 
pelvic  conditions.  Some  of  them  rested  in  the 
hospital  for  a week  or  so,  and  they  were  all  of  a 
good  age  limit.  They  should  have  got  well.  Every 
one  died,  and  we  have  credited  their  deaths  to 
operation.  That  means  one  of  two  things.  These 
were  chronic  pus  tubes  which  ruptured.  That 
means  that  the  pelvis,  which  is  a long  way  from 
the  diaphragm,  is  a fatal  field,  a field  of  potential 
danger.  I did  not  know  before  that  you  could 
kill  them  by  pelvic  operation  in  the  same  ratio 
as  in  the  diaphragm.  It  means  that  these  women 
should  cool  off  and  go  home.  I will  not  operate 
upon  another  acute  pus  tube  that  comes  into  the 
hospital.  I send  them  home.  If  you  do  not  oper- 
ate upon  them  at  once,  wait  six  months.  Lawson 
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Tate  taught  long  ago  that  the  collection  of  fluid 
in  the  abdomen,  unrelieved,  leading  to  peritonitis, 
kills  people.  These  patients  hung  around  about 
ten  days  and  died  of  peritonitis.  In  these  sixty- 
nine  surgical  deaths  you  did  not  notice  a single 
vaginal  hysterectomy.  We  do  lots  of  them.  What 
does  that  mean?  In  hundreds  of  vaginal  hysterec- 
tomies they  do  not  die.  Why?  We  leave  the  peri- 
toneum open  and  let  it  drain  into  the  vagina.  In 
future  when  I do  pelvic  operations  that  are  sus- 
pected, I am  at  least  going  to  give  that  treatment 
a trial,  leave  the  vagina  open,  so  that  no  matter 
what  the  danger  is  of  ascending  infection  I know 
that  it  cannot  be  greater  than  the  collection  of 
infection  in  the  peritoneum.  I am  overwhelmed 
by  the  kindness  of  your  reception.  My  old  time 
friends  in  the  audience  have  treated  me  better 
than  I feel  I deserve,  so  we  will  leave  the  credit 
to  my  son.  I am  merely  the  mouthpiece.  The 
younger  generation  are  the  saviors  of  the  race — if 
it  can  be  saved. 


A COMPOSITE  STATISTICAL  STUDY 
OF  THE  CHARITY  HOSPITAL 
SURGICAL  DEATHS.* 

FRANK  L.  LORIA,  M.  D.,f 
New  Orleans. 

Last  year  your  secretary  felt  it  was  his 
duty  to  gather,  analyze,  and  classify  every 
death  which  was  charged  to  the  surgical 
section  of  the  hospital  staff.  He  felt  that, 
as  the  meetings  of  this  section  are  held  to 
comply  with  the  requests  of  the  American 
College  of  Surgeons,  and  realizing  the 
physical  impossibility  of  reviewing  all  the 
deaths  at  each  meeting,  the  thing  which 
might  next  answer  the  purpose  would  be  a 
review  of  each  record,  to  pick  out  those 
which  might  bring  out  the  most  important 
points  to  be  discussed,  and  to  classify  all 
of  them  according  to  the  division  of  sur- 
gery into  which  the  cases  might  fall.  In 
this  way  he  felt  a monthly  inventory,  or 
stock-taking,  was  quite  feasible,  the  compo- 
site study  of  which  would  be  presented  to 
the  staff  at  one  of  the  regular  meetings  of 

*Statistical  review  of  all  deaths  coming  under 
the  supervision  of  the  Surgical  Staff  and  em- 
bracing all  cases  which  died  from  September,  1929, 
to  March,  1930,  inclusive.  Read  before  the  Charity 
Hospital  Staff,  October  15,  1930. 

fVisiting  Surgeon  and  Secretary  to  the  Surgical 
Staff,  Charity  Hospital. 


lesser  importance,  such  as  that  at  which 
the  officers  are  elected.  The  composite 
statistical  study  of  these  deaths — which  run 
over  a period  of  seven  months,  September 
to  March,  inclusive,  was  published  in  the 
March,  1930,  number  of  the  New  Orleans 
Medical  and  Surgical  Journal.  Accordingly, 
following  this  precedent  I have  again  under- 
taken individual  case  analyses  and  statistical 
compilation,  according  to  the  final  diagnosis 
on  each  chart,  of  all  cases  dying  in  the 
Hospital  and  charged  to  the  Surgical  Staff, 
from  September,  1929,  to  March,  1930, 
inclusive. 

A grouping  of  these  deaths  into  divisions 
is  herewith  presented.  The  same  outline 
for  classification  is  followed  as  for  the  cases 
grouped  last  year.  A casual  glance  at  the 
outline  will  show  a number  of  obscure 
diagnoses.  I felt  it  not  within  my  jurisdic- 
tion to  modify  these.  It  will  also  be  noted 
that  under  the  division  of  Surgery  are 
grouped  orthopedic  and  fracture  cases  as 
are  also  surgical  diseases  of  children  and 
other  types  of  cases  grouped  under  general 
surgery. 

The  complete  outline  of  this  statistical 
survey  follows: 

SURGERY. 

(Including  Orthopedics,  Fractures,  and  Surgical  Diseases 
of  Children). 


Cases 

Total  Number  of  Admissions 3,867 

Total  Number  of  deaths 351 

Gross  Mortality  Rate 9.07  per  cent 


1.  Acidents  and  homicides  (with  com- 
plications) 

a.  Burns  (localized  but  mostly  gen- 


eralized)   28 

b.  Fractures  (not  including  skull) 31 

1.  Leg — tibia  and  fibula 6 

2.  Clavicle  (with  emphysema) 3 

3.  Femur  7 

4.  Vertebrae  9 

5.  Humerus  2 

6.  Pelvis  : 2 

7.  Ribs  2 
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Cases 

c.  Head  injuries  (with  complications — 

including  fractures)  48 

d.  Gunshot  wounds 40 

1.  Abdomen  19 

2.  Head  9 

3.  Jaw  2 

4.  Shoulder  1 

5.  Foot  1 

6.  Thorax  2 

7.  Arm  . 1 

8.  Leg  1 

9.  Thigh  1 

10.  Location  not  given 3 

e.  Crush  injuries 17 

1.  Abdomen,  pelvis,  chest  and  legs  4 

2.  Multiple  injuries 7 

3.  Liver  1 

4.  Leg  and  arm............; 1 

5.  Leg  1 

6.  Foot  2 

7.  Ruptured  spleen 1 

f.  Stab  wounds 5 

1.  Head  1 

2.  Thorax  2 

3.  Arm  1 

4.  Location  not  given - 1 

2.  Abscesses  9 

a.  Rectum  2 

b.  Subdiaphragmatic  2. 

c.  Groin  1 

d.  Pulmonary  2 

e.  Intramural  1 

f.  Brain  1 

3.  Appendicitis  10 

4.  Carcinoma 29 

a.  Breast  5 

b.  Pancreas  2 

c.  Stomach  8 

d.  Esophagus  1 

e.  Rectum  3 

f.  Antrum  (maxillary)  3 

g.  Intestinal  2 

h.  Original  unknown  5 

5.  Carbuncle  .. 3 

a.  Back  2 

b.  Hip  1 

6.  Cholecystitis  and  appendicitis 2 

7.  Cholecystitis  5 

8.  Cholecystitis  with  cholelithiasis 4 


Cases 

9.  Intestinal  obstruction  19 

a.  Strangulated  postoperative  herniae  4 

b.  Inguinal  herniae  3 

c.  Volvulus-sign oid  1 

d.  Causes  not  given 11 

10.  Empyema  11 

a.  Pneumococcal  2 

b.  Suppurative  pleurisy  7 

c.  Tuberculous  2 

11.  Gangrene  20 

a.  Diabetic  9 

b.  Senile  7 

c.  Frost  bite  1 

d.  Cause  not  given  3 

12.  Sarcoma  10 

a.  Abdomen 1 

b.  Antrum  1 

c.  Epigastric  hernia  1 

d.  Generalized  2 

e.  Lungs  ... 2 

f.  Maxilla  1 

g.  Glioma  of  brain  2 

13.  Spina  Bifida  2 

a.  Meningocele  2 

14.  Peritonitis 3 

a.  Tuberculous  3 

15.  Tetanus  4 

16.  Syphilis  22 

a.  Gumma  of  brain 1 

b.  Gumma  of  heart 1 

c.  Congenital  1 

d.  Specified  only  as  syphilis 19 

17.  Osteomyelitis  5 

a.  Femur  1 

b.  Metatarsal  1 

c.  Osteomyelitis  (location  not  given)  3 

18.  Cavernous  sinus  thrombosis 1 

19.  Stricture  of  rectum 1 

20.  Acute  arthritis  1 

21.  Hepatitis  1 

22.  Endothelioma  1 

23.  Gastric  Ulcers  3 

24.  Duodenal  ulcers  3 

25.  Leg  ulcers  2 

a.  Varicose  1 

b.  Leg  ulcers 1 
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26.  Hemangioma  of  liver 1 

27.  Infection  of  foot  1 

28.  Stricture  of  bile  duct 2 

29.  Pancreatitis — acute  1 

30.  Fistula  in  Ano  1 

31.  Cirrhosis  of  liver 1 

32.  Dislocation  of  hip 1 

33.  Congenital  malformation  of  brain 1 

34.  Epigastric  hernia  1 

35.  Tuberculosis  of  rib 1 

GYNECOLOGY. 

Total  Number  of  Deaths 52 

Gross  Mortality  Rate 2.3  per  cent 

1.  Postabortal  septicemia  with  peritonitis  3 

2.  Acute  bilateral  salpingo-oophoritis 6 

3.  Uterine  fibroids 14 

4.  Carcinoma  10 

a.  Cervix  7 

b.  Uterus  1 

c.  Vagina  and  vulva 1 

d.  Ovary  1 

5.  Chronic  salpingitis  7 

6.  Endometritis  1 

7.  Cystoma  of  broad  ligament 1 

8.  Pelvic  abscess  7 

9.  Ovarian  cysts  2 

10.  Ovarian  abscesses  1 

OBSTETRICS. 

Total  Number  of  Admissions 2,027 

Total  Number  of  Deaths 84 

Gross  Mortality  Rate 4.1  per  cent 

1.  Premature  separation  of  placenta 1 

2.  Pregnancy  with  chronic  nephritis 1 

3.  Prematurity  46 

4.  Cerebral  hemorrhage  (new  born) 1 

5.  Abortion  2 

6.  Parturition  6 

7.  Parturition-eclampsia  5 

8.  Vomiting  of  pregnancy 1 

9.  Puerperal  septicemia  10 

1 0.  Premature  labor  4 

11.  Pregnancy  3 


Cases 


12.  Miscarriage — induced  1 

13.  Parturition — placenta  praevia  1 

14.  Pregnancy — extra-uterine  1 

15.  Parturition — pelvis  deformed 1 

GENITO -URINARY. 

Total  Number  of  Admissions 1,547 

Total  Number  of  Deaths 49 

Mortality  Rate  3.1  per  cent 

1.  Hypertrophy  of  prostate  18 

2.  Carcinoma  4 

a.  Bladder  1 

b.  Prostate  3 

3.  Extravasation  of  urine 2 

4.  Adenoma  of  prostate  1 

5.  Urethral  stricture  3 

6.  Pyonephritis  6 

7.  Pyelonephritis  1 

8.  Hypernephroma  2 

9.  Calculus  (Bladder)  1 

10.  Hydronephrosis  1 

11.  Nephritis  2 

12.  Fistula — urethral  2 

13.  Extensive  necrosis  of  penis 1 

14.  Balanoposthitis  1 

15.  Retention  of  urine  1 

16.  Cystoma  1 

17.  Abscess  of  prostate  1 

EYE.  EAR,  NOSE  & THROAT. 

Total  Number  of  Admissions 2,212 

Total  Number  of  Deaths 25 

Gross  Mortality  Rate 1.1  per  cent 

1.  Bilateral  mastoiditis  5 

2.  Bilateral  otitis  media  with  meningitis..  1 

3.  Stricture  of  esophagus 1 

4.  Abscess — peritonsillar  1 

5.  Acute  mastoiditis  12 

6.  Retropharyngeal  abscess  1 

7.  Carcinoma — hypophraynx  1 

8.  Chronic  mastoiditis  3 
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SKIN. 

Cases 

Total  Number  of  Admissions 167 

Total  Number  of  Deaths 7 

Gross  Mortality  Rate 4.2  per  cent 

1.  Pemphigus  1 

2.  Epithelioma  r...  1 

3.  Cellulitis  2 

4.  Erysipelas  3 


Total  Number  Admitted  (All  Divisions)....  12,047 

Total  Number  of  Deaths  (All  Divisions)....  568 

Mortality  Rate  (Gross  for  Seven 

Months) 4.7  per  cent 

The  gross  mortality  for  the  seven  months 
under  consideration  is  4.7.  This  is  0.97 
higher  than  for  the  same  period  of  time 
last  year.  However,  as  figures  go,  the 
fluctuation  is  more  or  less  expected.  When 
one  takes  into  consideration  the  fact  that 
the  bulk  of  the  moribund  cases,  from  the 
country  as  well  as  from  the  city,  are 
brought  here  during  the  last  hours  in 
desperate  attempts  to  save  life;  when  one 
stops  to  realize  that  this  hospital  is 
frequently  the  dumping  ground  for  outside 
doctors,  a place  to  send  their  patients  when 
they  get  beyond  control,  a way  to  cast  aside 
responsibility;  when  we  again  stop  to  con- 
sider that  about  95  per  cent  of  all  emergen- 
cies, many  of  which  end  fatally,  are  rushed 
here  for  care,  then  we  begin  to  wonder  why 
the  mortality  rate  is  possibly  not  twice  this 
figure.  This  rate  of  4.7  certainly  parallels 
those  of  other  great  hospitals  in  this  country 
and  abroad,  and  it  is  to  the  credit  of  the 
members  of  this  staff,  most  of  whom 
perform  their  duties  conscientiously  and 
honestly,  that  the  mortality  rate  in  this 
great  institution  is  kept  as  low  as  this.  It 
certainly  is  also  to  the  credit  of  the  officials 
and  administrators,  who  unhesitatingly 
lend  whatever  aid  necessary. 

Before  considering  the  divisions  separ- 
ately, it  is  proper  to  call  attention  to  a fact 
which  results  from  the  continued  use  of  the 


old  nomenclature.  Under  surgery  are  in- 
cluded those  cases  dying  in  the  medical 
services,  the  charts  of  which  carry  the 
diagnosis  of  syphilis — whether  this  diag- 
nosis be  simply  syphilis  or  syphilis  involving 
a system  or  separate  structures  of  the  body. 
It  appears  that  the  word  syphilis  is  sufficient 
reason  for  the  case  to  be  declared  a surgical 
death.  This  and  similar  instances  appear 
to  result  from  the  system  of  nomenclature 
used  at  present.  The  secretary  feels  it  a 
duty  at  this  time,  to  call  attention  to  this, 
because  the  incorporation  of  such  cases 
under  the  death  heading  have  increased  the 
surgical  staff’s  mortality  rate,  whereas, 
the  deaths  might  probably  be  more  satis- 
factorily charged  to  the  medical  services. 

Perhaps  the  most  interesting  group,  and 
probably  the  one  giving  the  most  variable 
material  for  speculation,  is  the  division  of 
surgery.  This  division  presents  the  largest 
mortality  rate — 9.07.  There  occurred  351 
deaths  in  this  group.  Of  these  178,  or 
slightly  more  than  half  were  accident  cases, 
most  of  whom  were  emergencies  and  mori- 
bund on  admission.  Among  them  head 
injury  cases  headed  the  list  with  gunshot 
wounds  a close  second,  followed  by  frac- 
tures— other  than  those  involving  the 
skull — and  this  by  the  burn  cases.  These 
four  groups  alone  account  for  147  deaths, 
there  being  only  thirty  deaths  caused  by 
other  types  of  injuries.  The  automobile 
was  responsible  for  about  95  per  cent  of 
the  head  injuries,  whilst  amongst  40  cases 
of  gunshot  wounds,  most  all  of  which  were 
the  result  of  criminal  acts,  there  were  19  in- 
volving the  abdomen.  Among  the  173  cases, 
the  deaths  of  which  were  caused  by  various 
diseases  recognized  as  surgical  conditions, 
carcinoma  headed  the  list  with  29  cases. 
This  group  was  closely  followed  by  the 
syphilis  cases  above  referred  to — i.  e.,  22 
cases.  Gangrene  of  various  types  accounted 
for  an  additional  20  cases.  Therefore, 
nearly  half  of  the  deaths  charged  to  con- 
ditions resulting  from  pathology  looked 
upon  as  surgical  can  be  charged  to  three 
groups  of  cases — i.  e.,.  cancer,  syphilis,  and 
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gangrene.  While  I have  not  had  the 
opportunity  to  investigate  past  records,  I 
venture  the  opinion  that  this  is  pretty  much 
the  true  state  of  affairs  in  the  past.  I 
should  probably  add  that  appendicitis,  a 
dreaded  disease  in  the  past,  appears  to  be 
pretty  well  under  control.  During  the  entire 
period  of  seven  months  there  were  only 
10  deaths  from  this  disease,  rather  remark- 
able when  we  take  into  consideration  the 
many  cases  of  acute  suppurative  and  even 
ruptured  appendicitis  that  come  pouring 
in  from  the  city  and  particularly  from  the 
country.  There  were  866  cases  of  this 
disease,  giving  a mortality  rate  of  1.1. 

As  expected,  aside  from  the  eye,  ear, 
nose  and  throat  division,  the  gynecology 
division  shows  the  smallest  mortality  rate. 
The  date  of  2.3  represents  52  deaths  among 
2227  admissions.  Among  these  52,  car- 
cinoma and  uterine  fibroids  head  the  list 
with  a total  of  24  deaths.  There  were  also 
six  deaths  in  cases  diagnosed  as  acute 
blateral  salpingitis  and  seven  cases  of  pelvic 
abscesses. 

Among  2027  admissions  to  the  division 
of  obstetrics  there  resulted  84  deaths  giving 
a mortality  rate  of  4.1.  However,  46  of 
these  deaths  were  diagnosed  as  prematurity 
and  one  cerebral  hemorrhage  of  the  new- 
born. Therefore,  it  appears  that  the 
remaining  37  were  mothers,  the  greatest 
number  (10)  dying  from  puerperal  septi- 
cemia and  five  as  the  result  of  eclampsia. 
Whether  37  mothers  lost  over  a period  of 
seven  months  represent  the  average  in  the 
obstetrical  services,  I am  unprepared  to  say. 
However,  it  is  probably  true  that  many 
cases  are  admitted  who  are  already  infected. 

There  were  1547  admissions  to  the  genito- 
urinary services,  with  49  deaths.  Among 
these  18  deaths  were  diagnosed  as  hyper- 
trophy of  the  prostrate  and  7 as  pyonephri- 
tis  and  pyelonephritis  combined.  Cancer 
here  was  responsible  for  4 deaths.  During 


of  Charity  Hospital  Surgical  Deaths 

this  time  83  cases  of  prostatic  hyper- 
trophy were  admitted  to  the  Hospital.  If 
all  were  operated  upon  the  death  rate  was 
21.7.  Is  this  the  average  for  these  cases? 

The  most  gratifying  mortality  rate  of 
all  the  divisions  was  charged  to  the  eye, 
ear,  nose,  and  throat  departments.  During 
the  seven  months  2212  cases  were  admitted 
and  everyone  was  probably  operated  upon. 
Among  them  there  resulted  only  25  deaths. 
Twenty  of  these  cases  were  mastoids,  12  of 
which  were  definitely  acute  and  5 probably 
so.  Meningitis,  stricture  of  the  esophagus, 
retropharyngeal  abscess,  carcinoma  of  the 
hypopharynx,  and  a peritonsillar  abscess 
were  the  diagnoses  given  in  the  other 
cases.  It  is  remarkable  that  during  this 
entire  time  not  one  died  following  tosil- 
ectomy.  If  there  was  any  your  secretary 
failed  to  locate  it.  It  might  be  only  fair  to 
add,  that  the  mortality  rate  for  tonsillectomy 
and  adenoidectomy  operations  at  Charity 
Hospital  during  these  seven  months  was 
zero  per  cent. 

Finally,  we  have  for  consideration  the 
division  of  skin  diseases.  To  these  services 
were  admitted  167  cases  with  7 deaths,  or 
a mortality  rate  of  4.2  per  cent.  Heading 
these  deaths  were  erysipelas  and  cellulitis 
representing  five  cases  while  pemphigus 
and  epithelioma  were  responsible  for  one 
each. 

The  above,  gentlemen,  is  a composite 
statistical  review  of  the  deaths  charged  to 
the  Surgical  Staff  during  the  meetings  of 
1929  and  1930.  This  represents  only  seven 
months  and  is  herewith  presented  for 
your  benefit.  In  closing,  I wish  to  express 
my  heartiest  gratitude  and  appreciation  to 
Miss  Margaret  King  and  Miss  McFeterich, 
surgical  staff  stenographer  and  record  room 
clerk  respectively,  for  their  invaluable  as- 
sistance in  compiling  these  statistics  and 
without  whose  help  this  survery  would  have 
been  impossible. 
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EXPERIENCE  WITH  RECENT  METH- 
ODS IN  THE  TREATMENT  OF  PUL- 
MONARY TUBERCULOSIS.* 

CHAILLE  JAMISON,  M.  D., 

New  Orleans. 

The  modern  era  in  the  experimental  and 
clinical  treatment  of  pulmonary  tuberculo- 
sis may  be  said  to  date  from  1890,  when 
Robert  Koch  announced  his  discovery  of 
tuberculin  and  his  belief  that  it  was 
specific  for  early  cases  of  this  disease. 

I do  not  mean  to  imply  that  intelligent 
and  successful  therapy  was  not  used  by 
many  clinicians  before  this  time,  but  that 
a definitely  established  routine  of  treat- 
ment was  not  generally  accepted  and  that 
experimental  methods  were  only  begin- 
ning. It  is  interesting  that  George  Bod- 
ington,  an  English  physician,  in  his  Essay 
on  the  Treatment  of  Pulmonary  Consume 
tion,  published  in  1840,  anticipated  many 
of  the  modern  views  as  to  the  advantage 
of  cold,  dry  air  for  “healing  and  closing 
cavities  and  ulcers  of  the  lungs,”  and  he 
also  recommended  exercise  in  the  open  and 
abundant  nutrition.  The  theory  of  this 
author  was  so  roughly  handled  by  the 
medical  critics  of  his  day  that  he  was  dis- 
couraged from  carrying  it  to  any  extent 
into  practice.  The  first  sanitorium  for  the 
treatment  of  tuberculous  patients  was  es- 
tablished by  Hermann  Brehmer  in  1859, 
and  Peter  Detweiler  (1876)  is  credited 
with  first  introducing  the  rest  treatment 
in  the  open  air.  About  1863  Debove  orig- 
ated  forced  feeding  in  phthisis.  It  is  cer- 
tain then  that  the  modern  conception  of 
treatment  i.  e.,  rest,  open  air,  diet  and 
climate,  all  of  these  best  obtained  in 
special  sanitariums,  was  well  known  and 
widely  recognized  by  the  medical  profes- 
sion before  the  end  of  the  last  century.  It 
is  safe  to  say  that  for  many  years  this 
routine  has  been  generally  followed,  and  it 
may  be  concluded  that  in  certain  specially 
selected  cases  arrest  of  the  disease  nearly 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


always  occurs,  but  any  certainty  of  this 
result  depends  on  early  diagnosis,  and  a 
great  expenditure  of  time  and  money  is 
necessary  to  institute  treatment  properly 
and  to  continue  it  for  a sufficient  length  of 
time.  This  established  therapy  does  not 
make  a direct  attack  upon  the  infection, 
but  merely  seeks  to  fortify  the  host.  It  is 
obvious  that  the  attempt  to  build  up  a re- 
sistance, the  existence  of  which  is  always 
hypothetical,  is  extremely  uncertain  and 
unsatisfactory ; the  only  certain  thing 
about  it  is  that  it  fails  in  the  vast  majority 
of  cases  where  the  infection  has  progressed 
to  any  great  extent.  Recognizing  the  in- 
adequacy of  the  present-day  treatment, 
constant  efforts  are  being  made,  and  have 
been  made  for  many  years,  to  improve  our 
methods,  and  also  to  find  a specific  agent. 
These  efforts  have  followed  four  paths; 
(1)  specific  biologicals ; (2)  specific  chemi- 
cals; (3)  surgical  procedures;  (4)  physi- 
cal agents. 

SPECIFIC  BIOLOGICALS. 

For  many  years  following  Koch’s  an- 
nouncement of  tuberculin,  interest  cen- 
tered in  this  and  kindred  products,  and 
various  derivatives  of  the  tubercle  bacillus, 
such  as  filtrates,  autolized  organisms,  or- 
ganisms grown  on  different  media,  and 
variously  treated,  and  even  the  tubercle 
bacilli  isolated  from  turtles,  were  pro- 
claimed with  greater  or  less  conviction  by 
their  apostles  as  specifics.  In  spite  of  the 
attractive  and  logical  theories  which  led 
to  the  general  use  and  abuse  of  tuberculin 
and  kindred  products,  the  opinion  of  clini- 
cians and  investigators  seems  to  be  that 
such  substances  are  of  little  or  no  value  in 
the  treatment  of  pulmonary  tuberculosis, 
and  may  even  be  dangerous.  I have  been 
so  impressed  with  this  view,  as  generally 
expressed  in  the  literature,  that  I have 
used  these  products  very  little,  but  what 
small  experiences  I have  had  have  con- 
vinced me  that  this  point  of  view  is  cor- 
rect. So  far  as  I know,  sera  have  never 
been  seriously  advocated,  but  it  is  inter- 
esting to  speculate  upon  the  value  of  blood 
taken  from  animals  known  to  be  immune 
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to  this  disease.  Such  a series  of  experi- 
ments were  begun  last  summer,  but  the 
direct  dangers  of  the  use  in  man  of  blood 
from  such  animals  seems  so  far  to  be  an 
almost  unsurmountable  obstacle. 

CHEMICALS. 

It  has  been  known  for  many  years  that 
gold  was  more  or  less  specific  for  the 
tubercle  bacilli  in  vitro,  and  following  the 
brilliant  work  of  Ehrlich  with  arsenicals  in 
syphilis,  it  was  natural  that  experiments 
should  turn  to  the  use  of  gold  in  tubercu- 
losis. Only  a short  time  ago  sano-crysin 
was  announced  as  a specific  chemo-thera- 
peutic  agent,  but  well  conducted  experi- 
ments on  tuberculous  animals  and  men  has 
demonstrated  no  particular  value.  Other 
of  the  heavy  metals  have  been  extensively 
used  by  the  French  particularly  in  the  last 
few  years;  I became  interested  particu- 
larly in  cadmium  and  administered  this 
metal  by  mouth,  sub-cutaneously  and 
intra-bronchially  to  ten  advanced  cases.  I 
got  the  impression  from  this  experience 
that  the  drug  was  harmful  and  at  the  best 
brought  no  relief  to  this  particular  group 
of  cases.  It  is  possible  that  some  of  the 
heavy  metals,  particularly  manganese,  may 
prove  a specific  agent,  and  they  probably 
deserve  thorough  investigation.  Calcium 
has  been  used  for  years,  but  its  intraven- 
ous administration  is  more  modern,  and 
since  calcium  deposition  plays  a part  in 
the  healing  of  a tubercle,  it  is  reasonable 
to  think  that  this  chemical  might  be  of 
value,  particularly  if  there  was  a lack  of 
calcium  available  in  the  blood  and  tissues 
of  the  patient.  Drs.  Robbins  and  Campagna 
investigated  this  matter  for  me  on  a group 
of  cases  with  advanced  pulmonary  tubercu- 
losis and  found  lowr  normals  for  calcium  in 
the  blood  of  nearly  all  of  them,  but  intra- 
venous injections  of  calcium  and  injections 
of  paratharmone  seemed  to  elevate  the 
blood  calcium  but  little,  and  to  have  no 
apparent  beneficial  effect.  No  systematic 
investigation  was  made  of  the  use  of  cal- 
cium in  hemorrhagic  cases  and  the  impres- 
sion is  quite  prevalent  that  in  this  kind  of 
case  there  is  justification  for  its  use. 


Because  of  its  supposed  specific  effect  upon 
the  leprosy  bacillus,  so  similar  to  the 
tubercle  bacillus  in  its  staining  character- 
istics and  morphology,  Chaulmoogra  oil 
seems  worthy  of  some  consideration  from 
an  experimental  point  of  view.  I have 
been  using  this  drug  in  the  treatment  of 
pulmonary  tuberculosis,  off  and  on,  for 
nearly  twenty  years,  and  have  given  in  by 
mouth,  sub-cutaneously  and  by  injection 
into  the  bronchi.  I am  not  obsolutely  cer- 
tain that  it  has  no  value,  but  my  clinical 
experience  is  too  lacking  in  definite  results 
to  carry  conviction.  The  chemicals  and 
drugs  that  I have  investigated  have  had, 
in  my  opinion,  no  beneficial  effects.  On 
theoretical  grounds  it  does  not  seem  to  me 
that  chemo-therapeutic  agents  given  by 
vein,  by  mouth  or  sub-cutaneously,  hold 
out  much  hope  of  success,  and  very  con- 
vincing animal  experiments  would  be 
necessary  to  make  me  alter  this  view. 

SURGICAL  PROCEDURES. 

These  methods  consist  of  artificial 
pneumo-thorax,  phrenecoexerrisis,  thoro- 
coplasty  and  intercostal  neurectomy.  It 
is  the  opinion,  almost  unanimous,  of  those 
clinicians  who  have  used  artificial  pneumo- 
thorax, that  it  is  the  greatest  step  forward 
in  the  treatment  of  pulmonary  tuberculosis 
that  has  been  taken  in  years. 

After  a rather  extensive  use  of  this 
method,  I can  heartily  concur  in  this 
opinion.  The  indications  for  artificial 
pneumo-thorax  are  limited  and  must  be 
clearly  understood  or  disasters  may  result. 
Phrenecoexerrisis  is  of  great  value,  either 
with  or  without  pneumo-thorax,  and  it  is 
of  particulr  value  where  pneumo-thorax 
cannot  be  induced  or  where  the  base  of 
the  lung  is  mainly  involved.  Thora- 
coplasty is  of  very  great  value,  but  the  in- 
dications for  this  step  are  so  narrow  that 
its  use  can  never  be  very  general.  Inter- 
costal neurectomy  does  not  seem  to  be  of 
much  value  either  on  theoretical  or  practi- 
cal grounds;  however,  as  I have  had  no 
personal  experience  with  this  method,  I 
do  not  wish  to  be  dogmatic.  Experiments 


Jamison — Recent  Methods  in  the  Treatment  of  Pulmonary  Tuberculosis  695 


on  lung  puncture  and  the  direct  injection 
of  various  substances  into  tuberculous 
areas,  are  now  being  conducted  in  my 
service,  and  though  a great  many  such 
punctures  have  been  performed  and  a 
variety  of  drugs  injected  without  difficulty 
and  without  mishap,  I am  not  ready  at  this 
time  to  make  any  reports  of  this  pro- 
cedure. 

PHYSICAL  AGENTS. 

Heliotherapy  is  very  old  in  pulmonary 
tuberculosis,  but  has  been  revived  to  a 
large  extent  in  recent  years,  and  solaria 
are  now  very  common  in  many  European 
sanitoria.  There  seems  to  be  considerable 
confusion  concerning  the  use  of  light  and 
it  should  be  well  known  that  in  spite  of  its 
beneficial  effects  on  tuberculous  lesions  in 
other  parts  of  the  body,  considerable  harm 
is  done  to  pulmonary  tuberculosis  when 
light  is  directed  over  the  thorax.  Direct 
sunlight  is  definitely  harmful  to  the  pul- 
monary forms  of  tuberculosis  and  no  kind 
of  heliotheraphy  should  ever  be  used  in 
the  exudative  forms  of  the  disease,  but  in 
the  early  proliferative  forms  it  may  be  of 
value  if  used  with  the  utmost  care  and  ac- 
cording to  a standardized  technic.  The  ad- 
vice “plenty  of  sunlight”  should  be  given 
to  the  consumptive  only  with  the  greatest 
caution,  and  he  should  be  made  to  under- 
stand that  direct  exposure  is  deleterious 
and  may  even  be  disastrous.  The  roent- 
gen-ray  and  radiations  in  general  have  not 
been  greatly  used,  but  I am  convinced  that 
there  are  possibilities  in  this  field. 

In  conclusion  I feel  that  the  small  expe- 
riences which  I have  presented  to  you  will 
lead  you  to  be  even  more  cautious  in  ac- 
cepting or  promulgating  any  ill-advised 
claims  of  specific  cures  for  tuberculosis  by 
whatever  method,  unless  such  methods 
have  been  subjected  to  the  most  searching 
clinical  and  animal  investigations,  and  I 
should  like  to  emphasize  again  that  rest, 
diet,  fresh  air  and  climate  remain  our  only 
tried  and  true  methods  in  our  fight  against 
the  great  white  plague. 


DISCUSSION. 

Dr.  Peachy  Gilmer  (Shreveport) : I have  cer- 

tainly enjoyed  Dr.  Jamison’s  paper,  and  I think 
it  is  very  timely,  for  it  marks  a definite  step 
forward  in  the  programs  of  the  Louisiana  State 
Medical  Society.  Heretofore,  we  have  spent  a 
great  deal  of  time,  probably  most  of  our  time, 
with  a long  paper  on  the  diagnosis  of  tuberculosis. 
I think  that  time  was  well  spent,  I am  not  com- 
plaining about  that  at  all,  but  I believe  now  a 
paper  on  treatment  is  most  timely  and  marks  a 
definite  step  forward.  We  are  beginning  to  think 
about  treating  tuberculosis  now.  We  are  talking 
it  to  the  general  men.  Of  course,  somebody  will 
say  the  treatment  belongs  to  a limited  group.  It 
does  in  a way,  yet  it  concerns  all  of  us  who  prac- 
tice medicine.  All  of  us  don’t  have  the  facilities 
for  treatment  used  in  the  sanatoria  and  neces- 
sarily we  must  do  something  for  them  ourselves. 

The  doctor  has  covered  very  nicely,  in  fact 
completely  I think,  all  of  the  thoughts  that  I could 
give  you  on  recent  advances  in  treatment.  I 
know  that  he  didn’t  have  time  to  go  into  the 
details  of  all  of  it,  and  I won’t  have  time  to  go 
into  the  details  of  all  of  it.  But  it  is  bringing 
to  your  attention  something  that  we  think  is  going 
to  be  good. 

My  own  individual  idea  about  the  biological 
part  is  that  some  day  we  are  going  to  work  out 
something  definite  from  that  standpoint,  I think 
particularly  along  the  lines  of  vaccination.  We 
must  all  have  acquired  a certain  amount  of  im- 
munity in  our  lives  or  else  all  of  us  here  in  the 
room  would  have  tuberculosis.  That  immunity 
has  been  brought  about  by  our  body  cells  com- 
ing in  contact  with  the  tubercle  bacillus  and  with 
the  corresponding  antitoxins,  antibodies,  or  pro- 
tective substances,  or  whatever  they  may  be,  being 
formed  and  holding  that  disease  in  check.  There- 
fore, I am  hopeful  that  later  on  we  are  going 
to  have  a vaccine  that  is  going  to  be  somewhat 
specific.  We  have  done  a little  experimental  work 
at  the  Pines  along  that  particular  line  and  we  are 
not  going  to  say  much  about  it,  but  in  some  in- 
stances we  have  obtained  splendid  results;  in 
fact,  specific  results  with  the  disappearance  of 
all  symptoms  and  return  to  normal  condition. 

I think  the  surgical  part  of  the  treatment  of 
tuberculosis  should  be  emphasized  again  and 
again.  I take  the  same  stand  on  surgical  inter- 
vention in  tuberculosis  that  the  surgeon  takes 
when  he  is  able  to  diagnose  acute  appendicitis. 
I never  yet  heard  of  a surgeon  who  wanted  to 
wait  until  the  appendix  had  ruptured  before  tak- 
ing adequate  operative  procedures,  and  I think 
that  the  people  who  are  treating  tuberculosis  now 
have  changed  their  ideas.  They  are  not  going  to 


696  Jamison — Recent  Methods  in  the  Treatment  of  Pulmonary  Tuberculosis 


allow  a patient  to  remain  in  bed  month  after 
month  with  a condition  which  justifies  surgical 
intervention. 

Take  your  choice  as  to  what  your  surgical  in- 
tervention should  be.  I think  starting  out  with 
the  mildest  or  the  most  successful  form  of  treat- 
ment should  be  first.  I refer  to  pneumothorax 
Don’t  wait  until  that  patient  has  fought  this  bat- 
tle and  has  been  subjected  to  the  toxemias  of 
tuberculosis  months  and  months  and  months.  If 
you  have  an  acute  lesion  or  a lesion  that  you 
don’t  think  is  going  to  heal,  isn’t  going  to  make 
satisfactory  progress,  go  ahead  and  do  your  pneu- 
mothorax. Rest  is  the  thing,  rest  of  that  lung, 
no  matter  how  you  get  it.  If  you  can  ge.t  enough 
by  lying  quietly  in  bed,  that  may  be  sufficient. 
If  that  isn’t  sufficient,  don’t  wait  for  months  be- 
fore you  intervene  and  do  something  else. 

If  adhesions  will  not  permit  pneumothorax,  I 
would  go  on  to  phrenicotomy.  With  phrenicot- 
omy  we  do  not  get  as  much  compression  of  the 
lung  as  we  do  with  pneumothorax,  but  we  get 
an  immobilization,  a marked  decrease  in  respira- 
tory rhythm.  The  diaphragm  on  the  side  affected 
rises  high  enough  to  put  that  lung  at  almost  com- 
plete rest.  The  respiratory  murmur  is  markedly 
diminished,  and  phrenicotomy,  with  evulsion  of 
the  phrenic  nerve,  is  fast  coming  into  popularity. 

In  the  event  that  the  two  milder  forms  of  sur- 
gical intervention  are  not  sufficient  to  bring  about 
the  results  desirable,  then  if  it  is  possible  I see 
no  reason  to  hesitate  to  go  on  to  the  more  drastic 
treatment  of  thoracoplasty. 

Dr.  W.  S.  Kerlin  (Shreveport) : Dr.  Jamison 

has  covered  the  subject  so  thoroughly  and  Dr. 
Gilmer  has  discussed  it  so  well  I,  therefore,  have 
a hesitancy  in  offering  any  remarks  regarding 
the  different  methods  of  treatment  as  mentioned 
by  Dr.  Jamison. 

It  is  very  refreshing  to  know  that  a clinician 
of  Dr.  Jamison’s  ability  is  carrying  on  this  work. 

I didn’t  know  we  had  a clinician  in  Louisiana  oth- 
er than  the  specialists  that  was  doing  this  char- 
acter of  work.  I hope  that  in  the  future  he  will 
have  more  to  tell  us. 

Dr.  Charles  R.  Gowen  (Shreveport) : I will 

only  take  a couple  of  minutes  of  your  time.  Dr. 
Jamison  said  what  I wanted  him  to  say.  Every 
few  days  someone  comes  to  my  office  asking  about 
the  new  treatment,  and  wanting  to  know  whether 
to  have  a pneumothorax,  phrenicotomy  or  thora- 


coplasty. They  like  the  demonstrable  thing, 
something  that  can  be  done  that  they  see  being 
done. 

As  the  doctor  said  before,  rest,  fresh  air,  and 
all  that,  has  been  tried  out.  One  mistake  that  we 
all  make  is  that  we  do  not  try  fresh  air  and  rest 
properly,  and  what  I mean  by  rest  is  absolute 
bed  rest.  Usually  the  patient  is  told  to  take 
care  of  himself,  stay  in  bed,  this  thing,  and  the 
other.  I tell  my  patients  to  stay  in  bed  at  least 
twenty-four  hours  and  a half  a day  during  the 
period  of  activity,  and  the  rest  of  the  time  they 
can  do  as  they  like.  If  that  is  carried  out,  our 
other  treatment  will  be  less  and  less. 

The  field  of  surgery  in  tuberculosis  is  limited. 
The  surgeon  should  have  no  opinion  whatever  of 
when  or  how  this  patient  should  be  operated. 
It  should  be  directed  by  the  clinician  with  a great 
deal  of  trepidation  and  trying  the  other  methods 
first. 

Pneumothorax  is  not  as  simple  a procedure  as 
one  would  think.  Only  Sunday  I gave  a pneu- 
mothorax a refill.  I had  a patient  for  some 
fifty  refills.  She  had  a pleural  shock  of  gas  em- 
bolus, or  what  not.  I thought  she  was  going  to 
die  in  my  office  for  about  five  minutes.  It 
throws  a scare  into  you.  The  phrenicotomy  is 
possibly  the  least  harmful  of  any  and  the  least 
dangerous.  Thoracoplasty  is  very  definite  and 
a great  relief  to  a patient.  We  have  had  several 
that  have  shown  splendid  and  very  substantial 
improvement,  but  all  of  these  surgical  procedures, 
biologicals,  should  not  be  tried  until  a patient  is 
put  in  the  proper  condition.  Flatten  him  out, 
lower  his  respiration  and  try  to  get  him  symptom 
free  otherwise.  To  have  a patient  that  has  taken 
treatment  in  the  ordinary  way  of  staying  in  bed 
a few  hours,  a little  sunlight,  this,  that  and  the 
other,  and  hasn’t  improved,  and  then  try  some 
surgical  procedure  is  rather  unfair  to  the  patient. 
Try  the  other  in  the  most  strict  way  before  the 
surgical  procedures  or  biologicals  are  resorted  to. 

We  find  hundreds  of  cases  of  tuberculosis  on 
the  postmortem  table  and  by  the  roentgen-ray 
that  have  healed  spontaneously.  Nature  got  them 
well  somehow.  With  a little  help  along  definite 
lines  over  a number  of  months  giving  the  patient 
rest,  both  mental  and  physical,  we  can  do  a great 
deal  more  than  we  can  by  a haphazard  method. 

I certainly  enjoyed  Dr.  Jamison’s  paper  and, 
again,  it  was  just  what  we  needed  along  that 
line. 
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Dr.  R.  McG.  Carruth  (New  Roads) : I want  to 

ask  Dr.  Jamison,  in  reference  to  a low-salt  or 
salt-free  diet  in  this  disease,  whether  he  has  had 
any  experience  with  EKA  salt,  a malate  of  sodium 
as  a substitute  for  the  chloride?  It  was  recent- 
ly gotten  out  by  a Johns  Hopkins’  chemist,  is 
manufactured  by  Sharp  & Dohme,  and  said  to 
be  free  from  the  harmful  effects  to  the  system 
produced  by  common  table  salt. 

Also  he  spoke  of  manganese.  What  does  he 
know  about  mangatrate,  a butyrate  of  manganese, 
sold  by  the  New  York  branch  of  the  Anglo-French 
Drug  Company,  and  said  to  be  a powerful  bacil- 
licide  to  pathologic  organisms  and  to  increase  re- 
sistance to  their  invasions. 

As  to  sunlight,  we  all  know  that  we  have  accent- 
uated the  value  of  fresh  air,  rest  and  sunshine  for 
many  years.  Now  recently,  we  have  heard  a 
great  deal  about  heliotherapy  in  the  form  of 
lamps,  ultra  violet  and  infra  red.  What  is  the 
danger  in  adminstering  this  treatment,  and  would 
he  recommend  these  lamps  or  either  of  them? 

Dr.  Chaille  Jamison  (New  Orleans)  : I want 

to  thank  the  gentlemen  for  their  discussion. 

What  I wanted  to  bring  out  was  that  we  all 
know  the  value  of  rest,  fresh  air,  diet  and  climate. 

I brought  this  paper  out  especially  to  warn  the 
general  man  that  those  are  the  things  to  lean 
upon,  and  that  particularly  rest  must  be  accentu- 
ated. 

Let  me  say  one  other  word  of  warning.  The 
tuberculosis  patient  is  the  most  hopeful  patient 
on  earth.  Anything  that  you  do  to  him,  he  thinks 
he  is  getting  better,  even  to  the  point  that  he  is 
well.  It  is  our  duty  to  convince  these  people  that 
they  are  not  well  and  not  lead  them  to  believe 
that  they  are  well.  In  treating  tuberculosis,  no 
matter  what  the  procedure,  nothing  is  accom- 
plished except  arrest  of  the  disease,  and  it  is  a 
fight  for  a lifetime.  Those  things,  up  to  the 
point  of  our  present  knowledge,  should  be  very 
strongly  emphasized. 

So  far  as  specifics  are  concerned  in  the  treat- 
ment of  tuberculosis,  I cannot  be  convinced  by  any 
clinical  results.  If  we  get  specifics,  they  must  be 
capable  of  demonstration  in  the  infected  animal, 


which  is  easy.  You  can  give  a guinea  pig  tuber- 
culosis, give  a rabbit  tuberculosis,  and  you  can 
give  a cow  tuberculosis.  If  you  have  a specific, 
it  will  cure  those  animals.  Any  specifics  must  be 
susceptible  to  animal  proving. 

So  far  as  the  salt  free  treatment  and  the  ques- 
tion asked  by  Dr.  Carruth,  this  particular  salt 
substitute  you  mentioned  is  nothing  but  a salt 
substitute.  When  you  withdraw  sodium  chloride 
from  the  patient  you  give  him  the  chemical  to 
make  his  food  tasty.  It  has  no  clinical  value. 
It  is  merely  a substitute,  and  an  interesting  one 
we  have  used  for  years  in  the  treatment  of 
hypertension  and  such  conditions  when  we  wanted 
to  take  our  patient  off  salt. 

You  asked  about  manganese  butyrate.  It  has 
been  advocated  and  is  said  to  cure  furuncles.  All 
of  you  have  seen  furuncles  cured  in  the  last  two 
years  by  at  least  42,000  specifics. 

I am  a little  skeptical,  I must  confess.  The 
artificial  lights  are  just  the  same  as  sunlight,  and 
they  are  particularly  deleterious  to  patients  with 
an  acute  exudative  lesion  when  the  chest  is  ex- 
posed— that  is  all,  when  the  chest  is  exposed. 
Patients  should  not  be  exposed  to  direct  sunlight. 
That  doesn’t  mean  they  shouldn’t  be  in  a sunny 
climate,  but  they  should  be  protected  from  the 
sun.  You  know  the  French  for  years  have  had 
their  people  go  around  with  purple  umbrellas  to 
keep  the  sun  off  the  chest.  Some  of  the  clinics 
in  Germany,  where  artificial  light  is  used  to  the 
greatest  extent,  protect  the  chest  most  carefully 
when  applied  to  any  other  portion  of  the  body. 

I understand  the  penalties  there  are  quite  severe 
if  anybody  exposes  the  chest  to  sunlight.  That 
doesn’t  mean  in  the  hands  of  experts,  like  Funk 
for  instance,  who  follows  a very  careful  technic 
of  tanning,  that  the  exposure  of  the  chest  to 
these  rays  may  not  have  value  for  some. 

But  for  our  ordinary  purposes  today,  we  have 
no  specifics,  we  haven’t  any  in  sight.  Study  is 
going  on  all  the  time.  Various  methods  claimed 
to  cure  tuberculosis,  unless  subjected  to  the  most 
careful  scrutiny,  should  be  regarded  with  absolute 
skepticism,  and  the  patient  should  not  be  sub- 
jected to  them.  Tuberculosis  patients  should  be 
subjected  to  rest,  diet,  fresh  air,  climate,  and 
still  more  rest. 


698 


Guerriero — Four  Cases  of  Hodgkin’s  Disease  Treated  with  Radium 


FOUR  CASES  OF  HODGKIN’S  DISEASE 
TREATED  WITH  RADIUM.* 

H.  E.  GUERRIERO,  M.  D., 

Monroe,  La. 

The  term  Hodgkin’s  disease,  first  em- 
ployed by  Samuel  Wilks,  in  1856,  in  honor 
of  Thos.  Hodgkin,  who  described  it  in  1832, 
is  still  the  current  name  of  the  disease  in 
English  speaking  lands.  In  other  coun- 
tries, the  name  lymphogranulomatosis  is 
more  frequently  employed.  This  word  was 
applied  to  the  disease  in  1899  by  Sternberg, 
the  first  to  describe  clearly  its  histologic 
features  and  to  separate  it  thereby  from 
similar  processes.  He,  however,  felt  that 
it  was  an  unusual  type  of  tuberculosis,  and 
as  a consequence  its  complete  establishment 
as  a distinct  entity  is  due  to  Dorothy  Reed, 
who  followed  three  years  after  Sternberg. 
Since  her  work  cleared  the  field,  more  than 
20  years  have  passed,  and  unless  the  etio- 
logic  studies  of  the  future  change  our  con- 
ceptions, it  is  always  likely  to  remain  a dis- 
tinct disease. 

In  1865,  Cornil  and  Ranvier,  from  a 
study  of  the  literature  and  their  own  cases, 
had  noted  that  Hodgkin’s  disease  was  more 
than  a mere  “affection  of  the  lymph  glands 
and  spleen.”  In  addition  to  involvement 
of  the  lymph  nodes  and  spleen,  they  found 
the  specific  lesions  in  the  following  organs 
and  tissues : the  skin,  intermuscular  tis- 
sues, subcutaneous  tissues,  bones,  thymus, 
lungs,  stomach,  and  intestines. 

Simultaneously  with  the  publication  of 
these  articles  in  England  and  France,  simi- 
lar studies  appeared  in  Germany,  chief 
among  which  were  those  of  Bilbroth,  and 
Conheim.  It  was  the  great  merit  of  Con- 
heim  to  perceive  the  generalized  nature  of 
Hodgkin’s  disease  and  its  close  similarity 
to  leukemia  in  its  widespread  systemic  dis- 
semination. 

With  medical  attention  now  fully  inter- 
ested in  this  malignant  malady  of  obscure 
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etiology,  numerous  case  reports  began  to 
appear  in  the  literature  in  which  ever  wider 
areas  of  invasion  were  recorded  until  the 
protean  and  systemic  aspect  of  Hodgkin’s 
disease  were  fully  established  and  thus, 
in  1879,  Gowers  in  his  comprehensive  con- 
tribution on  Hodgkin’s  disease,  gave  details 
concerning  the  lesions  not  only  in  the 
lymph  nodes  and  spleen,  but  also  in  the 
skin,  intermuscular  tissues,  bones,  brain, 
soft  palate,  pharynx,  tonsils,  esophagus, 
stomach,  intestines,  liver,  pancreas,  peri- 
toneum, thyroid,  thymus,  trachea,  lungs, 
pleura,  diaphragm,  pericardium,  heart  mus- 
cle, suprarenals,  kidneys,  testes  and  ovaries. 

The  protean  aspects  of  Hodgkin’s  disease 
thus  stressed  by  Gowers  received  further 
corroboration  and  was  repeatedly  and  con- 
clusively proved  that  not  a single  organ  or 
tissue  had  escaped  invasion  in  this  disease. 
Although  it  is  unquestionably  true  that  in 
large  series  of  cases  the  superficial  lymph 
nodes  are  the  first  to  attract  clinical  atten- 
tion, numerous  case  reports  have  appeared 
in  the  literature  in  which  the  primary  and 
predominant  clinical  localization  occurred 
in  the  skin,  bones,  nervous  system,  nose, 
tonsils,  stomach,  intestines  and  hemopoietic 
system. 

OCCURRENCE. 

No  period  of  life  from  the  cradle  to  the 
grave  is  entirely  exempt  from  this  disease. 
It  is  generally  stated  to  be  common  in  the 
second,  third  and  fourth  decades. 

For  some  unexplained  reason,  all  statis- 
tical studies  have  shown  that  males  are 
much  more  subceptible  than  females. 

Four  views  as  to  the  nature  of  Hodg- 
kin’s lymphogranuloma  may  be  mentioned 
— namely  that  it  is  (1)  an  atypical  form 
of  tuberculosis,  (2)  a specific  infective 
granuloma  of  unknown  nature,  (3)  a new 
growth,  and  (4)  a transition  between  a 
granuloma  and  a new  growth. 

(1)  The  relationship  of  lymph-adenoma 
and  tuberculosis  has  long  been  discussed. 
To  the  naked  eye  the  large  celled  tuber- 
culosis hyperplasia  of  the  lymphatic  glands 
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is  often  indistinguishable  from  lymph- 
adenoma. 

(2)  A specific  infection — various  or- 
ganisms have  been  described  as  responsible 
for  Hodgkin’s  lymphogranuloma,  but  none 
of  them  can  be  regarded  as  proved.  The 
most  attractive  is  a potozoal  (Lowit)  or 
spirochaetal  (White  and  Proescher)  origin 
on  account  of  the  eosinophilia  in  the  glands, 
and  the  well  marked  reaction  in  the  early 
stages  at  least,  to  arsenic.  Bunting  and 
Gates  found  a gram-positive  pleomorphic 
diphtheroid  bacillus  which  Bunting  states 
can  be  found  in  every  case  and  by  experi- 
mental inoculation  made  to  produce  the 
early  histological  changes  seen  in  man ; but 
the  last  two  statements  have  not  been  con- 
firmed. 

(3)  The  view  that  Hodgkin’s  lympho- 
granuloma is  a new  growth,  allied  to  sar- 
coma or  endothelioma,  is  probably  derived 
from  the  impression  that  this  follows  from 
its  extension  beyond  the  limits  of  lymphoid 
tissues  and  its  infiltration  of  tissues/ such 
as  muscle  and  bone  which  do  not  contain 
any  lymph-adenoid  tissue,  but  in  this  ex- 
tension there  is  nothing  incompatible  with 
the  behavior  of  the  infective  granulomas, 
tuberculosis,  syphilis,  and  actinomycosis. 

(4)  The  compromise  that  Hodgkin’s 
disease  is  a transition  between  an  inflam- 
matory formation  and  a neoplasm  and 
shares  characters  with  both  of  these  pro- 
cesses has  been  supported  by  Symmers, 
who  classes  it  with  mycosis  fungoides,  Con- 
heim’s  pseudo-leukemia,  Sternberg’s  leuko- 
sarcoma,  and  Gaucher’s  disease. 

That  Hodgkin’s  lymphogranuloma  is 
malignant  in  the  sense  that  it  leads  to  death 
is  undoubted,  and  it  differs  from  tuber- 
culosis, which  in  many  respects  it  closely 
resembles,  in  being  constantly  fatal  and  not 
becoming  obsolete.  Even  if  it  be  held  that 
true  Hodgkin’s  disease  is  confined  to  lymph- 
adenoid  tissue,  the  occurrence  of  lympho- 
granulomatous  masses  in  the  liver  and  kid- 
neys might  be  explained  on  the  hypothesis 
that  there  is  a compensatory  hyperplasia 


of  the  lymphoid  tissue  around  the  vessels 
and  that  subsequently  this  becomes  infected 
with  the  veins  of  the  granuloma.  But,  fur- 
ther evidence  suggesting  malignant  char- 
acters, such  as  invasion  of  the  adjacent 
bone  and  the  histological  characters  of  sar- 
coma, described  years  ago  by  Karsner  are 
now  established,  and  Ewing  considered  this 
transformation  into  sarcoma  as  a tumor 
sui-generis  and  as  by  no  means  rare.  Prof. 
H.  M.  Turnbull,  while  fully  recognizing  the 
existence  off  the  condition  which  Ewing 
terms  Hodgkin’s  sarcoma,  regards  it  as  the 
lymphosarcomatoid  form  of  Hodgkin’s 
lymphogranuloma  and  as  inflammatory 
rather  than  neoplastic. 

THE  BLOOD. 

Roelleston  states  that  the  white  count 
does  not  show  any  constant  or  character- 
istic changes.  Usually  leukocytosis  is 
absent  and  there  may  be  a leukopenia  with 
a relative  lymphocyte  increase,  especially, 
when  the  spleen  is  predominantly  affected, 
a view  shared  also  by  Weber.  Bunting  de- 
scribes the  blood  picture  in  two  stages : in 
cases  under  a year’s  duration,  no  leukocy- 
tosis, a relative  lymphocytosis,  diminished 
eosinophils,  and  increase  in  the  transitional 
cells.  In  more  advanced  cases  when  the 
disease  is  spreading  widely  there  is  a leu- 
kocytosis with  a raised  polymorphonuclear 
count  (75  to  90),  and  later,  from  exhaus- 
tion of  the  bone  marrow,  an  absence  of 
blood  platelets. 

The  primary  site  of  Hodgkin’s  lympho- 
granuloma is  a subject  of  some  practical 
importance,  for  enlargement  of  the  super- 
ficial lymphatic  glands  being  usually  the 
first  indication  of  lymphadenoma  has  ac- 
cordingly been  generally  regarded  as  the 
starting  point  of  the  disease.  But,  it  does 
not  follow  that  the  glands  first  probably 
enlarged  are  necessarily  those  first  at- 
tacked. Symmers,  from  pathological  ex- 
perience, contends  that  this  conception  is 
erroneous,  and  that  primary  enlargement 
of  the  abdominal  or  the  abdominal  and 
thoracic  glands  combined  is  ten  times  com- 
moner than  primary  enlargement  of  the 
cervical  glands.  With  this  Ewing  agrees, 
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and  adds  that  the  enlarged  superficial 
glands  which  first  attract  attention  are 
merely  the  outlying  portions  of  an  internal 
lesion.  The  idea  that  the  glandular  enlarge- 
ment on  the  neck  may  in  any  given  case  be 
secondary  rather  than  primary,  and,  in- 
deed, be  analogous  to  the  glandular  metas- 
tases  in  malignant  disease  inside  the  chest 
and  abdomen,  should  become  more  con- 
stantly in  our  minds,  and,  being  based  on 
post-mortem  observations,  demands  clini- 
cal confirmation  by  systematic  roentgen-ray 
examination  of  the  chest  in  every  early 
case;  for  if  intra-thoracic  or  abdominal  in- 
volvement is  present  this  should  obviously 
be  treated  by  deep  radiation.  The  unsus- 
pected existence  of  intra-thoracic  lympho- 
granuloma may  help  to  explain  some  appar- 
ently hyperacute  cases,  such  as  Brum- 
mer’s  patient,  a woman  aged  27  years,  who 
died  with  two  weeks  symptoms  suggesting 
acute  cardiac  failure,  the  necropsy  reveal- 
ing extensive  Hodgkin’s  disease. 

Enlargement  of  the  superficial  lymphatic 
glands  may  disappear  under  treatment, 
either  entirely  or  partially,  while  insidious 
implications  of  the  deep  abdominal  and 
thoracic  gland  progresses,  and  the  patient 
becomes  anemic,  emaciated,  and  eventu- 
ally dies.  Intercurrent  infections,  such  as 
erysipelas,  appendicitis,  and  labor  or  influ- 
enzal pneumonia,  may  be  followed  by 
diminution  in  size  or  disappearance 
altogether  of  the  glands  which,  however, 
subsequently  reappear.  The  same  tempo- 
rary improvement,  especially  in  the  blood 
count,  may  occur  in  leukemia,  an  event 
which  is  of  interest  in  connection  with 
Symmer’s  contention  that  Hodgkin’s  lym- 
phogranuloma and  myeloid  leukemia  are 
probably  different  quantitative  responses 
to  the  same  type  of  provacative  agent. 
Further,  this  reaction  is  of  interest  in  con- 
nection with  W.  B.  Coley’s  treatment  of 
Hodgkin's  lymphogranuloma  by  the  mixed 
toxins  of  erysipelas  and  bacillus  prodigions 
and  radium. 


DIAGNOSIS. 

The  distinction  from  other  forms  of! 
glandular  enlargement,  tuberculosis,  leuke- 
mic, chronic  inflammatory,  and  sarcoma- 
tous, and  from  other  pyrexial  states  would, 
if  systematically  considered,  occupy  much 
space,  and  a few  points  only  will  be  touched 
on. 

From  the  difficulties  of  clinical  diagnosis 
a dogmatic  opinion  is  uncertain  and  often 
unwise  until  a gland  has  been  removed  and 
found  to  show  the  characteristic  histologi- 
cal changes.  Unfortunately  a gland  ex- 
cised from  a case  of  Hodgkin’s  lympho- 
granuloma does  not  always  show  the 
lesions ; its  enlargement  may  be  due  to  sim- 
ple non-specific  inflammation  or  to  compen- 
satory hyperplasia.  According  to  Prof. 
Turnbull  the  histological  changes  are  best 
seen  in  glands  which  are  very  hard  and 
from  contraction  not  necessarily  enlarged, 
and  not  very  infrequently  the  microscopical 
report  cannot  go  further  than  lympho- 
granuloma, possibly  Hodgkin’s,  but  histo- 
logical characters  are  not  definite.  The 
greatest  difficulty  is  the  clinical  differentia- 
tion of  Hodgkin’s  lymphogranuloma  from 
lymphosarcoma  and  the  closely  allied 
malignant  lymphocytoma,  composed  of 
small  lymphocytes,  and  from  endothelial 
sarcoma. 

Undetermined  forms  of  glandular  en- 
largement, such  as  those  spoken  of  as  in- 
fectious mononucleosis  and  glandular  fever, 
may  though  of  comparatively  short  dura- 
tion, give  rise  to  difficulty  in  diagnosis. 
Cases  of  aleukemic  leukemia  — namely 
leukemia  in  an  aleukemic  phase,  can  hardly 
be  differentiated  from  Hodgkin’s  disease 
except  by  histological  examination  of  an 
affected  gland. 

PROGRESS  AND  TREATMENT. 

The  duration  of  symptoms  varies;  acute 
cases  lasting  a few  weeks  are  rare,  and  the 
suspicion  may  arise  that  from  the  presence 
of  internal  glandular  disease  they  are  not 
so  acute  as  the  duration  of  obvious  signs, 
due  to  generalization  would  suggest.  When 
the  primary  site  is  in  the  thorax  or  abdo- 
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men  and  extension  later  occurs  to  superfi- 
cial glands,  the  course  may,  when  calcu- 
lated from  their  detection,  be  very  short; 
the  primary  enlargement,  especially  in  the 
chest,  may,  owing  to  the  adaptability  of 
the  viscera,  remain  latent  for  a long  time 
and  be  detected  by  skiagraphy  only. 

Prognosis  as  to  duration  of  life  depends 
on  treatment  by  arsenical  preparations  and 
irradiations,  for  there  is  not  any  evidence 
that,  as  in  tuberculosis,  a spontaneous  cure 
occurs.  The  effect  of  arsenical  preparations 
is  at  first  most  successful;  but  relapses 
occur,  and  eventually  the  drugs  fails  to 
control  the  disease.  The  same  appears  to  be 
true  with  regard  to  the  radiations  of  roent- 
gen-rays and  radium,  but  in  most  excep- 
tional instances  this  does  not  hold  good. 
Success  has  attended  the  treatment,  by 
Dr.  W.  B.  Coley,  of  Hodgkin’s  disease  by 
repeated  injections  of  the  mixed  toxins  of 
erysipelas  and  bacillus  prodigiosus  and  of 
massive  doses  of  radium. 

Surgical  opinion  has  long  been  adverse  to 
removal  of  lymphadenomatous  glands  on 
account  of  the  difficulty  of  complete  ex- 
tirpation and  of  the  frequency  of  similar 
intrathoracic  disease. 

Of  36  cases  of  Hodgkin’s  disease  at  the 
Montefiore  Hospital  during  the  years  from 
1914  to  1925,  ten  of  the  36  cases  showed 
definite  invasion  of  the  nervous  system. 
These  case  reports  are  so  interesting  that 
I think  it  wise  to  read  a history  of  one  of 
the  cases  word  for  word  as  presented  by 
Dr.  Solomon  Ginsburg. 

History — U.  S.,  a man  aged  47  years,  was  ad- 
mitted to  the  neurological  service  of  Montefiore 
Hospital,  August  16,  1923,  with  a diagnosis  of 
possible  cord  tumor.  In  May,  1921,  the  patient 
suddenly  developed  intense  itching  over  the  dorsal 
surface  of  his  left  forearm.  There  was  not  any 
visiable  eruption  over  the  site  of  irritation.  A few 
weeks  later,  a similar  condition  developed  over  the 
left  upper  outer  thigh  and  scrotum.  The  itching 
was  most  intense  at  night,  interfering  with  sleep. 
For  two  years  the  pruriginous  condition  continued 
unabated  and  was  relieved  only  occasionally  by 
local  medication.  In  the  meanwhile  other  symp- 
toms appeared.  In  May,  1922,  one  year  after  the 
onset  of  the  pruritis,  the  patient  developed  asthma, 


fatigability  and  dyspnea  on  slight  exertion.  These 
symptoms  grew  slowly,  but  progressively  worse 
until  May,  1923,  when  he  was  suddenly  seized  with 
severe  cramplike  non-radiating  pain  in  the  upper 
part  of  the  abdomen.  He  immediately  consulted  a 
physician,  who  diagnosed  his  condition  as  gastric 
ulcer.  A roentgenologic  study  of  the  entire  gastro- 
intestinal tract  failed,  however,  to  reveal  any 
lesion.  The  abdominal  pain  kept  recurring,  and 
two  or  three  weeks  after  onset,  it  began  to  radiate 
posteriorly  to  dorsal  spine.  The  colicky  character 
gradually  changed  to  a sharp,  cutting  and  stabbing 
pain  which  radiated  from  the  lower  dorsal  spine 
periphrally  to  the  abdomen  and  down  both  lower 
extremities  to  the  toes. 

In  June,  1923,  the  patient  was  admitted  to  a 
prominent  hospital  in  New  York  where  after 
several  weeks  of  observation  and  a most  exhaustive 
study,  including  roentgen-ray  examination  and 
serologic  tests,  a diagnosis  of  spondylitis  was 
made.  The  patient’s  condition  gradually  grew 
worse.  In  July,  1923,  he  began  to  develop  symp- 
toms of  paraplegia  and  became  bedridden.  On 
August  8,  1923,  he  was  admitted  to  the  neurologic 
service  of  Montefiore  Hospital. 

Examination:  The  patient  was  markedly  pale, 

but  well  nourished  in  the  trunk  and  upper  ex- 
tremities. His  chest,  lungs,  and  heart  were  nor- 
mal. On  abdominal  palpation,  he  revealed  an 
enlargement  of  the  spleen  to  1 inch  below  the 
costal  margin  and  a moderate  enlargement  of  the 
liver. 

Neurologically,  he  revealed  an  almost  complete 
motor-paralysis  and  loss  of  sensation  in  both  lower 
extremities  with  sphinteric  involvement.  There 
was  atrophy  of  the  muscles  of  the  thighs  and  legs. 
Hyperesthesia  and  hypalgesia  were  present  from 
below  up  to  the  sixth  and  seventh  dorsal  segements. 

Roentgen-ray  study  of  the  skull,  spine,  chest  and 
gastro-intestinal  tract  failed  to  elicit  any  gross 
lesions.  The  blood  and  spinal  Wassermann  tests 
were  negative.  The  spinal  fluid  showed  a slight 
increase  in  pressure,  but  did  not  present  other 
abnormalities.  A study  of  the  blood  chemistry  and 
a colloidal  gold  test  failed  to  reveal  any  abnor- 
mality. A count  showed,  erythrocytes,  3,800,000; 
hemoglobin,  75  per  cent;  white  blood  cells,  11,600, 
polymorphonuclears,  55  per  cent;  small  lympho- 
cytes, 15  per  cent;  large  lymphocytes,  28  per  cent; 
eosinophils,  % per  cent;  myelocytes,  1.5  per  cent. 

Treatment  and  Course:  After  4 weeks  of  obser- 

vation, study  and  consultation  with  heads  of 
several  departments,  the  consensus  of  opinion,  with 
one  exception,  was  in  favor  of  a spinal  cord 
neoplasm  and  operative  intervention. 

On  September  19,  1923,  a laminectomy  revealed 
an  extradural  tumor,  8 cm.  in  length,  lying  between 
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the  third  and  seventh  dorsal  vertebrae.  Its  upper 
and  lower  poles  were  defined  sharply.  Its  surface 
was  smooth  and  glistening.  The  laminae  overlying 
the  tumor  were  intact  with  the  exception  of  those 
of  the  sixth  dorsal,  which  were  eroded.  The  lateral 
limits  of  the  tumor  were  ill  defined,  the  neoplasm 
apparently  extending  circumferentially  all  around 
the  cord.  The  thickened  portion  of  the  tumor 
measured  about  2 cm.  The  dura  and  cord  were 
compressed,  but  not  invaded  by  the  neoplasm. 
However,  only  an  incomplete  removal  of  the  tumor 
was  possible  which  on  pathologic  examination  was 
reported  as  a sarco-endothelioma. 

The  patient  made  an  uneventful  recovery,  and 
a few  days  after  the  operation  was  able  to  move 
his  lower  extremities  actively  in  bed.  The  sphin- 
teric  involvement,  however,  continued  and  radio- 
therapy was  decided  on. 

On  January  20,  1924,  the  patient  received  his 
first  radium  application  in  the  form  of  a pack 
over  the  dorsal  spine  at  the  site  of  the  operation. 
This  was  repeated  about  once  a week,  in  fractional 
doses  until  August  23,  1924.  There  was  moderate 
improvement  in  the  paraplegia  symptoms  until 
July,  1924,  when  he  began  to  have  remittent  fever 
up  on  102  degrees  F.  He  also  developed  generalized 
enlargement  of  the  lymph  nodes  and  spleen. 

A biopsy  of  the  enlarged  inguinal  lymph  node 
showed  pathologic  changes  similar  to  those  of  the 
extra-dural  neoplasm.  Both  specimens  were  sub- 
mitted to  Dr.  James  Ewing,  whose  diagnosis  was 
Hodgkin’s  disease. 

Out  of  a study  of  four  cases  of  Hodgkin’s 
disease  that  were  admitted  to  the  clinic  in 
the  past  six  months  will  renort,  findi'-'s’s 
on  one  case.  All  the  cases  were  identical  in 
that  only  the  cervical  glands  were  involved 
and  it  would  be  a mere  repetition  of  this 
case  to  report  the  remaining  three  cases. 

Case  No.  1.  Mr.  J.  W.  H.,  a white  male,  age 
50  years,  was  admitted  to  the  Vaughan- Wright- 
Bendel  Clinic  on  October  1,  1929. 

Family  History:  Married;  no  children.  Father 

dead,  at  age  of  49  years,  tuberculosis.  Mother 
dead,  age  76  years,  senility.  Brothers  2;  one  living 
and  well,  other  dead,  pneumonia.  One  sister  living 
and  well.  Three  dead,  one  died  of  tuberculosis, 
cause  of  death  of  other  two  unknown.  Gastro- 
intestinal tract,  circulatory  system,  genito-urinary 
system  negative. 

Present  Illness:  Began  two  years  ago  with  pain 

in  right  side  of  neck  accompanied  by  the  appear- 
ance of  a small  lump  in  same  region  about  the  size 
of  a walnut,  which  appeared  and  disappeared  over 
a period  of  time  of  1 year.  The  mass  reappeared 


about  1 year  ago  and  has  remained  since,  grad- 
ually getting  larger  up  to  its  present  size,  that  of 
a large  orange.  For  the  past  six  months  he  has 
had  almost  continuous  pain  in  neck  radiating  up 
to  head.  The  pains  are  most  severe  at  night,  no 
pruritis  or  other  symptoms  noted. 

Physical  Examination:  Revealed  a white  male 

well  developed  and  well  nourished.  Head: 
Negative. 

Neck:  A large  tumor  mass  about  the  size  of 

an  orange  on  the  right  side  of  neck.  Palpation 
revealed  a somewhat  semi-solid  mass,  irregular  in 
contour  and  only  slightly  movable.  The  overlying 
skin  was  freely  movable.  The  mass  was  present 
in  anterior  and  posterior  cervical  triangle.  On  the 
left  side  in  the  posterior  cervical  triangle  there 
was  present  a hard  somewhat  fully  movable  mass 
about  the  size  of  a walnut.  In  the  right  supra- 
clavicular region  a hard  somewhat  freely  movable 
mass  was  found,  no  other  palpable  glands  were 
found  over  body.  Chest:  Negative.  Abdomen:  No 
palpable  organs  or  tumor  masses.  Extremities 
and  reflexes  normal. 

Roentgenogram  of  the  chest  showed  no  medias- 
tinal tumor  masses.  Lungs  were  negative.  Blood: 
Wassermann  negative.  Red  blood  cells,  4,300,000; 
hemoglobin,  80  per  cent;  total  leukocyte,  7,000; 
neutrophils,  75  per  cent;  small  mononuclears,  15 
per  cent;  eosinophils,  0. 

From  the  history  of  case  obtained  and  con- 
sistency of  glands  involved  a diagnosis  of  Hodg- 
kin’s disease  without  a biopsy  was  made. 

Treatment:  Radium  was  decided  on  in  the  treat- 

ment of  this  case.  Several  treatments  were  given 
over  a period  of  6 months-.  In  conjunction  with 
the  radium  Fowler’s  solution  was  given.  At  the 
present  time  the  mass  has  decreased  to  about  1/3 
its  original  size.  Pains  have  practically  disap- 
peared from  the  neck.  Patient  has  gained  some 
in  weight  and  says  he  feels  much  better.  Roent- 
genogram of  the  chest  on  March  4,  1930,  revealed 
no  tumor  masses. 

CONCLUSION. 

(1)  That  Hodgkin’s  disease  is  a gener- 
alized condition  that  may  have  its  origin  in 
any  tissue  of  the  body,  even  the  skin. 

(2)  It  is  almost  100  per  cent  a fatal 
disease. 

(3)  Radium,  roentgen-ray  and  arsenic 
are  our  best  measures  for  combating  this 
condition. 

(4)  Duration  as  to  life  is  indefinite. 
From  one  to  ten  years,  average  four  years. 
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(5)  Biopsy  is  our  only  way  of  making 
a diagnosis  and  at  times  this  is  unques- 
tionable. 

(6)  Hodgkin’s  disease  at  times  is  very 
hard  to  defferentiate  from  tuberculosis 
adenitis,  lymphosarcoma  and  leukemia  in 
its  aleukemic  stages. 

DISCUSSION. 

Dr.  J.  B.  Vaughan  (Monroe)  : I arise  to  dis- 

cuss this  paper  not  merely  to  elucidate  on  any- 
thing or  emphasize  the  fact  that  Dr.  Guerriero  has 
brought  out,  but  there  are  certain  facts  in  re- 
gard to  the  treatment  of  Hodgkins  Disease  that 
you  can’t  find  in  the  textbooks. 

The  dissertation  Dr.  Guerriero  has  given  you 
covers  quite  a lot  of  study  and  exploration  of  the 
literature  that  you  won’t  find,  and  I am  ashamed 
to  repeat  the  fact  that  some  gentleman  prior  to 
me  said,  in  the  textbooks.  The  mere  fact  that 
you  have  to  attend  meetings  like  this  and  hear 
papers  that  you  have  heard  before — under  such 
circumstances,  you  appreciate  the  paper  you  have 
had  an  opportunity  of  hearing,  or  you  get  it  in 
literature  which  is  going  to  be  passed  on  to  others. 

In  our  experience  the  four  cases  that  were 
treated  by  us  were  individuals,  all  of  whom  were 
wage  earners.  They  came  from  that  class  of 
peoole  just  above  the  charity  and  below  the  ne’er- 
do-wells.  The  mere  fact  that  after  treatment  of 
this  kind  you  are  able  to  place  these  people  where 
they  can  provide  the  bread  and  meat  for  their 
families  is  certainly  very  interesting,  not  that  you 
could  promise  them  a cure,  but  you  could  loan 
them  back  their  families  for  a period  of  time 
until  the  families  could  outgrow  the  emergency. 

It  is  only  in  the  last  few  years  that  people  have 
been  making  any  attempt  whatever  to  treat  Hodg- 
kin’s disease.  They  have  considered  it  like  they 
have  a good  many  of  the  other  diseases  which 
they  have  tried  to  treat,  such  as  cancer,  that  it  is 
an  incurable  disease  and  the  patient  will  go  home 
and  die. 

My  only  desire  is  not  to  expatiate  on  the  paper 
at  all,  but  to  bring  the  facts  before  the  Society, 
getting  this  in  the  literature  and  letting  it  be- 
come commonly  known  that  you  can  benefit  these 
patients,  prolong  their  lives,  increase  their  pro- 
duction and  give  them  back  to  their  families  for  a 
few  more  years. 

Dr.  I.  I.  Lemann  (New  Orleans)  : What 

Dr.  Guerriero  has  had  to  say  about  the  diagnosis 
of  Hodgkin’s  disease  is  eminently  correct  and  very 
striking.  I recall  at  least  two  instances  where  the 
clinical  picture  presented  considerable  difficulty. 


One  was  a case  that  I saw  about  twenty  years  ago 
where  the  diagnosis  of  splenic  anemia  had  been 
made  by  one  of  the  best  clinicians  in  New  Orleans. 
This  man  went  on  to  die  of  an  extreme  phagedena 
of  the  pharynx,  and  it  was  only  at  the  postmortem 
table  that  the  diagnosis  of  Hodgkin’s  disease  was 
established.  It  was  only  on  the  finding  of  the 
Dorothy  Reed  cells  in  the  spleen  and  lymph  nodes 
of  the  abdominal  cavity  that  the  diagnosis  was 
made. 

The  other  case  is  a recent  one,  one  still  under 
observation  where  a boy  began  to  have  fever  last 
year  after  coming  back  from  a visit  to  the  country. 
The  diagnosis  of  malaria  was  made  on  the  basis 
apparently  of  blood  examination.  Plasmodium  was 
said  to  have  been  found  in  the  blood.  The  boy 
continued  to  have  fever  throughout  the  year.  He 
took  quinin  in  the  most  ineffective  and  inefficient 
manner  only  when  he  had  fever.  He  was  brought 
to  the  hospital  with  a tremendously  large  spleen, 
with  only  a very  few  and  very  small  glands  of 
the  neck.  He  had,  however,  a loud  systolic  mur- 
mur which  was  heard  away  from  the  region  of  the 
heart  under  the  clavicle.  It  was  because  of  the 
location  of  this  mumur  that  we  were  led  to 
fluoroscope  him,  for  we  felt  this  mumur  was  not 
produced  within  the  heart  but  probably  by  a pres- 
sure upon  the  subclavian  vessels.  Fluorscopy  and 
skiagraphy  showed  a tremendous  mass  in  the 
mediastinum.  After  one  of  the  cervical  glands 
was  removed  and  examined  the  diagnosis  of  Hodg- 
kin’s disease  was  established. 

The  other  point  I wish  to  make  is  somewhat  in 
contradiction  to  Dr.  Guerriero’s  contention.  I 
have  yet  to  see  any  satisfactory  result  from  any 
form  of  medication  whether  arsenical,  radium, 
roentgen-ray,  Coley’s  toxin,  either  in  giving 
greater  comfort  or  in  prolonging  life.  I am  glad 
to  know  of  Dr.  Guerriero’s  experience  because  it 
encourages  me  to  go  back  and  try  some  more.  I 
wish  to  ask,  in  conclusion,  whether  Dr.  Guerriero 
has  ventured  to  use  radium  in  the  presence  of 
fever,  or  whether  he  has  waited  for  one  of  the 
spontaneous  remissions?  That  is  our  quandary 
just  now  with  the  present  case.  He  continues  to 
have  fever  and  we  have  been  waiting  for  a spon- 
taneous remission  to  use  radiation. 

Dr.  Randolph  Lyons  (New  Orleans)  : I only 

want  to  bring  out  one  or  two  points  that  have  been 
mentioned  by  the  writer  and  by  Dr.  Lemann.  One 
is  the  fact  that  no  infrequently  Hodgkin’s  disease 
begins  elsewhere  than  in  the  cervical  nodes. 

I remember  one  case  about  five  years  ago  in 
which  a man  came  into  the  hospital  with  an  en- 
larged spleen,  very  much  as  Dr.  Lemann  has  told 
us  about.  We  examined  that  man  very  carefully 
He  had  no  enlargement  of  any  peripheral  glands 
anywhere.  We  made  roentgenograms  of  his  chest 
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and  found  no  enlargement  of  the  mediastinal 
glands.  Due  to  the  fact  that  he  had  come  from 
the  tropics,  his  blood  was  repeatedly  examined  for 
plasmodia.  Even  an  aspiration  of  the  spleen  was 
made  thinking  he  had  a chronic  splenomegalia  of 
malarial  origin.  Nothing  was  found.  Liver  not 
palpable. 

Because  of  the  fact  that  the  spleen  was  so  large 
and  caused  considerable  discomfort,  we  decided  to 
have  him  operated  on.  Dr.  Maes  removed  the 
spleen  which  was  sent  to  the  pathologist,  on  which 
he  reported  diagnosis  of  Hodgkin’s  disease.  The 
patient  was  very  much  relieved  by  the  operation 
and  left  the  hospital.  We  didn’t  see  him  for  about 
six  months.  He  came  back  in  that  time  with  all 
his  glands  enlarged,  and  died  a few  months  later. 

The  next  point  I should  like  to  make  is  in  re- 
gard to  treatment.  I can’t  say  I am  quite  as 
optimistic  about  the  treatment  of  these  patients 
with  drugs,  deep  roentgen-ray  or  radium  as 
Dr.  Guerriero  is,  but  I am  not  quite  as  pessimistic 
as  Dr.  Lemann.  I have  seen  Hodgkin’s  disease 
cases  in  which  there  was  marked  enlargement  of 
the  mediastinal  glands,  where  they  were  enormous 
causing  compression  of  the  trachea  and  difficult 
breathing,  that  have  been  given  an  immense 
amount  of  relief  by  deep  roentgen-ray  treatments 
in  which  the  glands  disappeared  as  if  by  magic 
and  the  patient  was  relieved  for  several  months. 
Naturally,  we  didn’t  tell  the  patient  he  was  cured. 
After  a certain  length  of  time  the  glands  reap- 
peared and  the  same  symptoms  returned.  Finally, 
neither  deep  roentgen-ray  or  radium  relieved  the 
situation  and  the  patient  died. 

In  the  adenosarcomatous  type  I have  also  used 
Coley’s  toxins,  but  I regret  to  say  I couldn’t  see 
any  benefit.  That  type  of  case  went  down  pretty 
rapidly,  and  nothing  seemed  to  do  a great  deal  of 
good. 

Dr.  D.  O.  Willis  (Leesville) : I am  such  a 

happy  man  over  the  subject  of  Hodgkin’s  disease 
that  I can  never  miss  an  opportunity  to  say  just 
a few  words. 

Perhaps  most  of  you  here  are  familiar  with 
previous  statements  made  by  me  that  in  the  early 
days  of  1914  a positive  diagnosis  of  Hodgkin’s 
disease  was  made  in  my  own  son.  The  diagnosis 
was  first  suspected  by  myself,  and  I brought  him 
to  Shreveport  where  Dr.  J.  C.  Willis  removed  a 
gland  from  the  right  axilla,  and  Dr.  Ellis  gave 
me  an  opinion  that  it  was  Hodgkin’s  disease,  based 
on  the  pathological  picture,  of  this  gland,  and  the 
blood  findings. 

I went  to  New  Orleans.  Drs.  Wade,  Bass, 
John  B.  Elliott,  all  those  worthy  men,  went  over 
the  case  and  confirmed  the  diagnosis.  Dr.  Wade 
removed  a gland  from  the  right  inguinal  region, 


and  it  showed  the  same  picture  as  the  one  ex- 
amined by  Dr.  Ellis.  I might  says  that  the 
condition  was  generalized  apparently  in  all  of  the 
glandular  system.  Nobody  gave  me  any  hopes  at 
all.  Everyone  was  pessimistic  of  the  boy’s  out- 
come. 

I next  went  to  Chicago,  to  Drs.  Billings  and 
Rosenow.  They  were  using  Coley’s  serum  then. 
I stayed  with  them  a few  days  and  talked  it  over 
with  them,  and  Dr.  Billings  advised  me  to  go  up 
to  Milwaukee  to  Dr.  Yates.  I went  to  Dr.  Yates, 
and  he  was  associated  with  Bunting  at  Madison. 
Bunting  was  doing  the  pathological  and  bacteri- 
ological work  in  this  disease  for  Yates. 

I am  going  to  give  a brief  outline  of  the  treat- 
ment. The  treatment  was  aimed,  first,  at  removing 
the  possible  sources  of  the  origin,  such  as  the  ton- 
sils, and  a bad  tooth  that  we  didn’t  know  was  bad 
until  we  had  a roentgenogram  made.  It  was  only  dis- 
eased at  the  root.  Then  general  removal  of  all  the 
accessible  glandular  tissue  was  undertaken,  first  of 
the  inguinal  regions,  the  axillary  regions,  anterior 
and  posterior  cervical  regions,  and,  as  somebody 
said  this  morning,  they  took  out  about  everything 
he  could  spare.  They  were  then  using  an  immun- 
ized horse  serum  on  the  theory  that  it  was 
associated  with  this  diphtheroid  bacillus  that 
Dr.  Guerriero  spoke  of  mentioning  Dr.  Bunting  in 
connection  with  it.  They  gave  him  large  quanti- 
ties of  the  serum  and  they  gave  him  radiation. 

I don’t  know  what  it  was  that  did  it,  whether 
it  was  any  one  line  of  treatment,  or  all  of  them 
combined  together,  but  I am  happy  to  tell  you  that 
the  boy  today  is  as  sound  and  well  as  any  of  us, 
holding  a very  responsible  position,  doing  the  work 
of  a real  man,  married,  and  he  has  a fine  youngster 
seven  years  old  who  is  in  school  now.  He  is  about 
as  happy  as  anybody  I know.  As  I said,  I don’t 
know  what  did  it,  but  I am  going  to  tell  you  now 
that  there  is  more  than  that  one  case  to  my  per- 
sonal knowledge  that  is  well  under  that  line  of 
treatment. 

I saw  a Hodgkin’s  clinic  under  Dr.  Yates,  and 
there  were  present  such  men  as  the  two  Mayo 
brothers,  Crile,  Bloodgood  and  our  beloved  late 
John  B.  Murphy.  There  were  sixty-five  cases  in 
that  clinic  at  one  time.  That  was  in  1914.  There 
were  a number  of  those  cases  that  were  then  well. 
I not  only  saw  those  cases,  but  I went  over  the 
history  of  them  and  I was  as  convinced  that  they 
were  Hodgkin’s  as  I was  my  own  boy’s  case. 

Di\  H.  E.  Guerriero  (Monroe)  : In  regards  to 

Dr.  Lemann’s  question,  as  whether  to  use  radium 
in  febrile  condition  or  not,  I am  unable  to  answer. 
These  cases  were  turned  over  to  a radiologist  for 
the  proper  treatment  with  radium.  The  cases  I 
had  under  observation  at  no  time  ran  temperature. 
These  same  cases  weren’t  able  to  work  when  they 
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reported  to  me,  especially  one  of  them  where  the 
mass  in  his  neck  was  so  large  he  suffered  almost 
continuously  with  reflex  headaches.  iSince  the 
radiation,  I think  he  has  had  about  five  in  all 
over  a period  of  six  months,  the  size  of  the  glands 
has  decreased  almost  one-third,  and  his  headaches 
have  completely  left  him.-  His  general  weight  has 
picked  up,  and  his  anemic  condition  is  much  better. 
This  is  some  index  that  radium  does  help  in  these 
eases. 

As  to  whether  radium  and  roentgen-ray  cures 
Hodgkin’s  disease,  I am  unable  to  say.  I do  know 
there  are  cases  of  Hodgkin’s  disease  reported  in 
the  literature  as  having  been  cured.  I remember 
reading  in  the  Annals  of  Surgery  about  six  months 
ago  where  some  doctor  in  the  East  had  undertaken 
to  remove  all  the  cervical  glands  in  a case  of 
Hodgkin’s  disease.  Two  years  later  the  patient 
had  a metastasis  to  the  mediastinal  glands.  A 
report  ten  years  following  the  operation  shows  the 
patient  in  good  health  with  no  evidences  of  further 
glandular  evolvement.  The  diagnosis  in  this  case 
was  proved  with  the  microscope. 

I wish  to  thank  the  doctors  for  their  most 
generous  discussion  of  my  paper. 

RECTAL  ANESTHESIA  IN 
OBSTETRICS.* 

LIONEL  J.  BIENVENU,  M.  D., 
Opelousas,  La. 

In  the  general  practice  of  medicine  the 
obstetrician  is  faced  with  many  obstacles, 
principle  of  which,  is  the  elimination  of 
pain  before  and  at  the  time  of  delivery.  It 
seems  almost  unbelievable  that  the  profes- 
sion as  a whole  has  not  accepted  some  form 
of  anesthesia  in  obstetrics  which  should  be 
as  routine  as  the  administration  of  laxatives 
in  constipation. 

Whether  the  accoucheur  takes  for  granted 
that  labor  pains  are  a natural  sequence  of 
pregnancy  and  therefore  should  not  be  inter- 
fered with  or  whether  there  exists  some 
■ skepticism  on  his  part  I do  not  know.  I do 
know  that  in  many  instances,  sufficient  time 
and  trouble  is  not  taken  because  of  the 
inconvenience  to  the  operator.  Since  the 
earliest  days  of  medicine,  generally  speak- 
ing, the  profession  has  remained  at  a 
stationary  point  regarding  the  abolishing 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


of  pain  in  obstetrics  and  it  seems  very  negli- 
gent in  its  administration  of  relief.  As  it 
is,  the  physician  as  a rule  administers  a 
few  whiffs  of  chloroform  or  ether,  perhaps 
gas,  as  the  fetal  head  is  making  its  exit  over 
the  perinium,  which  is  usually  hours  after 
the  beginning  of  labor  and  the  unfortunate 
woman  has  suffered  agony  all  this  time.  It 
is  to  these  hours  of  torment  that  my  paper 
is  directed,  and  it  is  given  in  the  hope  that 
some  of  you  who  have  never  attempted  this 
form  of  anesthesia  will  give  it  an  earnest 
trial. 

The  giving  of  anesthetic  ether  through 
the  rectum  is  not  a new  thing,  nor  is  the 
use  of  magnesium  sulphate  intramuscularly, 
new.  The  utilizing  of  these  two  drugs 
together  with  a small  amount  of  morphine 
sulphate  so  as  to  obtain  an  enchanced  value 
from  each  of  them  is  a synergistic  action 
that  was  first  developed  in  1920  by  Dr.  Jos. 
F.  Gwathmey  of  New  York  City.  Since 
this  time  however,  rectal  anesthesia  has 
almost  fallen  into  the  discard  and  only  in 
the  past  two  years  has  there  been  an  in- 
creased activity  in  its  usage.  It  is  nothing 
short  of  a God-send  in  relieving  the  agonies 
of  child-bearing.  Easily  administered,  it 
can  be  given  in  the  most  remote  cabin  and 
requires  no  special  knowledge  on  the  part  of 
the  operator,  therefore,  it  can  be  utilized 
by  every  accoucheur  and  is  without  any 
untoward  effects  either  to  the  mother  or 
to  the  child.  The  necessary  ingredients  can 
be  carried  in  any  ordinary  hand-bag.  Today, 
the  manufacturing  chemists  have  prepared 
for  us  these  ingredients,  ready  for  use  with 
all  necessary  appliances  at  a very  low  cost. 

In  my  resume  of  some  one  hundred 
cases,  the  same  technic  was  used,  as  was  the 
same  formula,  i.  e.,  quinin  hydrobromide 
grs.  20,  alcohol  drams  2,  ether  ounces  2,  and 
olive  oil  to  make  four  ounces,  as  the  rectal 
instillation.  The  routine  administration 
was  as  follows : when  the  cervix  has  become 
dilated  to  the  extent  of  two  fingers,  a cleans- 
ing enema  is  given  followed  by  a hypoder- 
mic of  2 c.c.  of  a 50  per  cent  magnesium 
sulphate  with  Vs  gr.  of  morphine  sulphate. 
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One-half  hour  is  allowed  to  elapse  before 
the  instillation  of  the  quinin-ether  solution. 
The  anus  is  well  greased  with  vaseline  to 
prevent  irritation  of  the  skin  and  mucous 
membranes  from  the  possible  expulsion  of 
either.  A medium  sized  rectal  tube  is  in- 
serted making  sure  that  the  tube  passes  well 
beyond  the  fetal  head.  Then,  inject  one 
ounce  of  plain  olive  oil  to  diminish  the  burn- 
ing effect  of  the  ether  in  the  rectum.  Before 
the  oil  has  disappeared  from  the  funnel  or 
syringe,  add  the  quinin-ether  solution,  then 
add  two  more  ounces  of  plain  olive  oil.  I 
mention  funnel,  if  the  gravity  method  is 
used  and  syringe,  if  pressure  is  used.  Both 
methods  are  good.  Personally,  I prefer  the 
gravity  method  and  slow  instillation,  usu- 
ally taking  from  fifteen  to  twenty  minutes. 
The  patient  will  complain  of  a slight  burn- 
ing in  the  rectum  and  may  feel  like  expell- 
ing the  instilled  fluid.  This  uncomfortable 
sensation  can  be  overcome  by  deep  mouth 
breathing  and  by  applying  firm  pressure 
over  the  perinium  for  a few  minutes.  One- 
half  to  one  hour  after  the  rectal  medication 
is  comp’eted,  an  additional  injection  of  2 c.c. 
50  per  cent  magnesium  sulphate  is  given  by 
hypodermic  without  the  morphine.  Now 
exclude  all  unnecessary  noises  and  light 
from  the  room.  No  examination  is 
attempted  for  at  least  an  hour.  In  multi- 
para, however,  close  observation  is  indicated 
as  very  often  the  operator  will  be  startled 
from  a comfortable  chair  by  the  cry  of  the 
new-born.  Should  labor  be  prolonged  more 
than  four  hours,  the  entire  treatment  may 
be  repeated  with  absolute  safety.  The 
synergistic  effect  of  the  drugs  will  be 
observed  in  about  twenty  minutes  after  the 
rectal  instillation.  The  patient  becomes 
very  quiet  and  often  times  sleeps  with  the 
continual  manifestation  of  the  contractions 
in  the  form  of  occasional  “grunts”  or  some 
movement  of  the  body  or  extremities.  The 
patient  can  at  any  time  during  the  proced- 
ure be  aroused. 

There  has  been  very  much  controversy 
concerning  the  ether  dosage.  One  school 
advocating  the  dosage  as  depending  on  the 
age  and  weight  of  the  patient.  Another 


school  suggests  giving  one  ounce  of  ether  to 
each  25  pounds  of  body  weight.  More  than 
six  ounces  of  a 75  per  cent  ether-oil  solution 
should  not  be  given,  regardless  of  the 
weight  and  age. 

A report  from  the  Mayo  Clinic  dispenses 
with  the  use  of  magnesium  sulphate  because 
of  the  occasional  production  of  abscess  or 
slough  at  the  site  of  injection  if  given  sub- 
cutaneously. I have  somewhat  of  a reluct- 
ance in  comparing  my  results  with  those  of 
the  Clinic,  but  frankly,  I have  used,  I am 
sure,  as  much  magnesium  sulphate  as  any 
one  else  and  I know  that  many  injections 
were  given  subcutaneously  and  I have  yet  to 
observe  the  formation  of  abscess  or  slough 
from  these  injections.  I feel  it  is  safe  to 
say  that  if  the  well  known  rules  of  asepsis 
are  observed,  these  occurrences  will  not  take 
place.  I might  also  add  that  it  is  absolutely 
essential  that  a chemically  pure  magnesium 
sulphate  be  used.  The  ordinary  quality  will 
not  do.  A series  of  over  one  thousand  cases 
in  which  magnesium  sulphate  was  injected 
without  abscess  or  slough  has  been  reported. 

The  magnesium  sulphate  brings  relaxa- 
tion of  musculature.  The  brain  is  more 
completely  protected  against  reflex  stimulae 
than  any  other  method  of  inhalation  anes- 
thesia as  shown  by  the  fact  that  the  patient 
may  at  times  change  position  or  converse 
with  the  physician  as  in  spinal  anesthesia. 

Colonic  anesthesia  is  automatically  main- 
tained by  the  ether  separating  from  the  oil 
according  to  certain  inflexible  physical  laws. 
It  is  not  possible  to  have  anesthesia  at  one 
time  and  light  anesthesia  at  another  unless 
deepened  by  rebreathing  or  lightened  by 
an  air-way  tube.  It  has  been  demonstrated 
that  practically  any  oil  forms  a union  with 
ether,  molecule  to  molecule.  This  union  for 
practical  purposes  is  not  dissolved  except 
through  the  process  of  evaporation.  Be- 
cause of  these  physical  factors,  the  ether 
dosage  can  be  accurately  determined  and 
the  required  dose  can  be  administered  with 
no  risk  of  deepening  the  stage  of  anesthesia 
to  the  danger  point.  The  evaporation  of 
the  ether  from  the  oil  assumes  an  even 
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steady  rate  of  anesthesia,  or  analgesia, 
which  is  all  that  is  required  for  use  in  prac- 
tice. There  is  no  irritation  of  the  lungs. 
The  very  obvious  lack  of  irritation  to  the 
respiratory  passages  from  ether  via  the 
colon  is  explained  by  the  fact  that  ether 
reaches  the  lungs  from  within  after  it  has 
become  warmed  and  moistened.  That  no 
irritation  of  the  stomach  and  kidneys  occurs 
is  further  explained  by  the  gradual  liber- 
ation of  the  ether  from  the  oil  in  the  colon. 
The  higher  brain  centers  are  the  last  and 
the  least  to  be  affected. 

The  first  evidence  of  the  analgesia  is 
shown  by  a sense  of  body  paralysis  which 
begins  in  the  extremities  and  then  becomes 
general.  Mucus  and  saliva  are  usua’ly 
absent  as  well  as  nausea  and  vomiting.  The 
customary  good  color  of  the  patient  indi- 
cates that  no  toxic  condition  is  brought 
about. 

It  has  been  shown  that  magnesium  sul- 
phate has  positive  anesthetic  properties. 
It  has  been  revealed  that  anesthesia  could 
be  produced  by  the  subcutaneous  injection 
of  a 25  per  cent  solution.  It  has  been 
demonstrated  that  a small  amount  of  ether 
which  alone  would  be  insufficient  to  produce 
anesthesia,  would,  if  given  in  connection 
with  a small  amount  of  magnesium  sulphate, 
maintain  a profound  anesthetic  state  for 
several  hours.  When  given  intramuscu- 
larly, magnesium  sulphate  impels  complete 
muscular  relaxation  but  never  produces  ex- 
citement. The  only  untoward  action  ever 
found  was  an  inhibitory  effect  of  excessive 
doses  on  the  respiratory  center.  The  every 
day  practical  use  of  magnesium  sulphate 
does  not  meet  with  any  such  difficulty.  But, 
if  the  physician  wishes  to  guard  against 
possible  deleterious  effects,  he  can  provide 
himself  with  an  ampule  of  calcium  chloride. 
This,  when  injected  promptly,  neutralizes 
the  action  of  magnesium  sulphate.  I have 
yet  to  see  the  case  which  required  this 
injection. 

The  action  of  the  third  synergist,  mor- 
phine, which  is  used  only  in  the  first 
ampu’e  of  magnesium  sulphate,  acts  in  a 


way  peculiar  to  itself.  When  given  with 
magnesium  sulphate,  it  appears  to  lock  the 
morphine  in  an  embrace  with  the  body 
tissues,  increasing  its  analgesic  properties 
and  causing  a slower  release  of  it  from  the 
system. 

In  my  analysis  of  cases,  the  drugs  seem 
to  have  an  exciting  effect  on  the  nervous 
system  of  about  4 per  cent  (the  same  effect 
as  is  noted  in  liquor  intoxication) . At  times 
the  patient  will  become  unruly  and  have  to 
be  watched  and  even  held  in  bed.  The  effect 
does  not  last  long  and  was  thought  by  some 
to  be  due  to  the  alcoholic  content  of  the 
rectal  instillation  and  for  this  reason  the 
alcoholic  content  in  some  formulae  has  been 
diminished.  Some  patients  will  cry,  curse 
or  laugh.  I feel  these  symptoms  are  due  to 
the  ether  as  the  symptoms  are  identical  to 
those  of  the  third  stage  of  a general  ether 
anesthesia.  Alcohol  is  merely  used  in  the 
formula  to  dissolve  the  quinin.  This  exci- 
tation is  the  only  unpleasant  encounter, 
which,  when  it  does  appear,  becomes  very 
annoying  in  that  it  excites  the  attending 
members  of  the  family  as  much  as  the 
patient.  These  occurrences  in  the  hospital 
receive  no  special  attention  as  the  pulse 
always  remains  normal,  perhaps,  at  times, 
a very  slight  increase  will  be  noted  due  to 
the  excitement.  The  following  day,  on  ques- 
tioning such  a case,  the  answer  is  invariably, 
“I  do  not  remember  doing  or  saying  those 
things.”  A simi’ar  answer  will  be  given  if 
asked  asbout  the  pain,  which  assures  us  that 
the  ultimate  end  of  this  procedure  is  suc- 
cessful; i.  e.,  pain  relieving.  In  a case  I 
recall  of  a primipara,  after  the  child  was 
born  I noticed  a lateral  tear.  On  repairing 
this,  the  patient  moved  considerably  and  a 
little  ether  was  given  to  complete  the  work. 
The  patient  stated  afterwards  that  her 
worst  pain  was  immediately  before  the 
rectal  instil'ation  was  administered. 

In  2 per  cent  of  cases  I have  noticed  no 
apparent  effect  whatever,  but  in  94  per  cent 
there  is  almost  if  not  complete,  relief.  No 
infant  mortality  could  be  attributed  to  the 
rectal  anesthesia  or  to  the  drugs.  Post- 
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Partal  hemorrhage  is  not  increased  nor  is 
labor  delayed.  The  pain  is  positively  re- 
lieved but  the  contractions  continue  and  I 
do  not  believe  that  there  are  any  contra- 
indications to  this  form  of  anesthesia  ex- 
cepting a colitis,  ulcer  or  malignancy  of  the 
rectum. 

I do  not  feel  that  any  other  form  of 
anesthesia  can  be  compared  with  the  rectal 
type  in  obstetrics.  Chloroform  and  ether 
have  been  and  are  used  by  nearly  all  the 
physicians  of  the  interior.  These  anesthe- 
tics, when  improperly  administered,  only 
removes  the  sharpness  of  the  pain,  and 
when  improperly  given,  positively  retards 
the  processes  of  labor.  The  same  can  be 
said  of  nitrous  oxide.  This  form  of  anes- 
thesia besides  is  much  more  expensive, 
requiring  a suitable  machine  for  its 
administration  which  is  not  usually  carried 
in  the  automobile  of  a physician.  Recently, 
spinal  anesthesia  has  become  the  vogue  in 
obstetrics  in  some  of  the  larger  hospitals, 
but  it  can  be  readily  understood  that  this 
form  of  anesthesia  in  obstetrics  is  not 
practical  for  many  reasons.  Within  the 
past  year  sodium  amytal  intravenously  has 
made  brave  efforts  to  the  fore  but  on 
account  of  the  great  number  of  asphixated 
babies,  its  use  cannot  at  present  be 
recommended. 

Unfortunately,  sufficient  convincing  data 
in  rectal  anesthesia  has  not  been  obtained 
because  of  the  negligence  in  publishing 
hospital  statistics.  From  time  to  time  ar- 
ticles are  published  on  this  subject  repre- 
senting the  observations  of  a few  physicians 
and  I have  yet  to  read  the  article  which  does 
not  speak  favorably  of  rectal  anesthesia. 
There  have  been  very  few  constructive 
articles  written  in  the  last  two  years.  Such 
articles  as  have  appeared  have  been  on  the 
controversy  as  to  whether  morphine  and 


magnesium  sulphate  are  truly  synergetic. 
The  subject  is  wholly  academic  and  has 
little  practical  interest.  The  question  that 
has  been  definitely  answered  in  the  affirm- 
ative is  that  the  method  offers  a means  of 
relief  from  most  of  the  pain  incident  to 
child-birth. 

My  earnest  appeal  is  sounded  to  you, 
gentlemen,  especially  to  those  of  you  prac- 
ticing in  the  interior,  where  hospitalization 
is  out  of  the  question,  to  give  rectal 
anesthesia  a fair  trial,  observe  closely  your 
results,  let  them  be  known  in  order  that  the 
other  fellow  may  increase  his  own  erudition, 
but,  above  all,  contribute  to  the  relief  of 
suffering  motherhood. 

DISCUSSION. 

Dr.  T.  B.  Sellers  (New  Orleans)  : This  is  a very 

practical  paper  and  presents  to  us  a method  of 
analgesia  and  anesthesia  that  can  be  used  any- 
where, and  that  is  of  great  value  to  the  general 
practitioner  in  rural  sections. 

In  my  private  practice,  I have  used  nitrous 
oxide  and  oxygen  for  the  last  nine  years  employ- 
ing a portable  McKesson  machine.  This  has  been 
most  satisfactory  in  my  work,  but  it  is  rather 
cumbersome  and  would  be  difficult  to  carry 
around  in  the  country.  I do  not  agree  with  Dr. 
Bienvenu  that  nitrous  oxide  and  oxygen  retards 
labor  because  it  has  been  proved  conclusively  that 
if  properly  administered  it  hastens  labor.  At 
times,  it  is  even  necessary  that  I instruct  my 
nurse  not  to  have  the  patient  utilize  her  pains 
on  account  of  the  danger  of  intracranial  hemor- 
rhage from  too  rapid  expulsion. 

During  the  last  two  or  three  years,  I have 
used  rectal  analgesia  and  anesthesia  instead  of 
nitrous  oxide  in  about  eighty  cases  on  account 
of  the  fact  that  it  is  preferable  for  ignorant  or 
excitable  types  of  patients  whose  co-operation  is 
difficult  to  get,  and  because  it  is  sometimes  im- 
practical to  have  my  nurse  present. 

Dr.  Bienvenu  has  outlined  the  detailed  technic 
for  administering  rectal  anesthesia.  This  is  a most 
important  point.  To  get  the  confidence  of  the 
patient,  explain  the  purpose  of  the  measures  to 
her  before  stai-ting.  It  is  necessary  to  get  the 
rectal  tube  well  above  the  baby’s  head  if  one 
hopes  for  success  with  the  anesthetic  agent,  and 
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it  is  absolutely  essential  to  follow  out  the  details 
of  the  technic  as  outlined  by  Dr.  Bienvenu.  It  is 
also  necessary  to  have  a nurse  or  a member  of 
the  family  to  sit  by  the  bedside  and  watch  the 
patient  because  of  the  danger  of  rolling  out  of 
bed  and  of  the  tendency  of  the  tongue  to  drop 
back  and  obstruct  breathing. 

There  is  one  objection  to  rectal  anesthesia: 
the  effect  does  sometimes  wear  off  before  the 
baby  is  born.  When  this  happens,  I supplement 
ether  by  inhalation.  Dr.  Bienvenu  mentions  re- 
peating the  rectal;  this  I have  never  done,  but 
see  no  reason  why  it  should  not  be  done  success- 
fully. 

Instead  of  a morphine  hypodermic  as  a pre- 
liminary, I use  heroin  1/10  gr.  This  drug  has 
unfortunately  been  put  off  the  market  and  it  is, 
therefore,  a little  difficult  to  get.  It  is  ideal  in 
its  analgesic  effects,  and  it  has  the  advantage 
over  morphine  that  it  has  no  bad  effect  on  the 
respiratory  system  of  the  baby. 

Dr.  J.  A.  Danna  (New  Orleans)  : I have  never 

used  rectal  ether  in  obstetric  work  but  whenever 
you  have  to  do  work  about  the  face  and  are 
afraid  of  ethylene  explosion,  ether  by  rectum  is 
very  useful  and  successful.  If  you  have  to,  in 
order  to  get  your  patient  thoroughly  under,  you 
can  give  enough  additional  ether  to  get  them 
under.  It  is  a very  satisfactory  anesthesia.  Now 
as  he  mentioned  the  possibility  of  sloughing  in 
magnesium  sulphate,  I have  been  using  it  for 
about  six  years  for  all  sorts  of  things  and  con- 
ditions and  have  given  hundreds  of  subcutaneous 
and  intramuscular  injections  and  I have  never 
had  a slough;  but  I take  the  precaution  to  dilute 
the  50  per  cent  solution  by  three  or  four  times 
as  much  sterile  water.  I get  about  a 15  per  cent 
or  20  per  cent  solution,  in  other  words.  If  you 
will  do  that  you  will  never  get  a slough. 

Dr.  D.  O.  Willis  (Leesville)  : I came  in  late. 

I was  not  tardy  but  was  listening  at  the  papers 
in  the  medical  section  and  hurried  over  here  to 
try  to  catch  this  paper. 

I W'anted  to  hear  this  paper  and  if  it  is  not  out 
of  order,  I would  like  to  ask  the  doctor  to  repeat 
briefly  if  possible  his  technic  in  the  use  of  rectal 
anesthesia. 


Dr.  Bienvenu  (closing)  : I appreciate  the  dis- 

cussion as  rendered  by  Dr.  Sellers  and  I want  to 
make  my  point  clear.  I have  nothing  against 
nitrous  oxide  if  given  properly  but  I am  speaking 
more  of  the  physician  who  has  to  deal  with  coun- 
try practice.  It  is  almost  impossible  for  them 
to  have  gas  machines,  especially  to  cai’ry  with 
them  at  all  times.  As  it  is,  we  cannot  know  when 
we  are  called  out  on  a case,  whether  it  is  labor 
or  tooth-ache  or  anything  else  in  the  realm  of 
medicine.  I was  also  glad  to  hear  Dr.  Danna’s 
remarks  as  a great  deal  could  be  said  about  rec- 
tal anesthesia  as  an  adjunct  to  local  anesthesia 
but  my  paper  was  on  obstetrics  and  it  is  a little 
out  of  place  to  say  too  much  on  the  subject  of 
rectal  anesthesia  in  surgery. 

Dr.  Danna’s  remarks  concerning  the  operations 
on  the  face  and  other  parts  of  the  body  is  car- 
ried out  all  through  the  world  especially  in  the 
British  possessions  with  very  good  results. 

The  technic  that  the  doctor  asked  for,  is  first, 
after  the  cervix  is  dilated  about  two  inches,  the 
cleasing  enema  is  given.  Then  a hypodermic  in- 
jection of  2 c.c.  of  a 50  per  cent  magnesium  sul- 
phate is  given.  One  half  to  one  hour  later  the 
rectal  instillation  is  given  which  consists  of  qui- 
nin  hydrobromine  grs.  20,  alcohol  drams  2,  ether 
ounces  2 and  olive  oil  to  make  four  ounces.  There 
are  some  little  details  there  w'hich  have  to  be 
followed  very  closely  otherwise  you  will  have 
some  uncomfortable  results.  You  have  to  grease 
the  anus  with  vaseline  because  the  ether  some- 
times wall  seep  out  of  the  rectum  and  wherever 
is  passes  over  the  mucous  membrane  of  the  skin, 
you  will  have  a little  burning.  The  time  in  which 
we  give  the  instillation  takes  about  20  minutes. 
Some  physicians  like  the  fast  method  of  inserting 
the  solution  by  pressure,  others  like  the  slow- 
gravity  instillation  which,  I think,  is  much  bet- 
ter. A half  hour  after  your  rectal  instillation 
is  given,  you  can  repeat  the  2 c.c.  of  magnesium 
sulphate  without  the  morphin.  Now  there  are 
some  physicians  who  may  object  to  this  because 
it  may  have  some  effect  on  the  child.  The  dose  of 
one-eighth  of  a grain  of  morphin  is  a small  one 
and  I have  never  perceived  any  bad  results  from 
asphixated  babies  which  you  could  blame  the 
morphin  for. 
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OTITIS  MEDIA.* 

J.  A.  WILKINSON,  M.  D., 

Homer,  La. 

Otitis  media  is  one  of  the  commonest 
diseases  which  the  oto-laryngologist  is 
called  upon  to  treat,  and  also  one  of  the 
most  important,  due  to  the  seriousness  of 
its  complications  and  sequelae.  If  seen  and 
recognized  early,  and  properly  treated,  the 
complications  and  sequelae  will  be  few,  and 
it  is  for  the  sole  purpose  of  stressing  these 
two  points  that  this  paper  is  presented. 

Otitis  media  may  be  either  acute  or 
chronic,  catharrhal  or  purulent.  Only  the 
acute  forms  will  receive  our  attention  at 
this  time. 

ETIOLOGY. 

Any  abnormality  of  the  nose  or  naso- 
pharynx may  act  as  a predisposing  cause 
of  middle  ear  disease.  Perhaps  the  most 
common  of  these  is  pharyngeal  adenoids. 
Deflected  septum,  hypertrophied  turbinates 
and  new  growths  are  not  uncommon 
causes.  Pus  in  the  nose  from  suppurative 
sinusitis  may  be  forced  into  the  middle  ear 
by  violent  blowing  of  the  nose,  or  may  gain 
entrance  to  the  eustachian  tube  while  the 
patient  is  asleep,  the  pharangeal  orifice  be- 
coming filled  as  the  pus  drains  back  to  the 
naso-pharynx. 

Of  the  exciting  causes,  the  common  cold 
is  undoubtedly  the  most  frequent.  Otitis 
media  is  also  commonly  found  in  the  course 
of  the  exanthemata,  such  as  measles,  scar- 
let fever  and  diphtheria.  If  during  the 
course  of  any  of  these  diseases,  there  should 
be  a sudden  exacerbation  of  temperature, 
the  ears  should  be  at  once  suspected.  In 
late  year,  influenza  has  been  a frequent 
causative  factor.  Other  common  causes  are, 
improper  blowing  of  the  nose,  the  nasal 
douche,  improperly  performed,  diving  and 
swimming  under  water  and  traumatic  in- 
juries to  the  drum  membrane. 


*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 


The  micro-organisms  usually  found  are, 
in  the  order  of  their  severity,  streptococcus 
hemolyticus,  streptococcus  mucosus  and  the 
pneumococcus. 

SYMPTOMS. 

In  children  in  many  instances,  otitis 
occurs  during  the  course  of  an  illness,  as 
for  example,  scarlet  fever  or  measles,  and 
unless  the  physician  makes  a daily  otosco- 
pic  examination,  the  ear  condition  may  be 
overlooked  until  the  drum  ruptures  and 
pus  is  seen  in  the  auditory  meatus.  If  the 
temperature  remains  constant,  or  there  is 
a sudden  elevation  after  the  acute  symp- 
toms of  the  primary  disease  have  subsided, 
otitis  should  be  suspected.  As  a rule,  otitis 
media,  in  infants  and  young  children,  is 
ushered  in  with  high  temperature,  but  this 
is  not  always  true.  There  may  be  pus  in 
the  middle  ear  with  normal,  or  but  slightly 
elevated  temperature.  Usually  pain  is  the 
earliest  and  most  prominent  symptom,  but 
it  is  not  always  present.  I have  seen 
recently  a child,  five  years  of  age,  with  a 
temperature  of  105°,  who  had  a bilateral 
suppurative  otitis  media,  and  no  pain.  This 
temperature  had  persisted  for  several  days. 
Free  incision  of  the  tympanic  membranes 
released  pus  from  both  middle  ears  and 
the  temperature  subsided.  When  a child 
is  observed  to  have  disturbed  or  restless 
sleep,  with  sudden  outcrys,  tossing  of  the 
head,  grabbing  of  the  ears,  with  fever, 
otitis  should  be  thought  of. 

In  adults  in  the  early  stage,  a sensation 
of  fullness  or  blocking  of  the  ear  may  be 
complained  of,  due  to  swelling  and  occlu- 
sion of  the  eustachian  tube.  Pain  is  usu- 
ally sudden  and  intense.  The  temperature 
is  never  high  and  may  be  normal. 

The  appearance  of  the  drum  head  varies 
with  the  stage  of  the  disease.  If  seen  early, 
it  may  be  normal  in  color  and  transparency, 
but  a red  line  may  be  seen  along  the  course 
of  the  manubrium,  followed  in  a few  hours 
by  a general  reddening  of  the  drum.  If 
fluid  or  pus  is  present  in  the  middle  ear, 
under  pressure,  there  will  be  bulging,  char- 
acterized by  obscuration  of  all  land-marks, 
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the  processus  brevis  will  be  less  prominent 
and  there  will  be  a depression  correspond- 
ing to  the  ambo.  There  may  be  sagging 
of  the  posterior-superior  canal  wall,  a sign 
often  considered  indicative  of  mastoid  in- 
volvement. The  membrane  itself  will  be 
thickened.  Unless  the  surgeon  intervenes, 
the  pressure  and  bulging  will  most  likely 
increase,  the  pain  will  become  more  intense, 
until  nature  finally  gives  relief  through 
rupture  of  the  tympanic  membrane. 

Fortunately,  most  cases  of  otitis  recover 
without  any  serious  complications,  but  this 
does  not  license  us  to  treat  this  common 
disease  lightly.  Far  too  often,  even  with 
the  most  skillful  treatment,  serious,  and 
even  fatal  complications  develop,  among 
which  are — acute  suppurative  mastoids, 
infective  sinus  thrombosis,  epidural  abscess, 
cerebral  abscess,  cerebellar  abscess,  menin- 
gismus,  acute  meningitis,  acute  labyrinthi- 
tis, chronic  suppurative  otitis  media,  loss 
of  hearing,  acute  nephritis,  heart  disease, 
etc. 

TREATMENT. 

General — 1.  Rest  in  bed  should  be  the 
rule  during  the  early  stage  of  every  acute 
otitis.  The  room  should  be  well  ventilated 
and  of  an  even  temperature,  65  to  70  de- 
grees F. 

2.  Liquid  or  soft  diet. 

3.  The  intestinal  tract  should  be  thor- 
oughly emptied. 

In  a few  cases,  when  seen  early,  abortive 
treatment  may  be  tried.  The  general 
measures  just  outlined  should  be  insti- 
tuted, phenol,  5 to  10  per  cent  in  glycerin, 
warmed  and  dropped  in  the  ear  canal,  and 
some  internal  medication  for  pain  may  be 
given  when  indicated.  A hot  water  bag  or 
electric  pad  is  comforting  as  an  external 
application.  If  there  is  much  mastoid 
tenderness,  the  ice  bag  is  the  better  appli- 
cation during  the  first  24  hours.  The  nasal 
mucous  membrane  should  be  shrunk  with  an 
astringent  spray,  such  as  adrenalin  or 
ephedrine.  Argyrol  or  neosilvol,  10  to  15 


per  cent  solution,  dropped  into  the  nose  is 
beneficial. 

If,  after  six  or  eight  hours,  the  pain  is 
no  better  and  the  temperature  continues 
high,  the  tympanic  membrane  must  be 
incised.  An  ear  drum  should  never  be 
allowed  to  rupture  spontaneously,  if  pos- 
sible of  prevention,  as  Nature’s  process  of 
effecting  drainage  entails  destruction  of 
tissue  that  cannot  be  repaired,  hence  the 
permanent  perforations  that  are  so  fre- 
quently observed  in  neglected  cases. 

Whenever  the  drum  is  bulging  tympan- 
otomy should  not  be  delayed.  Delay  means 
unnecessary  pain  and  fever,  and  oftentimes 
an  acute  mastoditis,  leading  perhaps  to  a 
fatal  complication.  A free  incision  should 
be  made  in  the  lower,  posterior  quadrant 
of  the  drum  membrane.  This  is  an  ex- 
ceedingly painful  procedure  and  is  best 
done  under  general  anesthesia,  preferably 
nitrous  oxide.  As  a local  anesthetic,  a mix- 
ture of  equal  parts  of  menthol,  phenol  and 
cocain  is  frequently  used,  but,  in  the 
writer’s  opinion,  is  very  unsatisfactory. 
If  left  in  place  long  enough  to  produce 
anesthesia,  there  is  danger  of  sloughing. 
In  infants  and  very  young  children,  the 
operation  may  be  done  very  satisfactorily 
without  an  anesthetic. 

Following  the  incision,  there  is  always  a 
small  blood  clot,  which,  unless  removed,  is 
likely  to  close  the  opening.  It  has  been  my 
practice  to  make  a small  wick  of  absorbent 
cotton  and  place  the  end  of  it  against  the 
drum  immediately  following  the  incision, 
instructing  the  nurse  to  remove  it  within 
20  or  30  minutes,  when  the  blood  clot  will 
come  away  with  the  cotton. 

There  has  been  considerable  contro- 
versy as  to  the  best  method  of  keeping 
the  ear  canal  clean  following  tympanotomy, 
the  major  portion  of  the  criticism  being 
directed  at  irrigation.  The  objections  are 
that  irrigation,  oftentimes,  does  not  cleanse, 
that  water  macerates  the  skin  of  the  canal, 
conducing  to  furunculosis,  cellulitis,  etc., 
and  that  irrigation  may  force  infection  into 
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the  mastoid  cells.  These  are  all  good  objec- 
tions, still  irrigation  is  probably  practiced 
more  than  any  other  method,  due  to  the 
fact  that  the  average  nurse  or  mother 
cannot  be  trusted  to  clean  the  ear  by  swab- 
bing. Some  advocate  draining  by  capillary 
attraction,  which  is  done  by  placing  a wick 
of  sterile  gauze  against  the  drum,  and 
covering  the  external  ear  with  a large 
absorbent  dressing,  this  to  be  changed  as 
often  as  it  becomes  saturated.  My  practice 
has  been  somewhat  of  a compromise  be- 
tween irrigation  and  swabbing.  The  mother 
is  instructed  to  irrigate  the  ear  often  enough 
to  keep  it  clean,  two,  four  or  six  hours 
apart,  as  may  be  necessary,  then  dry  the 
ear  as  best  she  can,  with  a cotton  swab, 
after  each  irrigation.  Even  though  the 
swabbing  is  incomplete,  I feel  that  it  is 
better  than  leaving  the  ear  full  of  water. 
When  possible  to  do  so,  the  patient  is 
brought  to  the  office  daily,  for  a thorough 
swabbing  of  the  ear  and  inspection  of  the 
drum  membrane. 

The  use  of  drops  of  various  kinds  in  a 
discharging  ear  is  only  mentioned  to  be 
condemned.  The  various  oils  act  only  as 
an  obstruction  to  drainage,  and  the  dyes, 
such  as  mercurochrome,  distort  the  field  so 
that  future  examination  is  very  difficult.  It 
is  doubtful  if  such  medicaments  ever  reach 
the  middle  ear. 

After  all,  the  treatment  of  acute  otitis 
media  is  the  application  of  an  old  surgical 
principle,  “Where  there  is  pus,  evacuate  and 
drain.” 

Our  treatment  of  otitis  should  not  end 
here.  Each  case  should  be  followed  up 
until  normal  function  has  been  restored  as 
nearly  as  possible.  Adenoids  and  tonsils 
should  be  removed,  any  existing  sinus  dis- 
ease should  be  cleared  up,  nasal  obstruction 
of  whatever  cause  should  be  corrected,  and 
the  general  health,  if  below  par,  should 
receive  attention. 

SUMMARY. 

1.  Where  there  is  a rise  of  temperature 
in  a child,  not  clearly  attributable  to  some 


other  condition,  otitis  media  should  be 
suspected. 

2.  Where  there  is  a secondary  rise  of 
temperature  during  the  course  of  some 
other  disease,  especially  the  exanthemata, 
otitis  should  be  thought  of. 

3.  If,  after  otitis  has  been  diagnosed 
and  paracentesis  done  on  the  ear,  there  is  a 
secondary  rise  of  temperature  24  to  48 
hours  later,  the  affected  ear  should  be  ex- 
amined to  see  if  the  incision  has  closed, 
and  examination  of  the  opposite  ear  should 
be  made  to  determine  if  otitis  has  devel- 
oped there.  It  is  not  uncommon  to  find 
either  one  or  both.  If  neither  is  found, 
the  temperature  may  be  due  to  some 
complication. 

4.  Pain,  though  usually  intense  and  one 
of  the  most  constant  symptoms,  is  not 
always  present  in  children. 

5.  While  high  temperature  is  the  rule 
with  otitis  in  children,  it  may  exist  with 
a low  or  even  normal  temperature. 

6.  The  preventive  treatment  of  otitis  is 
removal  of  the  cause,  the  most  common 
cause  being  infected  adenoids  and  tonsils. 

7.  Drops  of  various  kinds  are  an  abom- 
ination in  the  treatment  of  otitis.  Excep- 
tionally, in  the  first  six  or  eight  hours  of 
the  disease,  the  time  honored  phenol  and 
glycerin  may  be  of  value,  but  it  should 
never  be  continued  day  in  and  day  out. 

8.  Early  tympanotomy  gives  the  quick- 
est relief  for  the  pain,  shortens  the  course 
of  the  disease,  and  is  the  surest  preventive 
of  complications. 

DISCUSSION. 

Dr.  Dawson  Martin  (Donaldsonville)  : I want 

to  congratulate  Dr.  Wilkinson  on  his  paper  from 
the  standpoint  of  classification.  Otitis  media  in 
my  humble  opinion  is  very  hard  to  classify.  You 
can  pick  up  all  of  the  text  books  written  on  otol- 
ogy and  I dare  say  that  there  are  not  two  that 
would  classify  otitis  media  the  same. 

I agree  heartily  with  Dr.  Wilkinson  on  acute 
otitis  media  and  on  quite  a number  of  things  he 
mentions  in  his  paper  but  I also  disagree  with 
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him  on  quite  a number  of  things.  It  has  been 
my  experience  in  acute  otitis  media  that  just  at 
the  time  that  you  recognize  this  condition  is  the 
time  to  do  a myringotomy.  If  you  are  just  be- 
ginning to  have  an  infection  of  the  tympanic  cav- 
ity, and  if  you  delay  in  doing  your  myringotomy, 
you  are  liable  to  get  into  serious  trouble  because 
in  almost  all  conditions  where  you  have  conges- 
tion, you  are  going  to  have  an  accumulation  of 
an  exudate.  If  you  permit  it  to  form  in  the  cavity, 
you  are  most  likely  to  have  a formation  of  con- 
nective tissue  and  the  end  results  are  likely  to 
be  the  loss  of  hearing  or  a great  disturbance  of  it. 

I don't  believe  very  much  in  putting  phenol  in 
the  ear  as  a relief  for  otitis  media.  My  treatment 
differs  greatly  from  Dr.  Wilkinson’s.  Just  as  soon 
as  I recognize  the  beginning  of  an  otitis  media,  I 
do  a myringotomy  and  after  myringotomy  is  per- 
formed I use  a saline  solution  with  an  ordinary 
medicine  dropper  being  warmed  at  body  tempera- 
ture, instructing  the  mother  or  nurse  to  instill 
these  drops  into  the  ear  every  two  hours  to  pre- 
vent the  sticking  of  the  membranes.  I do  not  use 
a hot  water  bag.  I use  ice  and  aspirin  to  control 
the  pain  should  they  suffer  after  having  done  a 
myringotomy.  I have  found  that  in  almost  every 
case  where  I do  this  early,  I find  that  they  have 
made  an  uneventful  recovery  without  any  dis- 
turbances of  hearing  or  constitutional  symptoms 
whatsoever.  In  my  experience  of  doing  otology, 
I use  an  astringent  in  the  nose,  it  aids  in  giving 
more  air  to  eustachian  tube.  Phenol  and  glycerine 
a lot  of  times  disturbed  the  mucous  membrane  and 
obliterated  my  field  to  such  an  extent  that  I 
couldn’t  tell  what  I had — whether  the  exteimal 
canal  was  disturbed  from  phenol  and  glycerine  or 
not.  I really  believe  that  an  otologist  will  do. 

Dr.  John  T.  Crebbin  (Shreveport,  La.)  : This 

paper  is  most  practical  and  the  doctor  struck  the 
key-note  when  he  emphasizes,  an  early  diagnosis 
is  most  essential.  I firmly  believe  when  one  fails 
in  this  and  procrastinates  in  treatment  the  cure 
may  be  prolonged  and  sometimes  even  the  loss  of 
the  patient  may  follow.  Early  and  energetic  treat- 
ment cannot  be  too  strongly  stressed. 

I cannot  subscribe  to  the  use  of  a hot  water 
bag.  Indeed,  I question  if  an  ice  bag  does  any 
good  either. 

The  time  to  make  the  diagnosis  is  before  the 
tympanum  bulges,  for  when  this  occurs  anyone 
can  do  so.  I have  always  felt  that  an  early  tym- 
panotomy is  necessary.  If  this  is  done  many  com- 
plications may  be  avoided. 

Relative  to  the  use  of  spinal  anesthesia,  I have 
had  similar  experience.  The  essayist  mentioned 
using  cocaine,  phenol  and  menthol  in  equal  parts. 
This  is  an  old  and  tried  remedy.  Personally,  I 


prefer  giving  the  patient  a few  whiffs  of  ethyl 
chloride.  The  small  quantity  necessary  is  per- 
fectly safe  and  the  operator  is  then  able  to  do  a 
satisfactory  tympanotomy. 

It  is  not  good  technic  to  use  nasal  irrigations 
of  any  kind,  for  there  is  always  fear  of  carrying 
added  bacteria  into  the  middle  ear  through  the 
eustachian  tube. 

One  should  remember  that  some  cases  of  otitis 
media  may  have  but  little  pain  and  may  have  none, 
or  there  may  be  a slight  rise  of  temperature.  These 
are  the  cases  which  may  tax  the  knowledge  and 
skill  of  the  otologist. 

Dr.  M.  P.  Boebinger  (New  Orleans)  : I want  to 

apologize  for  trying  to  monopolize  the  floor  by 
speaking  twice  in  the  same  day.  There  were  some 
very  nice  things  brought  out  in  the  paper  and 
some  nice  things  said  by  those  who  opened  the 
discussion. 

I want  to  jump  on  my  good  friend,  Dr.  Crebbin, 
before  I start.  The  doctor  is  opposed  to  washing 
the  nasal  canal.  Let  us  say,  for  argument’s  sake, 
that  the  patient  in  question  is  an  infant.  What 
harm  could  you  do  if  you  irrigate  mildly,  put  the 
patient  in  the  proper  position,  flat  on  its  back, 
and  its  head  at  an  angle  of  45  degrees?  I claim 
px-iority  for  that  position.  If  you  will  use  a medi- 
cine dropper  with  a normal  saline  solution,  irri- 
gating each  cavity  two  or  three  times  at  each 
sitting.  (The  eustachian  tube  imitating  two  fun- 
nels, you  can  readily  see  and  understand  that  it 
is  very  hard  to  drive  any  solution  into  the  middle 
ear.) 

As  far  as  ear  drops  are  concerned,  I mean  the 
use  of  glycerin  and  phenol,  volumes  have  been 
written  on  it,  but  I will  ask  a very  horse-sense 
question.  Take  the  ordinary  base  drum,  turn  it 
on  its  edge,  put  some  drops  on  that  drum  head. 
Can  you  get  drops  on  the  inside — no.  Therefore 
drops  cannot  influence  what  is  going  on  in  the 
middle  ear.  Do  not  forget,  always  remember  that 
the  baby  has  two  ears.  Pain,  temperature,  and 
deafness,  is  worth  thinking  about,  therefore,  I 
repeat  watch  drums  daily.  I wish  to  make  a plea 
to  you,  gentlemen  of  the  country  where  you  can, 
get  help  to  examine  the  ears,  and  make  that  a 
routine. 

I use  silver  nitrate,  in  preference  to  anything 
else,  I use  as  much  as  a one-quarter  of  a one- 
per  cent  nitrate  solution  as  nasal  drops.  Lay  the 
baby  flat  on  its  back  and  its  head  at  an  angle  of 
45  degrees,  regularly,  routinely.  I do  not  use 
any  other  solution. 

Dr.  W.  P.  Coyle  (Orange,  Texas) : Pardon  me, 

but  I think  I cannot  worse  my  lot  very  much,  as 
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I have  already  consumed  much  of  your  time  but 
I will  not  now  take  your  time  by  entering  into  a 
lengthy  discussion.  May  I use  the  blackboard  just 
a minute  or  two?  I desire  to  discuss  the  method 
of  irrigation.  I wish  to  show  you  a little  inven- 
tion for  irrigating  ears  if  you  desire  to  irrigate 
them.  In  most  of  the  homes  of  the  poor  people, 
there  is  no  irrigator  or  fountain  syringe.  Of 
course,  the  fountain  syringe  with  the  proper  tip 
makes  an  ideal  instrument  for  irrigating  the  canal. 
But  nearly  all  the  poorer  people  have  purchased 
one  of  the  small,  cheap  (twenty-five  cents)  all- 
soft-rubber  syringes.  But  with  the  ears  of  small 
infants  they  become  useless  as  an  attempt  to  irri- 
gate with  this  large  tip  is  practically  futile.  You 
will  find  that  there  are  always  some  medicine 
droppers  in  the  house  on  which  the  bulb  has  be- 
come hardened  and  useless,  you  will  also  find  by 
selecting  a straight  one  with  the  end  smooth  that 
by  taking  off  the  old  hardened  bulb,  and  placing 
the  end  of  the  rubber  ear  syringe  in  the  tube  you 
can  irrigate  satisfactorily.  (Illustrates  by  draw- 
ing on  the  blackboard.) 

Dr.  Wilkinson  (closing)  : The  paper  provoked 

just  the  line  of  discussion  that  I hoped  it  would 
and  that  we  usually  get  when  we  mention  treat- 
ment of  otitis  media.  There  is  always  a difference 
of  opinion  along  those  lines.  However,  I think 
we,  in  the  main,  are  in  accord. 

I want  to  make  myself  clear  on  the  conservative 
local  treatment  of  this  condition,  as  I don’t  per- 
sonally practice  local  application,  but  we  must 
remember  that  the  vast  majority  of  otitis  media 
ca;es  are  first  seen  by  the  general  practitioner, 
and  I do  believe  that  in  the  first  few  hours,  if 
the  case  has  just  begun,  in  the  absence  of  skilled 
treatment,  he  is  justified  in  using  these  local  ap- 
plications in  an  effort  to  relieve  the  patient  as 
much  as  possible,  but  I don’t  believe  as  I said  in 
the  paper,  in  using  drops  and  local  applications 
indefinitely. 

I always  think  in  speaking  of  that,  of  a state- 
ment that  a doctor  friend  made  to  me  one  day, 
when  he  brought  a baby  to  me  with  otitis  media, 
who  had  been  suffering  with  its  ears  for  a week 
or  more.  He  said  to  me,  “Sometimes  these  ears 
just  won’t  bust,”  and  it  was  in  the  hope  of  impress- 
ing the  fact  on  some  others  who  might  be  of  the 
same  opinion  that  we  should  not  wait  for  them 
to  “burst,”  but  open  them  as  soon  as  we  find  that 
there  is  trouble  in  the  middle  ear.  I believe  in  an 
early  incision  of  the  drum. 

I want  to  thank  those  who  took  part  in  the  dis- 
cussion. and  hope  we  have  profited  in  some  wray 
by  it.  I thank  you. 


CHORDOBLASTOMA:  REPORT  OF 
CASE. 

EDWIN  H.  LAWSON,  M.  D., 

New  Orleans. 

Among  the  classifying  terms  used  to  dis- 
cuss and  describe  neoplasia  are  the  two, 
common  and  rare.  The  latter  term  is  used 
to  designate  neoplasms  which  are  seldom 
seen,  seldom  recognized,  or  even  when  seen 
and  recognized  are  only  occasionally  re- 
ported. Belonging  to  this  class  is  the 
chordoblastoma  or  chordoma.  With  the  pur- 
pose of  adding  to  the  number  of  reported 
cases  of  this  neoplasm  and  of  reviewing  the 
literature  published  up  to  date,  the  following 
case  is  presented : 

CASE  REPORT. 

The  patient  is  a female,  aged  60  years,  who  was 
admitted  to  the  Southern  Baptist  Hospital,  New 
Orleans,  La.,  March  1,  1929,  complaining  of  pres- 
sure and  a bearing  down  sensation  in  the  rectum, 
with  pain  in  the  lower  part  of  the  spine  when 
sitting  up.  According  to  the  patient,  this  condi- 
tion has  existed  for  two  years.  In  February, 
1928,  she  was  treated  for  constipation  by  her 
family  physician.  As  the  condition  continued  to 
exist  without  relief,  in  March,  the  patient  went 
to  Charity  Hospital  of  this  city,  where  the  condi- 
tion was  diagnosed  as  a tumor  of  the  wall  of  the 
rectum  and  an  operation  advised.  Refusing  the 
operation,  she  returned  home.  In  September, 
1928,  the  patient  went  to  the  Woman’s  Dispensary 
of  New  Orleans,  where  she  was  told  that  her 
condition  was  inoperable  and  that  they  could  do 
her  no  good. 

When  the  patient  was  admitted  to  the  service 
of  Dr.  Carroll  W.  Allen,  of  the  Southern  Baptist 
Hospital,  she  was  rather  anemic,  had  involun- 
tary urination  and  defication  and  still  com- 
plained of  pain  in  the  region  of  the  rectum.  A 
roentgenogram  taken  at  this  time  showed  a large 
mass  filling  the  pelvis  suggesive  of  a rather  solid 
tumor  with  areas  of  calcification.  In  addition, 
Dr.  L.  W.  Magruder  reported,  “A  marked  hyper- 
trophic arthritis  and  osteitis  involving  the  right 
sacro-iliac  joint,  posisbly  due  to  pressure;  and 
extensive  hypertrophic  arthritis  of  the  lumbar 
spine.”  An  examination  of  the  urine  failed  to 
show  anything  abnormal.  A chemical  examina- 
tion of  the  blood,  as  well  as  a total  blood  count 
failed  to  show  anything  abnormal.  Dr.  Allen 
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Fig.  1.  Skiagraph  of  pelvic  region  showing  complete  de- 
struction of  the  coccyx  and  sacrum. 


reported  the  operation,  performed  two  days  after 
admission,  as  follows:  “Incision  was  made  start- 
ing along  side  of  the  rectum  and  running  up  into 
the  sulcus  between  the  two  buttocks,  exposing 
the  coccyx  at  the  lower  portion  of  the  sacrum.  It 
was  found  that  the  mass  which  had  apparently 
grown  from  the  anterior  surface  of  the  sacrum 
had  infiltrated  the  bony  connection  of  the  coccyx 
and  caused  separation.  On  lifting  the  coccyx  out 
of  the  wound,  the  tumor  w s freely  exposed  and 
was  found  to  be  a large  myxomatous-like  mass 
contained  within  the  wall  of  fibrous  tissue.  The 
latter  had  much  bony  tissue  within  its  walls  and 
free  in  the  cavity  of  the  tumor.  About  a quart 
of  grumous  granulation-like  tissue  was  removed 
from  the  cavity.  The  wound  was  packed  with  a 
Mikulitz  pack.” 

A gross  examination  of  the  specimen  removed 
at  the  time  of  operation  shows  several  segments 
of  tissue,  varying  in  consistency  from  a gelatinous 
mass  to  a light  pink  colored  flabby  tissue  partially 
surrounded  by  a fibrous  capsule.  Some  of  the 
latter  sections  shows  spicules  of  bone  surrounded 
by  the  light  pink  flabby  tissue.  The  pieces 
varied  in  size  from  1 to  10  cms.  in  length,  and 
1 to  8 cms.  in  width,  and  % to  5 cms.  in  thick- 
ness. Some  of  them  showed  areas  of  hemorrhage 
and  the  larger  pieces  were  found  in  a large  amount 
of  blood,  suggesting  a very  vascular  tumor.  The 
microscopic  description  of  the  tumor  conformed 
with  the  description  of  chordoma  given  later. 


The  patient  succumbed  twenty-four  hours  after 
the  operation,  and  an  autopsy  revealed  the  follow- 
ing findings: 

External  Examination:  The  body  is  that  of  an 

adult  female,  60  years  of  age,  about  6 ft.  in  height 
and  weighing  about  145  lbs.  There  is  slight  post- 
mortem discoloration  over  the  dependent  portions 
of  the  body;  post-mortem  rigidity  is  absent.  The 
skin  over  the  entire  body  is  found  to  be  soft,  elas- 
tic and  rather  dry.  There  is  an  incision  about 
5 inches  in  length  over  the  sacrum  and  coccyx. 
The  head  is  covered  with  long,  greyish  brown 
hair.  The  eyes  are  normal  in  appearance;  the 
pupils  measure  about  8 mm.  in  diameter  and  are 
equal.  The  nose  and  ears  show  no  pathology.  The 
mouth  is  not  abnormal.  The  teeth  are  in  good 
condition.  The  neck  shows  no  pathology.  The 
chest  is  rather  long  and  scaphoid  in  type.  The 
breasts  are  rather  poorly  developed,  but  show  no 
pathological  changes.  The  abdomen  is  scaphoid 
and  the  pelvic  bones  are  very  prominent  due  to  a 
moderate  degree  of  emaciation.  The  extremities 
are  not  abnormal. 

Internal  Examination:  Incision  through  the 

abdominal  wall  shows  some  atrophic  changes  in  the 
recti  muscles.  The  peritoneum  is  dull  grey  in 
appearance. 

The  organs  in  the  abdominal  cavity  are  found  in 
their  normal  relations.  The  omentum  is  drawn 
down  and  attached  to  the  abdominal  wall  at  the 
left  lower  quadrant.  The  diaphragm  extends  to 
the  fifth  rib  on  the  right;  the  sixth  rib  on  the  left. 

On  opening  the  pleural  cavity,  the  lungs  are 
found  in  their  normal  relations;  the  pleura  is 
smooth  and  glistening,  and  the  lungs  are  found  to 
be  pearly  grey  in  appearance  except  at  the  lower 
lobe  on  right  side  which  has  a dark  red  color. 
There  are  no  fibrous  adhesions  between  the  two 
layers  of  the  pleura.  There  is  no  free  fluid  in  the 
pleural  cavity. 

The  pericardial  cavity  contains  about  10  cc.  of 
clear,  straw  colored  fluid.  The  heart  is  small;  the 
musculature  rather  friable.  Both  layers  of  the 
pericardium  are  normal  in  appearance. 

Examination  of  the  Cranial  Cavity:  The  cranial 
cavity  is  opened  by  the  Mallory  technic.  The  skull 
is  found  to  be  normal  in  thickness  in  the  areas  of 
both  parietal  bons,  but  the  occipital  is  found  to  be 
approximately  three  times  the  normal  thickness. 
The  bone  is  very  spongy;  it  tears  very  easily  and 
has  a dark  red  porous  appearance.  The  inside 
of  the  skull  is  greyish  white  in  color  and  there 
are  many  furrows  which  average  from  1-16  to  1-8 
inch  in  depth  caused  by  the  pressure  of  the  cranial 
vessels  in  these  areas.  There  is  one  small  spongy, 
grey  area  about  1 cm.  in  diameter  which  is  adher- 
ent to  the  dura  of  the  skull  in  the  anterior  cranial 
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Fig.  2.  Low  power  magnification  of  edge  of  tumor  show- 
ing the  invasion  of  the  bone. 

fossa  at  the  site  of  the  exit  of  an  emissary  vein. 
The  dura  in  this  area  is  greyish  in  appearance 
and  is  apparently  normal.  The  brain  is  in  its 
normal  relations  and  is  removed  from  the  cranial 
cavity. 

Examination  of  the  Organs:  The  heart  is 

slightly  smaller  than  normal  and  rather  flabby 
and  friable;  otherwise,  normal. 

Lungs:  The  outer  surface  of  the  lungs  is  found 

to  be  smooth,  glistening  and  pearly  grey  in 
color,  with  the  exception  of  the  lower  lobe  pos- 
teriorly which  has  a dark  red  appearance.  There 
are  no  areas  of  caseation  and  no  signs  of  pneu- 
monia. 

The  gall  bladder  is  approximately  10  cm.  in 
length  and  about  3 cm.  in  diameter  and  is  filled 
with  deep  green  colored  bile.  There  are  no  stones 
present.  It  empties  with  difficulty. 

The  spleen  is  found  to  be  normal  in  size  and 
shape.  The  outer  surface  is  rather  wrinkled 
and  of  a grey  blue  color.  There  is  an  increased 
amount  of  fibrous  tissue  throughout  the  spleen. 

The  liver  is  in  its  normal  relations.  The  outer 
surface  is  a ham  brown  color.  Incision  through 
it  shows  a reddish  brown  appearance  with  some 
slight  evidence  of  fatty  degeneration. 

The  kidneys  are  found  in  their  normal  relations; 
are  normal  in  size  and  shape;  and  the  capsule 
peels  rather  readily  from  each  organ.  Upon  in- 
cision into  the  kidneys,  the  cortex  and  medulla  are 


found  to  be  of  normal  size.  The  cut  surface  is  a 
light  pink  color,  and  is  fairly  smooth. 

The  gastro-intestinal  tract  is  found  to  be  nor- 
mal with  the  exception  of  a slight  dilatation  of 
the  stomach.  The  appendix  is  found  retrocecal. 

The  adrenals  are  in  their  normal  relations  and 
show  no  pathology. 

The  pancreas  is  apaprently  normal. 

The  genital  tract  shows  a small  uterus,  with 
normal  tubes.  Both  ovaries  are  small,  fibrotic,  and 
measure  about  1%  cm.  in  diameter. 

The  brain  shows  some  congestion  of  the  blood 
vessels  with  some  slight  edema  around  these  ves- 
sels. There  are  no  signs  of  any  meningitis. 

Upon  enlarging  the  incision  over  the  sacrum  and 
lower  lumbar  vertebra,  there  is  found  a growth 
which  is  of  a gelatinous  consistency  and  a dull 
grey  appearance.  It  is  associated  with  a large 
amount  of  hemorrhage.  It  measures  about 
16x12x12  cm  and  is  partially  encapsulted  with 
fibrous  tissue,  but  extends  laterally  as  well  as  as 
anteriorly  and  upward  so  as  to  involve  the  entire 
coccyx,  sacrum,  and  the  lower  three  lumbar  ver- 
tebra. These  are  almost  completely  destroyed.  The 
growth  is  found  to  be  pressing  dorsally  upon  the 
lower  part  of  the  spinal  cord,  and  medially  upon 
the  organs  of  the  pelvis,  causing  some  swelling 
there. 

Gross  anatomical  Diagnosis:  Chronic  myocar- 

ditis and  nephritis. 

Hypostatic  congestion  of  the  right  lower  lobe  of 
the  lung. 

Chordoma  involving  the  coccyx,  sacrum  and  lower 
three  lumbar  vei’tebrae. 

Osteoporosis  of  the  occipital  bone. 

Endothelioma  of  the  dura. 

Microscopic  Diagosis:  Heart — Chronic  myo- 

carditis. 

Lungs — Passive  congestion. 

Spleen — Congestion  and  chronic  fibrous  splenitis. 

Liver — Beginning  inter  and  intralobular  cir- 
rhosis. 

Adrenals — Not  abnormal. 

Kidneys — Acute  tubular  and  chronic  interstitial 
nephritis. 

Beginning  fibrosis  of  the  salpinx. 

Atrophy  of  ovaries  with  corpora  albicans  and 
few  follicular  cysts. 
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Fig.  3.  Chordoma  removed  by  Dr.  L.  H.  Levy,  reported 
by  Dr.  Lanford.  Note  the  tumor  measures  about  9 cm.  in 
diameter. 

Chordona  involving  the  coccyx,  sacrum  and  lower 
three  lumbar  vertebrae,  filling  the  posterior  cul  de 
sac. 

Localized  traumatic  meningitis  of  the  caudal 
portion  of  the  spinal  meninges. 

Small  endothelioma  of  the  dura.  Osteoporosis  of 
the  occipital  region  of  the  skull. 

HISTORY. 

The  history  of  chordoblastoma  dates  back 
to  the  classical  researches  of  Muller  and 
Ribbert.  In  1858  and  1894,  when  the  path- 
ology of  the  tumor  was  first  established, 
Ribbert  reproduced  the  tumor  by  displac- 
ing some  of  the  cells  in  the  nucleus  pulposi 
of  a rabbit.  Another  one  of  the  early  cases 
reported  by  Trelet  and  Ranvier  in  1868,  as 
a tumor  of  the  vertebral  column,  was  most 
probably  chordoma.  In  1914  and  1922 
Alezais  and  Peyron  demonstrated  in  great 
detail  the  histogenesis  and  evolution  of  the 
tumor.  Since  that  time  Eckel,  Jacobs  in 

1925,  Coenen  in  1925,  Stewart  and  Morin, 

1926,  Scapel,  1928,  and  Huddon  and  Young 
in  1929,  have  all  reported  cases  and  re- 
viewed the  previous  history  of  chordoma. 

Perhaps  the  most  complete  and  compre- 
hensive treaties  on  the  subject  is  that  of 
Stewart,  M.  J.,  1926  referred  to  above.  He 
reports  fifty-seven  cases  which  he  has  classi- 
fied according  to  location.  Later  Cappell 
added  sufficient  cases  to  bring  the  total  to 


eighty.  Since  that  time,  I have  succeeded 
in  finding  five  reported  cases  as  follows: 

1.  Malignant  nasopharyngeal  chordoma 
by  E.  Soukup. 

2.  Sacrococcygeal  chordoma  with  exten- 
sive matastasis  by  C.  A.  Conway. 

3.  Malignant  sacrococcygeal  chordoma 
of  the  dorsal  spine,  Huddon  and  Young.  (2 
cases) . 

4.  Unusual  location  on  superior  maxilla 
of  new  born  infants  by  S.  Rubaschow. 

The  above  with  the  addition  of  the  fol- 
lowing cases,  one  at  the  Touro  Infirmary 
(personal  communication  from  Dr.  J.  A. 
Lanford)  and  at  one  Charity  Hospital  (re- 
ported at  Charity  Hospital  Staff  Meeting 
by  Dr.  R.  D’Aunoy),  with  the  reported  case 
here,  brings  the  sum  total  to  eighty-eight  on 
record. 


DEFINITION  AND  ORIGIN. 

Chordoblastoma  may  be  defined  as  a 
neoplasm  developing  from  misplaced  rem- 
nants of  the  notochord  or  chorda  dorsalis. 
According  to  L.  W.  Williams,  the  latter 
arises  from  entoblastic  tissue  and  appears 
in  the  early  embryoes  as  a longitudinal 
ridge  of  the  cells  projecting  dorsally  from 
the  entoderm.  Later  this  ridge  of  cells 
gradually  becomes  pinched  off  and  by  the 
end  of  the  fourth  week  of  development  is 
surrounded  by  a thin  structureless  mem- 
brane, which  later  ossifies  forming  the 
bodies  of  the  vertebrae.  When  the  embryo 
is  four  months  of  age,  the  chorda  becomes 
discontinued  in  places  and  in  adult  life, 
the  only  remnant  is  the  transformed  chorda 
cells  which  are  found  in  the  nucleus  pulposi 
of  the  intervertebral  disc.  The  relation  of 
notochordal  tissue  to  chordoma  is  discussed 
by  Froriep,  who  found  small  masses  of 
tissue  in  the  retropharyngeal  connective 
tissue  of  a 22  mm.  embryo,  which  were  very 
similar,  both  to  the  adult  notochordal  tissue 
pictured  by  Kolliker  and  Frick,  and  to  the 
tissue  of  chordoma.  If,  during  the  develop- 
ment of  the  vertebrae,  portions  of  the 
notochord  escape  into  the  surrounding 
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Fig.  4.  High  power  magnification  of  cells  of  the  nucleus 
pulposi  obtained  from  the  intervertebral  disc  of  a 4 months 
fetus.  Note  the  syncyteal  mass,  some  of  the  cytoplasm 
showing  vacuoles  similar  to  the  cells  of  a chordoma. 

tissue,  it  undergoes  a typical  cytomorphosis 
and  forms  adult  notochordal  tissue  which  is 
in  all  essentials  like  chordoma  tissue.  If 
this  process  takes  place  in  the  skull,  we 
should  expect  to  find  notochordal  tissue 
forced  by  the  first  chondrification  of  this 
region,  that  of  the  dorsum  sellae,  either  for- 
ward into  the  hypophysical  fossa,  or  back- 
ward and  upward  upon  the  dorsum  sellae. 
Other  positions  would  be  the  sphenoidal  and 
the  occipital  cartilages  or  bones. 

Chordoma  of  this  region  occurs  most 
frequently  upon  the  dorsum  sellae  and  less 
frequently  in  the  hypophysial  fossa  and  at 
the  spheno-occipital  junction.  Fischer  and 
Steiner  reported  a case,  the  location  of 
which  wras  the  upper  surface  of  the 
baso-occipital  bone.  According  to  L.  W.  Wil- 
liams, the  majority  of  chordomas  are  com- 
parable to  cranial  nuclei  pulposi  and  should 
not  be  regarded  as  an  abnormal  growth  of 
notochordal  tissue,  but  merely  a normal 
growth  in  an  abnormal  position.  The  two 
most  common  locations  for  this  type  of 
neoplasia  are  in  the  spheno-occipital  and  the 
sacro-coccygeal  regions.  In  the  first  men- 
tioned, the  most  common  site  is  the  middle 


of  the  clivus  in  the  region  of  the  spheno- 
occipital synchrondrosis.  Other  rarer  types 
are  the  upper  and  lower  jaw,  a case  of 
which  was  reported  by  Koritski,  the  left 
occiptal  region,  a case  reported  by  Alevais 
and  Peyron,  the  pharyngeal  region,  cases  of 
which  are  Linck,  Klebs,  Fabricus-Moller 
and  Citelli,  and  the  cervical  spine,  a case 
reported  by  Trelet. 

MORBID  ANATOMY  OF  CHORDOMA. 

Chordoma  should  be  distinguished  from 
the  non-neoplastic  nodules  of  chordal  tissue 
occasionally  found  on  the  clivus.  These 
jelly-like  nodules  attached  by  a slender 
pedicle  to  the  middle  of  the  dorsem  sellae 
are  called  ecchordosis  physaliphora  by 
Stewart  and  Morin.  The  latter  believes 
that  a clear  cut  line  of  distinction  should 
be  made  between  the  chordal  ectopia  and 
the  chordoma  which  is  a true  neoplasm  of 
the  notochord. 

As  illusti’ated  by  the  case  presented,  the 
naked  eye  appearances  of  chordoma  may 
take  the  form  of  an  encapsulated  tumor 
broken  up  into  lobules  by  fibrous  trabecu'ae, 
each  lobules  being  composed  of  a periphery 
of  semi-transparent  gelatinous  tissue  with 
the  central  area  of  either  soft  jelly-like  ma- 
terial or  old  or  decent  hemorrhage.  This 
gelatinous  appearance  of  the  tumor  re- 
sembles the  more  myxomatous  type  of 
mixed  salivary  gland  tumor  or  colloidal 
carcinomas,  while  the  hemorrhagic  areas 
suggest  hypernephroma. 

The  consistency  of  the  tumor  depends 
upon  the  formation  of  the  mucin  which  is 
in  an  inverse  ratio  to  the  rate  of  the  cel- 
lular multiplication  and  increasing  malig- 
nancy. The  tumor  has  a locally  destructive 
effect  on  bone  as  is  illustrated  by  this  case. 
This  is  one  of  the  most  striking  features  of 
chordoma  whether  of  the  spheno-occipital 
or  sacrococcygeal  type.  Metastasis  is  rare, 
but  cases  have  been  described  by  StewTart, 
1922,  by  Peters  and  Pototschnig,  by  Lewis, 
and  by  Davidson  and  Weil. 

Sacrococcygeal  chordoma  may  obtain  a 
fairly  large  size.  The  one  reported  by 
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Fig.  5.  High  power  magnification  showing  the  arrange- 
ment of  the  cells.  Note  the  amount  of  vacuolization  of  the 
cytoplasm. 

Stewart  measured  39  by  20  cm.,  and  one  by 
Berard  Dunet  and  Peyron  measured  26  by 
22  by  15  cm.  in  diameter,  and  each  meas- 
ured 80  cm.  circumferentially  on  the  outside. 
The  spheno-occipital  chordomas  never  at- 
tain a size  approaching  these  dimensions. 
The  largest  was  Jeliie  and  Larkin’s,  which 
measured  11  by  7 by  6 cm. 

MICROSCOPIC  DESCRIPTION  OF  CHORDOMA. 

The  histologic  appearance  of  this  neo- 
plasm varies  in  different  specimens  of 
tumors  and  even  in  various  areas  of  the 
same  tumor.  Among  the  cases  reported  are 
those  in  which  the  large  per  cent  of  fibrosis 
is  a predominating  character,  while  in 
others,  the  production  of  mucin  seems  to  be 
the  outstanding  feature.  In  the  larger  per 
cent  of  cases  there  seems  to  be  a fibrous 
capsule,  more  or  less  dense,  surrounding 
groups  of  rapidly  growing  cells,  which  are 
either  arranged  in  cords  or  solid  alveoli. 
As  the  central  portion  of  the  tumor  is 
reached,  the  percentage  of  mucin  increases. 
In  the  periphery  where  some  of  the  cellular 
elements  have  broken  through  the  capsule 
and  invaded  the  bone,  there  is  frequently 
found  varying  degrees  of  hemorrhage.  The 


groups  of  cells  in  the  periphery  of  the 
growth  are  separated  by  a delicate  con- 
nective tissue  stroma.  The  type  cell  is 
generally  irregularly  polygonal  in  shape 
with  clear  demarcated  cell  boundaries  and 
a rather  empty  pale  cytoplasm.  The  nucleus 
is  well  defined,  usually  single  and  has  a 
poorly  developed  chromatin  network.  It  is 
generally  vesicular  in  type  and  sometimes 
possesses  certain  curious  nuclear  changes. 
These  changes  include  the  nuclear  vacuola- 
tion,  a feature  on  which  Stewart,  1922,  laid 
great  emphasis  in  his  first  case.  These 
nuclei  are  distended  with  globules,  the 
nature  of  which  could  not  be  determined  by 
D.  F.  Cappell  in  1928,  as  they  failed  to  give 
the  characteristic  staining  reaction  for 
mucin  or  any  other  known  substance.  The 
cytoplasm  of  some  of  the  ceds  is  clear,  while 
that  of  others  shows  lobules  of  mucinous 
substance,  the  true  so-called  physaliphorous 
cells  of  Virchow.  The  mucinous  secretion, 
however,  is  not  confined  to  the  cytoplasm  of 
the  cells  at  all,  as  areas  are  found  in  which 
the  secretion  seems  to  be  mostly  extracellu- 
lar forming  an  abundant  inter-cellular  mat- 
rix. By  differential  staining,  it  is  found 
that  the  secretion  both  intra  and  intercellu- 
lar is  not  homogenous  in  character.  Some 
of  the  secretion  appears  to  be  mucin  when 
stained  with  polychrome  methylene  blue  and 
some  appear  as  collagen  when  stained 
with  van  Gieson’s  stain.  These  observations 
wou’d  tend  to  confirm  the  view  of  Peyron 
that  transition  from  mucinous  secretion  to 
collogen  are  met  with.  Mitotic  figures  are 
found  in  many  of  the  cells  of  most  of  the 
tumors  reported.  However,  appearances 
suggesting  amitotic  division  are  met  with  in 
a few  of  the  cases.  Near  the  periphery  of 
the  growth  and  especially  in  the  area  of  in- 
vaded bone  are  found  large  nucleated  cells, 
the  nucleus  of  which  is  almost  twice  the  size 
of  that  of  the  average  cell.  These  cells  are 
apparently  of  the  more  rapidly  growing  and 
undifferentiated  type.  The  stroma  of  the 
tumor  is  composed  of  dense  fibrous  tissue  at 
the  periphery  which  extends  toward  the 
center  in  fine  strands  between  the  larger 
masses  of  tumor  cells.  In  some  areas  where 
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Fig.  6.  High  power  magnification  showing  the  physali- 
forous  cell.  Note  the  large  nuclei  oval  in  shape  and  the 
vacuoles  in  the  cytoplasm. 

the  percentage  of  mucin  is  great,  the  stroma 
has  the  appearance  of  the  stalk  of  a villous 
papilloma.  Blood  vessels  are  not  very  num- 
erous. There  is  a moderate  amount  of 
round  cell  infiltration  and  several  phagocy- 
tic cells  containing  the  altered  blood  pig- 
ment are  present  in  the  areas  of  hemor- 
rhage. 

CLINICAL  ASPECT  OF  CHORDOMA. 

Clinically,  chordomas  usually  pursue  a 
course  characteristic  of  a tumor  of  low 
malignancy.  They  infiltrate  and  tend  to 
destroy  the  surrounding  structures  slowly 
and  when  removed  frequently  recur.  In 
exceptional  cases,  the  growth  is  rapid. 
Metastatic  growths  have  been  reported  by 
Lewis,  Mathias,  and  others.  It  is  interest- 
ing to  note  that  chordoma  is  a neoplasm  of 
middle  and  post  middle  life,  the  average  age 
being  50.6  years  with  the  youngest  age  be- 
ing 22  and  oldest  or  eldest  72.  Of  interest 
also  is  the  sex  incidence  which  shows  males 
to  represent  70  per  cent  of  the  cases.  The 
various  symptoms  displayed  by  this  neo- 
plasm depend,  of  course,  on  its  location.  For 
example,  chordomas  of  the  spheno-occipital 
synchrondrosis  usually  produce  headache, 
failure  of  vision,  exopthalmos,  dizziness, 


etc.,  the  various  symptoms  of  intra-cranial 
pressure.  It  is  of  interest  to  note  that  the 
failure  of  vision  was  one  of  the  first  and 
most  common  symptoms  of  the  ten  cases 
reported  by  Stewart. 

Tumors  of  the  sacrococcygeal  type  were 
first  noticed  by  pain  in  the  rectal  region  in 
six  cases,  complete  constipation  in  five,  and 
frequent  micturation  in  five  of  twenty-nine 
cases  reported  by  Stewart.  The  case  of 
chordoma  of  the  dorsal  spine  reported  by 
Huddon  and  Young  first  showed  a stagger- 
ing walk  and  later  reflexes  suggesting  an 
involvement  of  the  spinal  cord.  The  course 
of  the  tumor  in  its  development  and  enlarge- 
ment may  be  traced  by  the  variety  of  symp- 
toms produced.  For  example,  in  the  case 
presented  above,  the  first  complaint  was 
pressure  and  a bearing  down  sensation  in 
the  rectum,  with  constipation  and  pain  in 
the  lower  part  of  the  spine  when  the  patient 
was  sitting  up,  suggesting  an  involvement 
possibly  of  the  bodies  of  the  vertebra  with 
intrapelvic  pressure  against  the  colon  and 
sigmoid.  Later  the  patient  developed  an 
inability  to  control  the  bladder  and  rectal 
sphincters,  suggesting  the  fact  that  the 
tumor  had  not  encroached  upon  the  spinal 
cord  and  nerves. 

The  prognosis  of  chordoma  whether  of 
the  spheno-occipital  or  sacro-coccygeal  re- 
gion is  not  encouraging.  The  average  dur- 
ation of  life  after  the  first  symptoms  are 
noticed  is  approximately  six  and  a half  years 
in  the  sacrococcygeal  cases;  and  two  and 
eight-tenths  years  in  the  spheno-occipital 
cases. 

Surgical  extirpation  is  advocated  by 
Stewart  and  Morin  on  account  of  the  long 
freedom  from  return  which  is  sometimes 
obtained,  and  the  possible  amelioration  of 
symptoms.  In  several  of  the  reported  cases, 
the  removal  of  a portion  of  the  growth  was 
followed  by  a shrinkage  in  the  size  of  the 
remaining  portion,  causing  a certain  amount 
of  relief  to  the  patient.  Treatment  by  radi- 
ation is  almost  without  effect,  probably  on 
account  of  the  indolent,  slowly  growing 
character  of  these  tumors. 
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Fig.  7.  High  power  magnification  showing  a vacuole  in 
the  nucleus  of  one  of  the  physaliforous  cells,  illustrating 
the  phenomena  stressed  by  Stewart  in  1922. 

DISCUSSION. 

Dr.  J.  A.  Lanford  (New  Orleans).  There  is 
very  little  that  I wish  to  add  except  to  stress  cer- 
tain facts  which  Dr.  Lawson  brought  out. 

First,  I want  to  say  that  this  neoplasm  repre- 
sents one  that  springs  from  a cell  rest  and  there- 
fore might  be  used  as  an  illustration  of  Cohn- 
heim’s  theory  that  neoplasm  springs  from  cell  rest. 
It  comes  from  the  remnant  of  the  chorda  dorsalis 
which  is  a normal  development  in  human  beings 
in  the  fetus  but  ordinarily  disappears  entirely  in 
post-fetal  life.  It  is  also  a normal  development  in 
the  spinal  columns  of  a variety  of  fish,  particul- 
arly the  sturgeon.  However,  autopsy  findings  have 
revealed  that  there  are  a number  of  individuals 
who  naturally  have  in  their  structure  a remnant 
of  the  chorda  dorsalis  particularly  located  in  the 
closets  of  the  sphenoid  bone,  and  a number  of  dif- 
ferent authorities  have  reported  finding  these  rem- 
nants in  the  intervertebral  disks,  and  in  the  pelvis 
in  the  area  of  the  coccyx  and  the  sacrum. 

It  is  an  interesting  fact  that  practically  all 
shown  neoplastic  tendencies  occur  either  in  the 
upper  pole,  the  sphenoidal  area,  or  the  lower  pole, 
from  the  sacrum  into  the  coccyx.  In  either  of 
these  locations,  there  is  interference  with  the  nor- 
mal function  of  the  part  with  gradually  increasing 
symptoms,  final  infiltration  of  the  part,  and  the 
production  of  so  much  discomfort  that  the  advice 
of  the  surgeon  is  sought.  If  the  neoplasm  springs 
from  the  sphenoidal  region  there  is  a slow  develop- 
ing neoplasm  behind  the  pharynx  encroaching  on 


the  nasal  pharynx,  and  becoming  quite  uncomfor- 
table and  troublesome.  That  location  may  be  the 
seat  of  secondary  infection  which  will  probably 
take  off  the  patient. 

In  the  lower  pole  in  the  sacrum  or  the  coccyx, 
these  new  growths  may  spring  either  anteriorly 
in  the  pelvis  or  posteriorly  on  the  outside.  I have 
seen  only  one  case  in  life.  I have  seen  tissue  from 
three  other  cases. 

The  location  of  the  neoplasm  and  the  type  of 
the  gross  appearance,  that  is,  the  mucoid  growth 
separated  into  a number  of  lobules  by  white  fibrous 
connective  tissue,  and  a history  of  a low  growth, 
should  suggest  to  the  surgeon  the  possibility  of 
what  the  neoplasm  is  because  there  is  no  other 
neoplasm  which  in  any  way  resembles  this  chord- 
oma, either  normally  or  microscopically. 

The  first  case  I saw  was  one  in  which  the 
tumor  was  removed.  The  picture  shown  by  Dr. 
Lawson  was  an  old  man  about  70  years  of  age 
who  simply  complained  of  an  uncomfortable  sen- 
sation when  lying  on  his  back.  He  asked  that  this 
be  removed  to  render  him  more  comfortable  and 
enable  him  to  sleep.  Unfortunately,  the  man  was 
a poor  surgical  risk  in  that  he  had  marked  chronic 
interstitial  nephritis,  and  he  died  within  one  week 
after  the  operation  was  performed.  Autopsy  was 
refused. 

The  second  case  I saw  was  the  tissue  sent  to  me 
by  Drs.  Ellis,  Faulk  and  Crowley.  It  showed  gross 
appearance  of  neoplasm,  and  the  microscope  showed 
the  usual  symptoms.  In  correspondence  with  Dr. 
Ellis,  he  replied  he  had  seen  one  such  case  operated 
on  by  Dr.  Murphy  of  Chicago,  and  the  symptoms 
he  had  in  his  case  were  practically  identical  with 
those  of  Dr.  Murphy’s. 

Dr.  J.  W.  Faulk  (Crowley)  : Dr.  Lanford  re- 

ferred to  this  case  with  Dr.  Crowley.  I had  the 
privilege  of  assisting  with  the  operation.  The  man 
was  about  sixty  years  of  age,  and  he  came  in  with 
the  tumor  mass  in  the  sacrococcygeal  region.  We 
operated  this  man  and  made  a tentative  diagnosis 
of  chordoblastoma.  We  removed  part  of  the  tissue 
and  sent  it  to  the  Tulane  laboratory  for  analysis, 
and  Dr.  Lanford  sent  the  report.  This  patient 
lived  about  five  days  following  the  operation. 

Dr.  Lawson  (closing) : During  the  past  year, 

several  attempts  to  produce  a chordoma  by  displac- 
ing some  of  the  cells  of  the  neucleus  pulposi  in 
rabbits,  using  the  technic  of  Ribbert,  have  been 
unsuccessful,  the  rabbits  succumbing  to  intercur- 
rent infection. 

In  closing  I wish  to  thank  Dr.  J.  A.  Lanford  and 
Dr.  J.  W.  Faulk  for  their  interesting  discussion. 
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THE  ANNUAL  STATE  MEETING. 

The  Fifty-Second  Annual  Meeting  of  the 
Louisiana  State  Medical  Society  to  be  held 
in  New  Orleans  the  week  of  April  13,  bids 
fair  to  equal  or  to  surpass  any  previous 
meeting  that  the  state  organization  has  ever 
held.  This  is  not  said  in  any  spirit  of  boast- 
ing, but  reflects  merely  the  progress  that 
we  anticipate  and  hope  will  always  take 
place  in  all  of  our  medical  activities,  par- 
ticularly in  the  annual  meeting  of  the  state 
association.  By  the  time  this  editorial 


reaches  the  eyes  of  the  reader,  they  will 
have  received  the  program  of  the  scientific 
sessions  and  social  activities  that  will  take 
place  during  this  week  in  April,  when  New 
Orleans  will  welcome  with  open  arms  the 
doctors  of  the  state.  We  wish  to  go  on  rec- 
ord that  they  will  indeed  be  most  welcome 
to  the  city,  and  everything  possible  that 
can  be  done  to  make  them  welcome,  happy 
and  contented  will  be  carried  out.  Of 
course  the  main  function  of  the  organiza- 
tion’s annual  meeting  is  to  present  the 
advances  in  medicine  that  have  occurred  in 
recent  years  by  essayists  who  have  taken 
time  and  trouble  to  get  together  their 
material,  but  the  social  care  of  the  indivi- 
dual visiting  physician  is  likewise  of  import- 
ance. Much  more  happiness  and  enjoyment 
can  be  gotten  out  of  a meeting  if  during 
the  hours  of  relaxation  that  comes  after  a 
long  day  session,  they  can  be  assured  that 
pleasures  await  them. 

On  account  of  the  present  economic 
situation,  doubt  has  been  expressed  con- 
cerning the  ability  of  many  of  our  members 
to  attend  this  meeting.  We  wish  to  stress 
the  point  that  this  meeting  is  the  meeting 
of  the  year  that  they  should  attend.  As 
far  as  expense  is  concerned,  the  hotel  rates 
are  not  high  and  the  cost  of  food  in  New 
Orleans  has  been  reduced  to  a minimum. 
The  expenditure  of  a few  dollars  at  this 
time  will  more  than  repay  a man  who  is 
worried  and  disturbed  by  situations  at 
home.  Now  is  the  time  to  get  away  for 
short  periods,  at  least,  and  forget  the  trials 
and  tribulations  of  the  present  day.  Come 
to  New  Orleans  with  a mind  keen  to  learn 
and  anxious  to  obliterate  present  day  wor- 
ries for  a period  of  time.  It  would  do 
every  man  in  the  medical  profession  in  Lou- 
isiana good  to  get  away  from  his  work  for  a 
week  and  no  time  is  like  the  present.  So 
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do  it  now.  Come  to  the  meeting  prepared 
to  learn  and  to  enjoy.  New  Orleans  wel- 
comes you ! 


THE  SPECIFIC  INFECTIOUS 
DISEASES. 

The  recent  mortality  statistics  of  Louisi- 
ana for  the  year  1929  bring  to  light  some 
interesting  data  in  conjunction  with  the 
occurrence  and  frequency  of  the  specific 
infectious  diseases.  The  figures  illustrate 
most  magnificently  the  excellent  results  that 
have  been  obtained  in  the  limitation  of  the 
dissemination  and  spread  of  these  diseases. 
Typhoid  fever,  for  example,  has  occasioned 
only  222  deaths  in  the  year  1929  in  Louisi- 
ana, whereas  25  yeai's  ago  the  death  rate 
was  in  the  thousands.  Not  a single  death 
occurred  from  smallpox.  Malaria  caused 
203  deaths ; probably  each  and  every  one  of 
these  deaths  could  have  been  prevented. 
The  malaria  death  rate  in  Louisiana,  how- 
ever, is  much  less  than  it  is  in  the  neigh- 
boring states  of  Florida,  Alabama  and  Geor- 
gia. In  the  first  state,  there  were  441 
deaths  in  1929,  in  Florida  480,  and  in 
Georgia,  683.  Of  course  it  is  possible  to 
see  that  many  of  the  cases  of  malaria  were 
mis-diagnosed  in  those  states  where  the 
death  rate  was  so  high.  Probably  this  was 
true  in  Louisiana,  but  on  the  other  hand 
credit  must  be  given  to  the  great  bulk  of 
our  profession  for  demanding  positive  blood 
smears  for  the  diagnosis  of  malaria.  Menin- 
gococcus meningitis  is  on  the  increase,  65 
deaths  occurring  in  the  state,  whereas  one- 
third  of  the  number  of  cases  of  acute  an- 
terior poliomyelitis  occurred  in  1929  as 
compared  with  1927.  Of  all  the  infectious 
diseases  excepting  tuberculosis,  syphilis  is 
way  to  the  fore.  There  were  555  cases  of 
syphilis  diagnosed  as  such  on  the  death  cer- 
tificates. A truer  picture  of  the  incidence 


of  syphilis  and  its  importance  in  causing 
illness  and  death  might  be  obtained  were  it 
possible  that  the  doctor  would  be  willing  to 
put  this  down  as  a cause  of  death  in  his 
private  clientele.  No  doubt  syphilis  also 
caused  death,  or  was  directly  responsible 
for  it  in  those  individuals  who  died  of 
aneurysm  (241) , in  many  who  died  of  heart 
disease  (1,335),  or  cirrhosis  of  the  liver 
(209).  It  might  be  added  that  the  doctors 
in  Louisiana  are  probably  more  truthful 
than  their  colleagues  elsewhere  in  the 
United  States,  as  a total  number  of  deaths 
from  syphilis  in  this  country  was  16,188 
among  1,386,363  deaths  from  all  causes,  a 
much  higher  proportionate  rate  in  Louisi- 
ana than  is  shown  by  the  figures  from  all 
the  states  in  the  country  as  a whole. 

Of  the  known  to  be  non-infectious 
diseases  that  are  of  interest  to  our  section 
of  the  country,  pellegra  caused  285  deaths, 
50  more  people  dying  of  this  disease  than 
died  from  diabetes  mellitus.  In  Georgia 
there  were  878  pellegra  deaths,  in  Ala- 
bama 667,  and  in  Florida  315.  These  fig- 
ures well  illustrate  the  importance  of  this 
disease,  particularly  when  one  considers 
that  it  is  rather  exceptional  for  a pellagrin 
to  die  directly  as  a result  of  a disease.  If 
the  death  rate  is  as  high  as  it  is,  it  certainly 
must  indicate  that  there  are  a tremendous 
number  of  patients  suffering  from  this  dis- 
order. In  conjunction  with  pellegra  it  may 
be  said  that  there  were  6,793  deaths  from 
this  cause  in  the  whole  United  States,  and 
that  practically  all  of  them  occurred  in  the 
Southern  States. 

One  might  conclude  from  a study  of  these 
statistics  that  most  of  the  infectious 
diseases  are  well  under  control  as  a result 
of  public  health  measures  and  the  intelli- 
gent cooperation  of  physicians  with  the 
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public  authorities;  that  apparently  tuber- 
culosis and  syphilis  are  by  far  the  most 
common  causes  of  death  in  the  list  of  in- 
fectious diseases ; that  the  menace  of  these 
two  dreaded  diseases  is  ever  before  us  and 
that  they  should  be  and  must  be  abated  be- 
fore it  can  be  said  truthfully  that  we  have 
lai  gel\  gotten  rid  of  transmittable  diseases. 


THE  THYROID  HEART. 

It  is  an  apt  aphorism  that  proper  diag- 
nosis is  the  basis  of  all  treatment,  whether 
it  be  surgical  or  medical.  This  applies  par- 
ticularly and  with  considerable  force  to  the 
recognition  of  thyroid  disease,  a condition 
often  unrecognized  and  presenting  many 
unusual  manifestations,  which  may  cripple 
patients  because  it  is  not  properly  differen- 
tiated from  some  other  disorder  and  hence 
improperly  or  inadequately  treated.  It  is 
always  unfortunate  when  such  diagnostic 
difficulties  arise,  especially  if  the  thyroid 
disturbance  is  quite  pronounced  as  the 
patient  is  not  given  the  opportunity  of  be- 
ing helped,  as  they  can  be,  by  thyroidec- 
tomy. Roth  the  surgeon  and  the  prac- 
titioner should  appreciate  the  fact  that,  as 
Levine*  has  so  critically  pointed  out,  the 
symptoms  of  hyperthyroidism  may  be 
obscured  by  the  more  obvious  cardiac  symp- 
toms. Often  the  underlying  casual  factor, 
the  thyroid  dysfunction,  is  not  recognized 
and  the  patient  is  presumed  to  have  only 
heart  disease.  There  exists  most  certainly 
a definite  group  of  patients  who  are  treated 
for  heart  disease  but  who  also  have  a latent 
and  unrecognized  hyperthyroidism,.  One 

Levine,  Samuel  A.:  Unrecognized  hyperthyroid- 
ism masked  as  heart  disease,  Ann.  Int.  Med 
4:67-80,  1930. 


of  the  important  diagnostic  criterion  for 
the  recognition  of  the  condition  is  a high 
basal  metabolic  rate.  The  heart  condition 
is  no  bar  to  operation,  and  these  people  are 
lelieved  by  subtotal  thyroidectomy.  Levine 
stresses  the  occurrence  of  thyrotoxicosis 
unrecognized  in  many  instances  because  of 
failure  to  appreciate  evidence  of  increased 
metabolism  but  Morris*  believes  that  many 
cases  of  thyroid  heart  disease  exist  with 
a low  basal  metabolism  rate,  in  patients 
whose  cardiac  disease  may  be  materially 
helped  by  a thyroidectomy.  Unfortunately 
and  frequently,  the  myocardium  has  been 
definitely  damaged  by  the  thyroid  intoxi- 
cation, but  in  many  instances  to  a surpris- 
ingly degree  such  patients  have  im- 
proved in  spite  of  the  fact  that  their  basal 
metabolic  rate  has  been  low  when  the  sub- 
total thyroidectomy  has  been  performed. 
In  this  group  of  patients  the  response  to 
opeiative  procedures  differs  in  no  way  from 
that  of  patients  who  have  comparable  symp- 
toms plus  an  increase  in  the  metabolic  rate. 

The  lessons  to  be  learned  from  these  two 
papers  are:  be  everlastingly  on  the  watch 
for  thyroid  disease;  have  metabolic  estima- 
tions made  on  patients  who  present  symp- 
toms of  heart  disease  of  an  indefinite 
etiology;  recognize  the  fact  that  heart 
disease  due  to  thyroid  involvement  may  be 
seen,  as  Morris  expresses  it,  even  after  the 
thyroid  burns  out;  and  to  grasp  the  fact 
who  may  or  may  not  have  increased  meta- 
bolic rates  may  be  materially  aided  and 
often  practically  cured  by  a subtotal  thy- 
roidectomy. 

*Morris,  Roger  S.r  The  “thyroid  heart”  with 
low  basal  metabolic  rate,  Am.  Jour.  Med.  Sci., 
181:297-301,  1931. 
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CLINICO-PATHOLOGICAL  CONFERENCE  AT 

OUR  LADY  OF  THE  LAKE  SANITARIUM. 

A Clinico-pathological  Conference  was  held  at 
Our  Lady  of  the  Lake  Sanitarium  on  March  4 
with  the  following  physicians  present:  Jas.  M. 
Adams,  W.  H.  Cook,  S.  J.  Goldfain,  W.  K.  Ir- 
win, T.  S.  Jones,  L.  F.  Lorio,  C.  A.  Lorio,  J.  H. 
McCaa,  H.  G.  Morris,  H.  T.  Nicolle,  T.  C.  Paul- 
sen, H.  G.  Riche,  J.  J.  Robert,  E.  O.  Trahan,  C. 
A.  Weiss,  L.  J.  Williams,  and  J.  A.  Tucker. 

The  meeting  was  presided  over  by  Dr.  Riche. 

The  following  cases  were  discussed: 

1.  — Hyperthyroidism  by  Dr.  T.  S.  Jones. 

2.  — Perforation  of  the  intestines,  by  Dr.  C.  A. 
Lorio. 

3.  — Cirrhosis  of  the  liver  and  amebiasis  by  Dr. 
E.  O.  Trahan. 

The  following  is  a synopsis  of  the  cases: 

Case  No.  1. — Miss  Mary  M.  White,  female,  age 
30.  Admitted  Jan.  16,  1931.  Discharged  Jan.  26, 
1931. 

Chief  Complaint. — Nervousness  and  tightness  of 
throat  about  December,  1929.  Consulted  physician 
2 months  ago.  At  that  time  she  had  lost  a little 
weight.  Temp.  99.4°,  pulse  120°.  Twitching  and 
nervous.  Left  lobe  of  thyroid  noticeably  enlarged. 
Three  B.  M.  R.  were  widely  different,  made  on 
the  same  day,  with  same  machine  and  by  same 
technichian.  Later  a test  was  normal.  She  was 
placed  on  a non-stimulating  bland  diet,  laxative, 
quiet  life,  phenobarbital  drachm  1 four  times 
daily.  Lugol’s  solution  M x t.  i.  d.  One  week  ago 
she  was  advised  to  add  to  the  above,  digitalis  m 
VI  t.  i.  d.  and  alkazone  drams  half  twice  a day 
and  to  rest  some  each  day. 

Physical  Examination. — Temp.  99°.  Height, 
65  inches.  Weight,  105.  Pulse  80  regular.  B.  P. 
120/80.  Respiration  18. 

The  remainder  of  the  examination  was  nega- 
tive except  for  an  enlargement  of  the  left  lobe 
of  the  thyroid  which  is  also  rounded. 

Laboratory  Examinations. — Jan.  1<.  Uiine 
neutral,  1012,  positive  indican.  W.  B.  C.  8,750, 
L 37,  M 8,  P 53,  E 2. 

Operation,  Jan.  17.— Thyroidectomy  using  low 
collar  incision.  The  findings  at  the  operation  were 
a right  lobe  enlarged  100  per  cent  with  about 
25  per  cent  of  normal  gland  left  at  the  upper 
pole.  Muscles  adherent  to  cyst  and  capsule  on 
the  right  side. 


Progress  Notes. — Patient  made  a rather  un- 
eventful recovery  being  nauseated  for  the  first 
two  days  and  severe  reaction.  Sutures  were  re- 
moved on  Jan.  26  when  she  was  discharged  as 
cured.  She  was  instructed  to  remain  quiet  for  a 
week  and  to  take  Lugol  m V and  Elix.  Pheno- 
barbitol  drachm  1 tid. 

Case  No.  2. — Mr.  E.  J.  W.  White,  male,  age 
35,  Admitted  Jan.  23,  1931,  died  Jan.  27,  1931. 

Chief  Complaint. — Patient  admitted  to  the  Sani- 
tarium in  a jaundiced  condition  with  pain  in  the 
lower  abdomen  and  constant  vomiting.  Complains 
that  his  kidneys  do  not  function  properly. 

Past  History. — Negative  except  for  previous 
dysentery  of  some  duration. 

Physical  Examination. — Entirely  negative  ex- 
cept for  jaundice. 

Laboratory  Examinations. — Urine:  acid,  1.009, 
albumen  15  per  cent,  no  casts,  large  amount  of 
pus  and  pus  clumps.  Stool:  occult  blood  present, 
mucus  large  amount,  ova  and  parasites  none 
found.  Hb.  55  per  cent,  C.  I.  0.63,  RBC  4,- 
000,000,  WBC  4,750,  L 13,  M 3,  P 84,  No  plas- 
modia  found.  Wassermann  negative.  Jan.  27,  1931, 
patient  vomited  frequently  sometimes  clear  and 
sometimes  bloody.  His  stools  were  at  times  green- 
ish while  at  other  times  they  were  dark  and  con- 
tained blood.  Patient  also  had  nosebleed. 

Temperature  ranged  from  96°  to  100.6’.  Pulse 
from  65  to  100. 

Treatment. — Emetine  gr.  ss,  purgation,  flushes, 
hot  packs,  and  saline  drip  together  with  gastric 
lavage. 

Patient  did  not  retain  nourishment  and  did 
not  void.  He  had  to  be  catheterized. 

Working  Diagnosis. — Acute  nephritis,  chole- 
cystitis, hypertrophic  liver,  probable  gastric  or 
duodenal  ulcer. 

Body  of  white  male  35  years  old.  Body  length 
66  inches;  well  nourished;  jaundiced;  pupils 
dilated;  no  rigor  mortis  present;  post  mortem 
lividity  present. 

Chest. — Both  lungs  are  apparently  normal,  ex- 
cept for  hypostatic  congestion.  Microscopical 
shows  hyperaemia  and  some  of  the  air  cells  are 
filled  with  pneumonic  exudate  in  various  stages, 
while  others  show  an  edematous  condition.  Heart 
apparently  normal. 

Abdomen. — Stomach  is  normal  externally. 
There  is  no  evidence  of  ulcer.  The  mucosa  shows 
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a very  large  number  of  petechial  hemorrhages. 
The  microscopical  examination  shows  an  extreme 
hyperaemia  especially  near  the  surface  of  the 
mucosa.  Other  areas  show  petechial  hemorrhages. 
The  muscular  coats  are  not  hyperaemic. 

Small  intestines  show  hemorrhages  in  the  omen- 
tum. These  are  of  various  sizes.  The  intestines 
are  distended  with  gas.  On  opening  the  lumen, 
the  terminal  ilium  shows  a large  number  of 
papillomatous  growths.  In  between  these,  there 
are  placed  irregularly  on  the  wall  with  no  special 
reference  to  Peyer’s  patches  or  direction  of  the 
gut. 

Large  intestines  show  numerous,  various  sized 
ulcerations,  some  partially  healed  while  others  are 
apparently  more  active.  There  are  also  a few 
hemorrhagic  areas.  At  the  ring  formed  by  the 
ileocaecal  valve,  there  is  an  almost  complete  ring 
of  ulcers.  Appendix  is  normal,  retro-caecal. 

The  miscroscopical  examination  shows  the  papil- 
lomatous areas  to  be  composed  of  a protruding 
portion  which  consists  of  necrotic  material  rest- 
ing on  the  surface  of  a hyperaemic  tissue  com- 
posed of  round  cells  leukocytes,  connective  tissue 
cells  and  broken  down  cells.  All  glandular  tissue 
in  the  section  has  been  destroyed.  There  are 
petechial  hemorrhages.  A few  amoeba  can  be 
seen. 

Spleen  is  extremely  large  measuring  14x16x6 
cm.  It  is  friable.  The  capsule  tears  easily.  On 
section  the  pulp  is  dark  purplish  with  the  trabe- 
culae well  marked.  The  pulp  scrapes  off  easily. 
The  microscopical  shows  an  hyperplasia  of  con- 
nective tissue.  The  organ  is  filled  with  blood. 
The  Malpigian  corpuscles  are  ill  defined.  In  cer- 
tain areas  there  is  found  a very  large  amount  of 
blood  but  practically  no  pulp. 

Liver  is  greatly  enlarged.  Mottled  yellow  and 
green.  On  section  the  mottling  is  more  apparent. 
There  is  apparently  an  increase  of  connective  tis- 
sue. The  gall-bladder  is  full.  The  duct  is  some- 
what kinked  by  a few  adhesions.  There  are  no 
stones.  The  microscopical  examination  shows  the 
hyperplasia  of  connective  tissue,  the  bile  capil- 
laries are  apparently  distended  and  deeply  stained 
with  bile.  In  certain  areas  there  is  apparently 
a beginning  of  fatty  degeneration. 

The  kidneys  are  very  large  measuring  15x8x5. 
The  capsules  peel  off  easily  leaving  a smooth  sur- 
face. On  section  there  is  as  a thickening  of  the 
cortical  portion.  The  entire  organ  is  hyperaemic. 
The  cortex  measure  15  mm  thick.  On  microscopi- 
cal examination  there  is  a general  hyperaemia, 
cloudy  swelling  of  the  epithelium  of  the  con- 
voluted tubules. 


The  pancreas  is  increased  in  size,  hard.  The 
head  especially  is  much  larger  than  normal.  The 
microscopical  examination  shows  a slight  increase 
of  connective  tissue  but  no  malignancy. 

All  the  organs  of  the  body  are  bile  stained. 

The  contents  of  the  entire  gastro-intestinal 
tract  is  black  and  contains  a large  amount  of 
blood. 

Pathological  diagnosis. — Hypertrophic  cirrho- 
sis of  the  liver;  acute  spleenitis;  gastric  hemor- 
rhages; acute  nephritis;  pancreatitis  (?);  amebic 
dysentery. 

Mr.  J.  W.,  admitted  Oct.  24,  1930,  died  Feb.  18, 
1931,  age  32,  white  male. 

Chief  Complaint. — -On  the  night  of  October 
23  patient  was  stricken  with  a cramp  like  pain, 
extending  all  over  the  abdomen.  The  pain  was 
accompanied  with  nausea  and  vomiting.  It  lasted 
throughout  the  night  and  on  consulting  his  physi- 
cian was  advised  to  come  to  the  Sanitarium. 

Operative  Record. — Oct.  24.  On  opening  of 
the  abdomen,  free  fluid  and  fecal  material  was 
found.  There  was  a rupture  of  the  small  intes- 
tine. Appendix  normal,  pylorus  normal,  gall- 
bladder normal,  liver  adherent  to  anterior  ab- 
dominal wall.  Small  intestines  distended.  A drain- 
age tube  was  inserted  in  the  small  intestines.  This 
was  brought  out  through  a small  stab  wound  in 
left  lower  abdomen. 

Due  to  intestinal  obstruction  an  enterostomy 
was  performed. 

Jan.  26.  On  this  date  an  entero-enterostomy 
was  again  performed. 

Laboratory  Reports. — Oct.  24,  Urine,  alk,  1023, 
albumen  trace,  WBC  14,000,  L 7,  M 2,  P 90, 
E 0,  B 1;  Widal  negative;  Wasserman  Negative. 
L 9,  M3,  P 88,  E 0,  B 0.  No  plasmodia  found. 

Temperature  of  septic  type.  Respirations  were 
between  twenty  and  thirty. 

Treatment  consisted  of  Dakin  and  saline  irri- 
gations of  the  wounds,  saline  and  glucose  drips, 
and  symptomatic  medication. 

Partial  autopsy. — The  liver,  stomach,  pancreas 
and  small  and  large  intestines  were  removed. 

Liver  measured  25x16  10  cm.  Mottled  gray  and 
pink.  It  was  adherent  posteriorly.  There  were 
also  adhesions  anteriorly  to  the  omentum  and 
longer  adhesions  to  the  small  intestines.  The  gall- 
bladder measured  10x6  cm. 

The  stomach  was  thickened  on  the  lower  cur- 
vature. There  was  no  ulcer  found. 
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The  small  intestines  were  all  matted  together 
by  old  adhesions.  Certain  areas  felt  thicker  than 
others.  There  were  two  distinct  perforations  and 
there  was  one  anastamosis. 

The  large  intestines  were  thickened  in  areas. 
This  was  especially  noticeable  about  six  inches 
above  the  sigmoid,  where  there  was  a perforation. 

All  of  the  mesenteric  glands  were  enlarged. 

Microscopical. — Liver  shows  extreme  fatty  de- 
generation with  an  occasional  small  area  of  fairly 
normal  liver  cells.  There  is  a general  hyperaemia. 

Small  intestines. — These  show  an  organized 
exudate  over  the  peritoneal  covering.  There  is  a 
general  hyperaemia  with  a leukocytic  infiltration. 
There  is  hyperplasia  of  fibrillar  connective  tissue 
in  the  submucosa.  There  is  an  inflammatory  re- 
action in  the  mucosa  with  cloudy  swelling  arid 
granular  degeneration.  In  many  instances  folds 
of  the  mucosa  are  apparently  attached  to  each 
other  by  scar  tissue  and  form  two  distinct  lumens; 
one  large  and  one  small.  The  lymph  glands  iri  the 
wall  of  the  intestine  are  greatly  enlarged.  They 
show  masses  of  epitheloid  cells,  hyaline  degenera- 
tion and  in  some  areas  grouping  suggesting  tuber- 
cles although  no  giant  cells  could  be  found. 

The  lymphatic  glands  of  the  mesentery  show 
hyperaemia,  some  fibrosis  and  hyaline  degenera- 
tion. There  is  also  extensive  leukocytic  infiltra- 
tion. 


FRENCH  HOSPITAL. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Friday,  February  27,  1931, 
by  Dr.  M.  J.  Lyons  presiding.  Those  present  were: 
Drs.  G.  C.  Anderson,  C.  J.  Brown,  F.  Gallo,  W. 
H.  Harris,  F.  Loria,  M.  J.  Lyons,  P.  Graffagnino, 
S.  C.  Lyons,  L.  J.  Menville,  J.  Palermo,  I.  L. 
Rolling,  J.  F.  Sicomo,  G.  L.  Smith,  E.  Socola, 
and  W.  R.  Strange. 

The  reports  of  deaths  and  discharges  for  the 
month  of  January  were  read  by  the  secretary. 
Dr.  Graffagnino  presented  two  cases;  one  of 
Carcinoma  of  Rectum  and  the  other  of  Recur- 
rent Epithelioma  of  Breast.  He  stated  that  the 
tumor  in  the  latter  case  was  growing  so  fast  that 
hardly  nothing  would  have  helped.  The  cases 
were  opened  to  discussion  and  Dr.  Menville  said 
that  Dr.  Bloodgood  of  Johns  Hopkins  is  of  the 
opinion  that  irradiation  before  the  operation  takes 
a valuable  place  in  checking  metastasis. 

The  scientific  program  for  this  meeting  was  a 
talk  by  Dr.  W.  H.  Harris  on  the  “Etiology  of 
Cancer.”  Dr.  Harris  first  traced  the  history  of 
cancer  from  its  earliest  times  to  Hippocrates  who 


described  it  as  “indolent  ulcer”  and  on  through 
the  ages  to  the  present  differentiation  of  tumor 
formation.  The  five  theories  on  the  causation  of 
these  growths  are: 

1.  Ribbert’s  theory  that  epithelial  cells  are 
cut  off  by  eonenctive  tissue  growth  and  grow 
at  random. 

2.  Chronic  inflammatory  lesions  are  the  re- 
sponsible factor. 

3.  The  latent  cell  theory,  that  is,  at  time  of 
birth  there  are  incorporated  body  cells  that 
have  the  potentiality  of  taking  on  cancerous 
formation. 

4.  Heredity. 

5.  Infection  or  parasitic  invasion. 

Dr.  Harris  concluded  with  the  statement  that 
the  general  opinion  of  the  causation  of  cancer 
that  prevails  relegates  itself  back  to  one  basic 
factor — the  misplacement  of  cells. 

Another  feature  of  the  evening  was  a moving 
picture  of  the  removal  of  tonsils  with  electro- 
coagulation, presented  by  Mr.  Harvey  of  the  G. 
E.  X-ray  Corporation.  This  method  is  particularly 
useful  for  tonsils  that  are  inoperable  because  of 
the  physical  constitution  of  the  patient. 

There  being  no  further  business  the  meeting 
adjourned. 

CULBERT  J.  BROWN,  M.  D. 


MISSISSIPPI  STATE  HOSPITAL,  FONDREN. 

Staff  Meeting,  February,  1931. 

Abstract. — Diabetes  Mellitus  Associated  with 
Morphinism. — Dr.  R.  B.  Zeller. 

Case  Report. — White,  male,  age  60,  widower. 

Family  History. — Has  no  bearing  on  case. 

Personal  History. — Usual  diseases  of  childhood. 
Influenza  at  the  age  of  48.  Never  used  alcoholic 
beverages  extensively.  Began  using  morphine  at 
the  age  of  56  following  excessive  worry.  Admitted 
to  the  Mississippi  State  Hospital  August  22,  1930, 
under  the  influence  of  morphine.  Examination 
revealed  extension  of  cardiac  dullness  to  the  left 
anterior  axillary  line.  Heart  sounds  somewhat  in- 
distinct, but  no  murmurs.  Blood  pressure  143/90. 

Laboratory:  Stool  examination  negative  for 
parasites;  urinalysis — rare  hyaline  casts,  no  al- 
bumin; specific  gravity,  1.028,  acid  reaction;  blood 
Wassermann  negative. 

On  Sept.  24  had  received  no  narcotics  of  any 
kind  for  a period  of  25  days.  He  had  failed  to 
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show  the  usual  improvement  following  withdrawal 
of  the  drug.  Patient  complains  of  angina-like 
pains  about  the  heart,  dizziness  and  frequency 
of  micturition.  On  re-examination  at  this  time, 
blood  pressure  192/98.  Urinalysis — No  casts, 
specific  gravity  1.032,  sugar  4-plufe.  Blood — 
Urea  nitrogen  11.2  mgms.  and  sugar  300  mgms. 
per  100  cc. 

Patient  was  now  given  insulin  up  to  60  units 
daily  without  any  perceptible  effect  either  on  the 
blood,  sugar  or  patient’s  symptoms.  Urinalysis 
still  showed  sugar  4-plus. 

On  Oct.  8,  the  patient  was  given  one-quarter 
grain  morphine  in  the  morning  and  the  same 
amount  in  the  afternoon,  and  subsequently  one- 
half  grain  daily. 

The  patient  began  improving  clinically.  He 
was  granted  leave  Oct.  25,  at  which  time  the 
urine  was  free  of  sugar,  the  blood  sugar  had 
dropped  to  165  mgm  per  100  cc.  and  the  blood 
pressure  was  162/96. 

Treatment.— The  insulin  was  given  in  divided 
doses  twice  a day.  Patient’s  diet  was  restricted 
as  to  carbohydrates  as  far  as  possible. 

Comment. — No  conclusions,  of  course,  can  be 
drawn  from  a single  case  but  it  is  interesting  to 
note  that  no  improvement  at  all  occurred  in  the 
patient  even  with  60  units  of  insulin  daily  until 
he  was  given  a small  amount  of  morphine  each 
day.  Also  with  morphine  the  same  amount  of 
insulin  did  benefit  the  patient. 

The  patient  had  shown  no  symptoms  at  all  of 
diabetes  until  the  morphine  to  which  he  was  ac- 
customed was  withdrawn. 

This  might  suggest  that  the  continued  use  of 
morphine  interferes  with  carbohydrate  metabolism 
in  some  cases  to  such  an  extent  that  when  once 
established  the  system  requires  the  continued  use 
of  the  drug  to  maintain  the  equilibrium. 

VICKSBURG  HOSPITAL. 

Staff  Meeting,  February  12,  1931. 

Abstract. — Headaches  Due  to  Eye  Strain. — Dr. 
Edley  H.  Jones. 

The  essayist  remarked  that  probably  headaches 
were  the  most  frequent  symptom  that  patients 
complained  of  and  stated  in  his  opinion  that  eye 
strain  was  second  in  the  order  of  frequency  of 
cause,  constipation  unquestionably  being  the  most 
frequent  cause. 

The  essayist  remarked  that  there  were  three 
different  types  of  eye  strain  with  combinations 
of  them,  discussing  symptoms  and  severity. 


He  reviewed  the  typical  symptoms  of  eye  strain 
with  which  all  are  familiar  and  which  are  easily 
diagnosed.  He  stated  it  was  atypical  cases  that 
were  difficult  to  diagnose  and  which  frequently 
the  general  physician  saw  first.  After  discussing 
the  various  symptoms,  he  reported  the  following 
cases,  demonstrating  certain  atypical  types. 

Case  No.  1. — Dr.  P.,  white,  male,  mai-ried,  age 
32,  surgeon,  presented  himself  Nov.  29,  1930,  com- 
plaining of  eyes  burning  and  being  uncomfortable. 
He  had  worn  the  same  glasses  for  some  five  years 
and  thought  they  needed  changing.  Examination 
revealed  that  his  correction  did  not  need  to  be 
changed,  but  on  going  over  his  environment  it 
was  found  that  he  was  subjected  to  a good  deal 
of  glare.  A Cruxite  lens  eliminating  glare  was 
prescribed,  using  the  same  correction,  which  elimi- 
nated the  glare  and  relieved  the  patient. 

Case  No.  2. — Mrs.  P.,  wThite,  female,  age  20, 
housewife,  consulted  her  family  doctor,  complain- 
ing of  headaches.  A general  physical  examination 
revealed  nothing  other  than  constipation.  He  pre- 
scribed for  this,  but  referred  her  for  examination 
of  the  eyes.  Eye,  ear,  nose  and  throat  examina- 
tions revealed  that  she  not  only  had  a hyperopic 
astigmatism,  but  that  she  also  had  a mild  catarrhal 
ethmoiditis.  Experience  has  shown  that  it  is  best 
to  clear  up  these  mild  ethmoid  conditions  before 
prescribing  glasses;  the  results  are  more  satisfac- 
tory. Accordingly  she  was  treated  for  about  two 
weeks  and  glasses  were  prescribed,  Nov.  10,  1930. 
She  had  prompt  relief  from  her  symptoms. 

Case  No.  3. — Mr.  L.  White,  male,  married,  age 
32,  motion  picture  operator.  On  Sept.  14,  1930, 
he  consulted  his  family  physician,  complaining  of 
attacks  of  vertigo.  A general  physical  examina- 
tion was  negative  and  he  was  referred  for  exami- 
nation. He  was  found  to  have  a hyperopic  as- 
tigmatism which,  when  corrected,  relieved  him 
of  his  attacks  of  dizziness. 

Case  No.  4.- — Mrs.  McD.  This  patient  had  been 
seen  previously  with  a bilateral  chronic  purulent 
maxillary  sinusitis,  which  had  been  operated  upon. 
She  got  along  very  nicely  for  about  a year  when 
she  consulted  her  family  physician,  complaining 
of  nervousness  and  headaches.  He  found  her  to 
have  an  adenomatous  goiter,  which  he  operated 
upon.  After  the  operation  she  continued  to  have 
some  headaches,  though  not  as  severe  as  pre- 
viously. She  had  worn  glasses  all  of  her  life  and 
she  wras  referred  to  have  her  eyes  examined.  Ex- 
amination revealed  a myopic  astigmatism,  which 
her  glasses  did  not  entirely  correct.  She  was  re- 
facted,  the  correct  correction  prescribed  April  19, 
1930,  and  since  that  time  she  has  had  no  further 
trouble. 
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VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting,  March  9,  1931. 

Abstract. — Cyst  of  Mesentery  with  Gonococcus 
Present  in  the  Aspirated  Fluid  and  Associated 
with  Acute  Appendicitis. — Dr.  J.  A.  K.  Birchett, 
Jr. 

Patient. — Colored,  female,  age  30,  married,  no 
children,  no  miscarriages.  Admitted  to  hospital 
February  21,  1931. 

Chief  Complaint. — Pain  in  abdomen,  of  sudden 
onset,  with  fever. 

History  of  Chief  Complaint. — After  eating  sup- 
per four  nights  ago  went  to  bed  feeling  nauseated. 
After  sleeping  for  several  hours  was  awakened 
by  severe  pain  in  the  upper  abdomen  and  vomiting. 
Family  physician  was  called  and  gave  her  hypo- 
dermic and  told  her  that  she  had  acute  indiges- 
tion. Hypodermic  gave  no  relief.  Next  morning 
pain  was  again  felt  but  was  general  over  the  ab- 
domen and  all  nourishment  taken  was  promptly 
vomited.  Temperature  as  high  as  103°F. 

The  next  day  doctor  again  saw  her  and  ad- 
vised her  to  go  to  a hospital  for  operation  as 
he  thought  the  condition  at  the  second  observa- 
tion was  acute  appendicitis.  She  did  not  take 
his  advice  at  once  but  waited  until  the  next  day 
when  her  condition  became  more  aggravated. 

Past  History. — Influenza;  malaria;  several  at- 
tacks of  tonsilitis;  no  pregnancies.  Negative 
respiratory  history;  negative  digestive  history. 
Negative  circulatory  history.  Menstrual  history 
gave  some  evidence  of  dysmenorrhea  and  metor- 
rhagia  at  times.  Genito  Urinary — some  leucorrhea 
for  past  three  or  four  years;  no  urinary  symptoms. 

Family  History. — No  tuberculosis;  no  cancer; 
father  well;  mother  well;  two  brothers  well;  two 
sisters  well. 

Physical  Examination. — Fat,  well  developed  ne- 
gro female  walked  into  clinic.  Temperature 
101°F.;  pulse  130;  respiration  18.  Few  rales  in 
right  base  with  cough  but  x-ray  gave  negative 
findings.  Heart  very  rapid,  regular,  weak;  no 
murmurs.  Abdomen — fat,  distended,  tympanitic, 
tender  over  all  quadrants,  but  most  marked  over 
right  lower  quadrant.  Pelvic — complained  of  pain 
but  no  masses  made  out.  Some  leucorrheal  dis- 
charge. Cervix  negative  except  for  mucoid  dis- 
charge. Smears  did  not  show  gonococci. 

The  blood  count  was  markedly  elevated, — 29,- 
900  total  leukocytes,  with  82  per  cent  neutro- 
philes,  twenty  of  which  were  immature  forms. 
The  urine  showed  pus  cells  and  evidence  of  acute 
nephritis,  ie,  fresh  blood,  hyaline  and  granular 


casts.  Wassermann,  Kahn,  and  Kline  and  Young 
tests  on  blood  negative. 

A diagnosis  of  acute  appendicitis  with  general 
peritonitis  was  made  with  the  possibility  of  an 
acute  pyosalpinx  in  mind. 

Procedure. — After  administration  of  1,000  cc. 
of  5 per  cent  glucose  in  the  vein,  patient  was 
sent  to  surgery  where  under  spinal  anaesthesia 
a right  rectus  incision  was  made  to  facilitate  am- 
ple exploration.  The  peritoneum  was  deeply  con- 
gested and  contained  free  fluid.  The  transverse 
and  ascending  colon  were  purplish  as  if  there 
might  be  mesenteric  torsion  with  obstruction  of 
venous  return.  A large  cystic  mass  about  the 
size  of  a five  month’s  pregnancy  and  of  same  con- 
sistancy  as  a pregnant  uterus  covered  the  whole 
lower  abdomen  and  pelvic  area.  A cystic  mass 
at  the  normal  location  of  the  cecum  and  which 
was  at  first  taken  for  a congested  cecum,  proved 
to  be  a cyst  which  after  aspiration  allowed  the 
cecum  to  be  observed  and  the  appendix  located. 
After  the  smaller  cyst  was  aspirated  and  specimen 
for  examination  taken  the  larger  cyst  which  was 
in  the  mesentery  of  the  small  intestine  was  as- 
pirated and  a half  gallon  of  straw  colored  fluid 
was  withdrawn.  Some  loops  of  small  intestine 
were  closely  attached  to  the  cystic  mass  due  to 
its  formation  in  the  subserous  position.  After 
the  collapse  of  the  mass,  all  viscera  were  readily 
accessable  to  exploration.  Left  tube  and  ovary 
were  a cystic  mass.  The  uterus  was  small.  The 
right  tube  showed  chronic  inflammatory,  was 
rather  thick,  and  adherent  to  the  pelvic  perito- 
neum. 

The  gallbladder  and  stomach  were  negative. 
The  appendix  was  of  the  high  retrocecal  type 
with  two-thirds  of  its  distal  portion  extraperitoneal 
along  the  body  of  the  psoas  muscle.  It  was  re- 
moved with  some  difficulty,  due  to  the  short  high 
mesentery,  necessitating  several  ligatures.  There 
was  evidence  of  acute  inflammatory  but  no 
gangrene  and  it  was  not  the  chief  cause  of  the 
extensive  peritoneal  reaction.  It  probably  was 
the  activating  cause  of  a flare  up  of  the  acute 
abdomen.  The  cysts  in  the  mesentery  were  closed, 
not  trying  to  do  a tedious  dissection  in  the  face 
of  so  much  peritoneal  irritation.  The  abdomen 
was  closed  without  drainage  and  patient  made 
an  uneventful  recovery. 

An  interesting  fact  in  this  case  was  that  the 
fluid  removed  from  the  cyst  and  apparently  clear, 
contained  pus  cells  and  an  organism  which  was 
gram  negative  and  occurred  intracellularly,  con- 
sistent in  appearance  with  the  gonococcus.  This 
organism  very  probably  has  lain  dormant  in  the 
cystic  formation  since  some  previous  peritoneal 
infection  although  patient  did  not  give  any  his- 


Hospital  Staff  Transactions 


731 


tory  of  a previous  serious  illness  such  as  pelvic 
peritonitis. 

Abstract.  — Meningococcic  Meningitis  with 
Autopsy  Findings. — Dr.  G.  C.  Jarratt. 

Patient. — White,  male,  infant,  14  months  old. 
Admitted  to  hospital  on  January  26  at  6 P.  M. 

Chief  Complaint. — Fever,  nausea  and  vomiting. 

Present  Illness. — Mother  stated  that  child  was 
convalescent  from  recent  illness,  and  had  begun 
to  take  nourishment  and  play,  with  no  fever  for 
past  four  days.  About  noon  of  day  of  admission, 
fever  was  104°F.,  and  patient  began  to  vomit 
everything  taken.  Vomiting  had  continued  up  to 
the  time  of  admission.  Fever,  however,  had 
dropped  to  99°  F.  at  4 P.  M. 

Past  History. — No  illness  of  any  consequence 
up  to  the  last  of  December,  1930.  Child  was  ad- 
mitted to  this  hospital  on  Jan.  10,  1931,  with  a 
history  of  pneumonia  beginning  15  days  pre- 
viously. Had  recovered  from  pneumonia,  but  tem- 
perature remained  up  and  two  days  prior  to  this 
admission  began  crying  with  earache,  bilateral. 
Bilateral  otitis  media  was  found  on  admission  and 
both  drums  were  incised  with  profuse  drainage  of 
pus  for  several  days.  The  right  ear  cleared  up 
but  left  continued  to  drain  and  temperature  re- 
mained normal  and  child  returned  home  with  in- 
structions as  to  treatment  of  draining  ear.  Child 
seen  four  days  later  and  the  ear  was  still  drain- 
ing slightly.  Temperature  had  remained  normal 
and  the  child  was  taking  nourishment  and  playful. 
Two  days  later  patient  returned  with  the  present 
illness. 

Family  History. — Father  and  mother  living  and 
well;  one  brother  living  and  well;  no  tuberculosis; 
no  miscarriages. 

Examination. — A well  developed  but  poorly 
nourished  and  dehydrated  child,  very  acutely  ill. 
Child  very  restless  and  tossing  head  about  and 
has  a very  anxious  look.  Anterior  and  posterior 
fontanelles  closed.  Both  pupils  markedly  dilated 
but  equal  and  react  to  light.  Nose,  not  remark- 
able. Ears— right  drum  normal;  left  drum  has 
opening  and  canal  filled  with  pus.  Mastoids — No 
redness,  swelling,  or  edema,  or  apparent  pain  over 
either  side.  Cervical  glands  on  left  side  of  neck 
enlarged  to  the  size  of  peanut  kernels,  hard, 
freely  movable,  and  not  painful.  Marked  stiff- 
ness of  neck  but  no  opisthotonus.  Lungs  and 
heart,  not  remarkable.  Abdomen,  extremities,  and 
genitalia,  not  remarkable.  Skin  shows  no  pur- 
puric spots  or  petechiae;  dry,  and  tissue  tugor 
very  poor. 

Central  Nervous  System. — Kernig’s  negative; 
ankle  clonus  negative;  Babinski  negative;  Brud- 


zinski  negative;  neck  rigid;  no  opisthotonus;  no 
twitchings  or  convulsions. 

Course  and  Treatment. — Jan.  26.  Spinal  punc- 
ture done  and  20  c.  c.  cloudy  turbid  fluid  with- 
drawn under  increased  pressure.  Cell  count,  4,095; 
polymorphonuclears,  82  per  cent,  lymphocytes, 
18  per  cent.  Stained  smears  revealed  many  pus 
cells  and  gram  negative  intra-  and  extracellular 
diplococci.  Culture  was  negative.  Fifteen  cc.  of 
Lederle’s  antimeningococcic  serum  was  given  in- 
traspinally  and  10  c.  c.  of  Lilly’s  concentrated  an- 
timeningococcic serum  and  15  c.  c.  of  Lederle’s 
antimeningococcic  serum  were  given  intrave- 
nously; 200  cc.  of  5 per  cent  glucose  solution 
given  by  clysis. 

Blood — Hemoglobin,  87  per  cent;  erythrocytes, 
5,024,000;  leukocytes,  21,500;  differential  leuko- 
cyte count,  polymorph,  neutrophiles  93  per  cent 
lymphocytes  7 per  cent;  no  malaria. 

Urine. — Albumin,  trace;  no  sugar;  no  acetone; 
no  casts;  no  pus  or  red  cells  in  sediment. 

Jan.  27,  9 A.  M.- — Very  little  improvement  in 
condition.  Spinal  puncture  done  and  20  c.  c.  of 
cloudy  fluid  under  increased  pressure  obtained. 
Administered  15  c.  c.  of  Mulford’s  serum  intra- 
spinally;  10  c.  c.  of  Lilly’s  concentrated  serum 
and  15  c.  c.  of  Mulford’s  antimeningococcic  serum 
intravenously.  4 P.  M. — Administered  200  c.  c. 
of  whole  citrated  blood  intravenously.  5:30  P. 
M. — Spinal  puncture  done  and  20  c.  c.  of  cloudy 
fluid  obtained.  Administered  15  c.  c.  of  Mulford’s 
antimeningococcic  serum  intraspinally ; 15  c.  c. 
of  Mulford’s  serum  and  10  c.  c.  of  Lilly’s  con- 
centrated serum  intravenously. 

Jan.  28,  9:30  A.  M. — General  condition  im- 
proved. Spinal  puncture  done  and  20  c.  c.  of 
cloudy  fluid  obtained  under  very  little  pressure. 
Administered  15  c.  c.  of  Lederle’s  antimening- 
ococci  serum  intraspinally;  15  c.  c.  of  Lederle’s 
serum  and  10  c.  c.  of  Lilly’s  concentrated  serum 
intravenously.  6 P.  M. — Taking  nourishment  and 
looks  improved.  Spinal  puncture  done  and  20  c.  c. 
of  blood  tinged  fluid  under  very  little  pressure 
obtained.  Administered  15  c.  c.  of  Mulford’s 
antimeningococcic  serum  intraspinally  and  10  c.  c. 
of  Lilly’s  concentrated  serum  introvenously.  Spinal 
fluid — Cell  count,  3,822;  polymorphs  70  per  cent, 
lymphocytes,  30  per  cent;  smear  and  culture  nega- 
tive for  organisms. 

Jan.  29. — Condition  improved;  left  ear  drain- 
ing; taking  nourishment.  Spinal  puncture  done 
and  18  c.  c.  of  cloudy  fluid  under  very  little 
pressure  btained.  Administered  15  c.  c.  of  Mul- 
ford’s antimeningococcic  serum  intraspinally  and 
10  c.  c.  of  Lilly’s  concentrated  serum  intra- 
venously. Spinal  fluid — Cell  count,  3,058;  poly- 
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morphs,  88  per  cent,  lymphocytes  12  per  cent. 
Smear  showed  numerous  pus  cells  with  few  intra- 
and  extracellular  gram  negative  diplococci;  cul- 
ture negative. 

Jan.  30. — General  condition  good  but  vomiting 
occasionally.  Spinal  puncture  done  and  12  c.  c. 
of  slightly  cloudy  fluid  under  no  increased  pres- 
sure obtained.  Administered  10  c.  c.  of  Lederle’s 
antimeningococcic  serum  intraspinally  and  10  c. 
c.  of  Lilly’s  concentrated  serum  intravenously. 
Spinal  fluid — Cell  count,  3,465;  polymorphs,  69 
per  cent,  lymphocytes,  31  per  cent,  smear  and 
cultures  negative. 

Jan.  31,  10  A.  M. — Left  ear  still  draining;  no 
tenderness,  redness  or  edema  over  mastoids.  Stiff- 
ness of  neck  much  less;  no  vomiting;  taking  nour- 
ishment. Spinal  puncture  done  and  8 c.  c.  of 
slightly  cloudy  fluid  obtained.  Administered  5 c.  c. 
of  Lilly’s  concentrated  serum  intraspinally  and  15 
c.  c.  of  Lederle’s  serum  intravenously.  6 P.  M. — 
Child  had  vomited  most  of  nouishment  taken  dur- 
ing the  day,  but  otherwise  seems  in  fair  condition. 
Spinal  puncture  done  and  20  c.  c.  of  slightly 
cloudy  fluid  obtained,  but  no  serum  given.  Spinal 
fluid:  Cell  count,  4,301;  polymorphs,  70  per  cent; 
lymphocytes,  30  per  cent.  Smears  and  cultures 
negative  for  organisms. 

Feb.  1,  10  A.  M. — Spinal  puncture  done  and 
20  c.  c.  of  slightly  cloudy  fluid  withdrawn.  Ad- 
ministered 15  c.  c.  of  Mulford’s  serum  intraspinal- 
ly. Spinal  fluid:  Cell  count,  4,928;  polymorphs,  73 
per  cent;  lymphocytes,  27  per  cent.  Smears  and 
cultures  negative. 

Feb.  2. — Child  has  marked  urticaria,  distributed 
in  large  areas  over  body.  Spinal  puncture  done 
and  15  c.  c.  of  cloudy  fluid  under  no  pressure  ob- 
tained. Administered  10  c.  c.  of  Lilly’s  concen- 
trated serum  intraspinally.  Spinal  fluid:  Cell 
count,  3,584;  polymorphs,  70  per  cent;  lympho- 
cytes, 30  per  cent.  Cultures  and  smears  negative 
for  organisms. 

Feb.  3. — Urticaria  much  less.  Spinal  puncture 
done  and  15  c.  c.  of  only  slightly  cloudy  fluid 
under  no  pressure  obtained.  No  serum  given. 
Spinal  fluid:  Cell  count,  875;  polymorphs,  68  per 
cent;  lymphocytes,  32  per  cent.  Smears  and  cul- 
tures negative  for  organisms. 

Feb.  4. — General  condition  greatly  improved; 
playing  with  toys  and  taking  nourishment;  urti- 
caria gone.  Spinal  puncture  done  and  8 c.  c.  of 
fluid  obtained;  no  serum  given. 


Feb.  5,  9 A.  M. — Child  vomited  most  of  feed- 
ings during  night.  Given  200  c.  c.  of  5 per  cent 
glucose  by  clysis.  Spinal  puncture  done  and  8 
c.  c.  of  xanthrochromic  fluid  obtained;  no  serum 
given.  Spinal  fluid:  Cell  count,  157;  polymorphs, 
65  per  cent;  lymphocytes,  35  per  cent.  6 P.  M.: 
Child  doesn’t  seem  to  notice  objects  and  can 
flash  objects  before  eyes  with  no  reflex;  no  re- 
action to  light.  No  mastoid  redness,  swelling  or 
apparent  pain. 

Feb.  6. — Spinal  puncture  done  and  12  c.  c.  of 
clear  fluid  under  no  increased  pressure  obtained. 
Eyes  examined  by  opthalmologist  who  writes,  “pa- 
pillary edema  of  both  fields,  most  marked  in  left; 
no  choked  disc  or  optic  atrophy.” 

Feb.  8,  9 A.  M. — Child  still  has  no  evidence  of 
sight  in  either  eye.  Refuses  nourishment  and 
there  is  a slow  sighing  respiration  with  periods  of 
apnea  due  to  incx-eased  intracranial  pressure.  6 
P.  M. : 8 ounces  of  milk  given  by  gavage;  child  in 
critical  condition. 

Feb.  9,  1:45  A.  M. — Child  expired. 

Autopsy  Findings. — Cranial  contents  only  exam- 
ined. The  dura  was  thickened  and  bound  down  to 
brain  substance  with  dense  adhesions;  separated 
with  difficulty.  No  exudate  over  brain  substance. 
The  convolutions  were  less  marked  than  normal 
and  upon  lifting  the  brain  the  right  lateral  ven- 
tricle ruptured  with  escape  of  a large  amount  of 
clear  spinal  fluid.  There  were  adhesions  over  the 
base  of  the  brain  and  at  the  optic  commissure 
there  was  a cyst  about  the  size  of  the  end  of  the 
thumb,  filled  with  clear  fluid,  (thus  accounting 
for  the  sudden  blindness).  No  definite  obstruc- 
tion could  be  found  around  the  medulla  or  below. 
There  was  no  exudate  at  the  base  of  the  brain. 
Microscopic  examinations  showed  chronic  inflam- 
matory of  meninges  at  adherent  areas;  no  acute 
inflammatory.  Left  mastoid  shows  thick  gray 
mucoid  purulent  exudate  but  with  no  destruction 
of  bone  internally  or  toward  the  surface.  Cul- 
tures from  mastoid  showed  streptococci  and  sta- 
phylococci. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

Staff  Meeting,  March  9,  1931. 

Abstract. — A Brief  Discussion  of  Asthma  from 
the  Allergic  Viewpoint;  Report  of  an  Interesting 
Case. — Dr.  E.  H.  Jones. 

Patient. — Mr.  A.  K.,  white,  male,  married,  age 
35,  sawmill  man. 
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Complain.— (1)  Asthma;  (2)  hayfever. 

Family  History.— Entirely  negative.  This  is  of 

particular  note  as  a very  high  percentage  of 
asthmatics  have  a positive  family  history. 

Past  History. — Usual  diseases  of  childhood.  At 
the  age  of  15  had  a very  severe  attack  of  bron- 
chitis. Following  it  he  had  asthma.  Since  that 
time  he  has  never  been  free  of  asthma  for  any 
great  length  of  time.  A few  years  ago  he  began 
having  hay  fever.  He  first  noticed  his  nose  stop- 
ping up  with  some  sneezing.  Now  his  hay  fever 
is  of  the  perennial  type,  though  it  seems  aggra- 
vated in  the  spring  and  more  so  in  the  fall.  The 
left  side  of  his  nose  is  blocked  up  practically  al- 
ways and  the  right  side  frequently.  His  asthmatic 
attacks  are  becoming  more  frequent.  He  has  them 
as  often  as  every  day  for  a week.  Frequently  has 
as  many  as  five  attacks  during  a week.  They  are 
beginning  to  interfere  with  his  work  and  he  has 
in  the  past  four  months  lost  weight  from  172  to 
145  lbs.  He  has  had  no  operations. 

Procedure. — He  has  been  tested  cutaneously  and 
intradermally  with  all  of  the  pollens  that  cause 
trouble  in  this  locality  as  well  as  the  animal  epithe- 
lial and  miscellaneous  inhalant  groups;  also  both 
cutaneously  and  intradermally  with  foods.  There 
were  228  cutaneous  tests  and  93  intradermal  tests 
made. 

Result  of  Testing. — On  cutaneous  testing  he 
had  a doubtful  reaction  to  giant  ragweed  and 
one-plus  reactions  to  Johnson  grass  and  Bermuda 
grass.  In  the  miscellaneous  group  he  had  a doubt- 
ful reaction  to  silk,  chamois  skin,  pyrethrum,  flax- 
seed, kapoc,  house  dust  and  one-plus  reactions  to 
Hudson  seal,  dog  hair,  cat  hair,  rabbit  hair,  horse 
dander,  human  hair,  rat  hair,  chicken  feathers, 
hemp,  primrose,  jute,  fir,  orris  root,  binding  twine, 
cotton  and  white  pine.  On  intradermal  testing 
he  was  found  to  have  a doubtful  reaction  to  sweet 
gum,  a one-plus  reaction  to  elm  and  poplar;  a 
doubful  reaction  to  blue  grass  and  Bermuda  grass, 
a one-plus  reaction  to  Johnson  grass,  orchard 
grass,  tall  red  top  and  a two-plus  reaction  to  red 
top  and  to  giant  and  late  ragweed;  a doubtful 
reaction  to  chicken  feathers,  goose  feather  and 
sheep  wool,  a one-plus  reaction  to  kapoc  and  cat 
hair,  a two-plus  reaction  to  duck  feathers  and  dog 


hair,  a three-plus  reaction  to  cattle  hair  and  horse 
dander  and  four-plus  reaction  to  house  dust. 

On  cutaneous  testing  to  foods  he  had  a doubt- 
ful reaction  to  beet,  black  pepper,  black  walnut, 
casaba,  hickory  nut,  lemon,  ling  cod,  mushroom, 
casein  (cow’s  milk),  oyster,  paprika,  parsley,  pick- 
erel, pumpkin,  quince,  raspberry,  shrimp,  smelt, 
sole,  swiss,  chard,  water  cress,  yeast  and  a one- 
plus  reaction  to  asparagus,  cauliflower,  cocoanut, 
duck,  green  pepper,  ground  cherry,  lettuce,  lime, 
mace,  albumen  (cow’s  milk),  mustard,  milk  (goat), 
mutton,  nutmeg,  oat,  okra,  pea,  peach,  peanut, 
pecan,  pike,  pimento,  pineapple,  redsnapper,  sar- 
dine and  tapioca. 

On  intradermal  testing  with  foods,  he  had  a 
doubtful  reaction  to  albumin  (cow’s  milk),  orange, 
pea,  pear,  pineapple,  pork,  tea,  and  wax  bean,  a 
one-plus  reaction  to  cocoa,  lamb,  casein  (cow’s 
milk),  cow’s  milk,  navy  bean,  peanut,  and  sweet 
potato,  a two-plus  reaction  to  beet,  cabbage,  celery, 
cheese,  egg  plant,  egg  white,  lettuce,  strawberry 
and  a three-plus  reaction  to  asparagus,  buckwheat, 
carrot,  egg  and  spinach. 

His  tests  were  concluded  on  October  31,  1930 
and  he  was  given  instructions  on  November  3. 
Because  of  the  lateness  of  the  season,  no  pollen 
extract  was  advised.  He  was  advised  to  eliminate 
contact  with  feathers,  animal  hair  and  the  other 
miscellaneous  antigens  to  which  he  had  reactions. 
He  was  also  advised  to  eliminate  those  foods  to 
which  he  reacted,  most  particularly  milk  and  eggs. 
General  hygenic  rules  were  advised.  He  was  given 
30  minims  of  dilute  hydrochloric  acid  (U.S.P.) 
four  times  daily  for  the  first  three  weeks  and  re- 
quested to  report  at  the  end  of  that  time. 

On  December  1,  he  telephoned  to  state  that  he 
had  had  only  one  attack  during  the  three  weeks 
and  that  was  a light  one.  He  was  unable  to  state 
positively  any  reason  for  that  attack. 

Feb.  27,  1931. — Patient  states  that  since  he  re- 
ported on  Dec.  1,  he  has  not  had  a single  attack 
of  asthma.  He  states  he  may  have  had  some  slight 
trouble,  but  it  was  so  little  that  it  did  not  bother 
him  and  he  has  been  able  to  do  his  work  and 
follow  his  usual  method  of  life.  His  only  worry 
now  is  that  he  has  not  picked  up  any  weight,  but 
he  feels  so  good  over  not  being  constantly  both- 
ered with  asthma  that  he  does  not  care  very  much. 
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CALENDAR. 

April  3. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

April  3. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

April  6. — Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  8 P.  M. 

April  8. — Touro  Infirmary  Staff,  8 P.  M. 

April  10. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

April  10. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

April  10. — French  Hospital  Staff,  8 P.  M. 

April  13. — House  of  Delegates  meeting,  Louisiana 
State  Medical  Societf,  10  A.  M. 

April  14. — First  day,  Scientific  session,  Louisiana 
State  Medical  Society  meeting. 

April  15. — Second  day,  Scientific  Session,  Louisi- 
ana State  Medical  Society  meeting. 

Apirl  16. — Third  day,  Scientific  Session,  Louisiana 
State  Medical  Society  meeting. 

April  16. — New  Orleans  Hospital  Council. 

April  17. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

April  17. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

April  17. — Mercy  Hospital  Staff,  8 P.  M. 

April  20. — Hotel  Dieu  Staff,  8 P.  M. 

April  21. — I.  C.  R.  R.  Hospital  Staff,  12  Noon. 

April  21. — Baptist  Hospital  Staff,  8 P.  M. 

April  21. — Charity  Hospital  Medical  Section,  8 
P.  M. 

April  24. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

April  24. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

April  27.— ORLEANS  PARISH  MEDICAL  SO- 
CIETY, 8 P.  M. 


During  the  month  of  March  besides  the  regular 
meeting  of  the  Board  of  Directors  the  Society  held 
two  scientific  meetings.  Papers  were  presented  by 
Drs.  Erasmus  D.  Fenner,  E.  Denegre  Martin,  W. 
A.  Reed,  A.  C.  King,  Chaille  Jamison  and  W.  H. 
Robin. 

These  meetings  were  very  well  attended. 

Dr.  Olin  West,  Secretary,  and  Mr.  Will  Braun, 
Business  Manager  of  the  American  Medical  Asso- 
ciation, visited  New  Orleans  to  make  an  inspec- 
tion of  the  facilities  the  city  offered  in  the  event 
the  American  Medical  Association  should  accept 
the  invitation  of  the  Orleans  Parish  and  Louisiana 
State  Medical  Societies  to  meet  in  New  Orleans 
in  1932.  A luncheon  was  given  at  the  Jung  Hotel 
for  these  guests. 


The  Committee  on  Arrangements  for  the  coming 
meeting  of  the  Louisiana  State  Medical  Society 
has  completed  the  program  for  entertaining  the 
members  and  guests. 

Most  of  the  commercial  exhibits  have  been  sold, 


and  it  is  certain  that  they  will  all  be  disposed  of 
before  the  meeting. 

Dr.  F.  M.  Johns  and  his  committees  have  been 
very  active  and  the  meeting  should  be  a success. 

The  membership  was  invited  to  see  a moving 
picture  of  medicine,  medical  education  and  medi- 
cal research  in  Porto  Rico  at  the  Hutchinson 
Memorial  on  Thursday,  Mai-ch  26.  This  picture 
was  shown  under  the  auspices  of  Tulane  Univer- 
sity School  of  Medicine. 


The  second  quarterly  insurance  premium  will 
be  due  April  5.  Please  send  in  your  check  at  once 
in  order  that  the  Society’s  check  may  be  sent  to 
the  home  office  in  Galveston  on  the  due  date. 

TREASURER’S  REPORT. 


Actual  Book  Balance  1/31/31 $1,333.62 

Credits  2,024.42 

$3,358.04 

Expenditures  1,960.00 

Actual  Book  Balance  2/28/31 $1,398.04 


LIBRARIAN’S  REPORT. 

Seventy-three  books  have  been  added  to  the 
Library  during  February.  Of  these  15  were  re- 
ceived by  purchases,  1 by  binding,  42  by  gift  and 
15  from  the  New  Orleans  Medical  and  Surgical 
Journal.  New  titles  of  recent  date  are  listed 
below. 

Arrangements  are  being  formulated  for  the  en- 
tertainment of  the  Medical  Library  Association  in 
New  Orleans,  May  19-21.  An  interesting  program 
is  being  planned.  It  is  hoped  that  the  first  south- 
ern meeting  of  the  Association  will  be  most  suc- 
cessful. Our  library  and  the  library  of  the  Medi- 
cal School  are  joint  hosts. 


NEW  BOOKS. 

Borradaile — Elementary  zoology.  1930. 

Pitfield — Compend  of  Bacteriology.  1930. 
Mendenhall — Tobacco.  1930. 

Wisner — Public  Welfare  Administration  in  Lou- 
isiana. 1930. 

Nicholson — Laboratory  Medicine.  1930. 

Carrie — Le  Diabete  Sucre.  1930. 

Wyatt — Chronic  Arthritis  and  Rheumatoid  Af- 
fections. 1930. 

Coakley — Manual  of  Diseases  of  the  Nose  and 
Throat.  1930. 

Whitman — Orthopedic  Surgery.  1930. 

Faber — Nosography.  1930. 

Stieglitz — Arterial  Hypertension.  1930. 

Farr — Practical  Local  Anesthesia.  1930. 

Harrop — Diet  in  Disease.  1930. 

Rackemann — Clinical  Allergy.  1930. 

Robinson — 70  Birth  Control  Clinics.  1930. 

H.  Theodore  Simon,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


COME  TO  THE  ANNUAL  MEETING  ! ! 
OH  ! YES. 

Wa’l  Jean  Batise,  I see  ’dem  convantion  gon’  be 
in  N’Aw’leens.  Lafou’che,  Ter’bon,  Caddo, 

’Takapa,  Bossier,  all  ’dem  parish,  gon’  sen’  doc- 
tors to  N’Aw’leens,  fine 
out  sicknesses. 

Ain’t  we  got  sick’ 
nouf  already,  me,  I ax 
you? 

Long  taim  ago  all  we 
got’s  chill  an’  fever, 
dy’ree  and  babies.  Now, 

I ax  you  how  many  we 
got? 

Ev’ry  taim  dem  doc- 
tors go  convantion  dey 
bring  back  new  sickness. 

Dey  bring  back  malaria, 
das  chill  an  fever;  dey 
bring  back  Tuberclose, 
das  consumption;  dey 
bring  back  Bright’s  dis- 
ease, you  know  wat’s 
das?  ’Das  sickness  wat 
too  bright  for  doctors. 

’Den  ’dey  bring  ’pen- 
dicites  las’  taim  ’dey 
bring  tool’reamer.  Wa’l, 

I ax  you,  Jean,  Ba- 
tise, ’das  no  nam’  fo’ 
sickness,  ’das  plumber 
tools. 

’Dem  new  doctors,  not 
lak’  ole  taim.  No  mo’ 
beard,  no  mo’  long  coat,  no  mo’  hoss’  an’  buggy; 
looks  lak’  ’de  mo’  beard  ’dey  take  off  and  ’de  mo’ 
short  ’dey  coat,  ’de  mo’  sickness  ’dey  mak’. 

Me,  I say,  gimme  back  ’de  beard,  an’  you  kin’ 
have  ’de  tool’reamer. 

No,  no  convantion  fo’  me.  Me,  I lak’  quinine, 
calomel  an’  sassifras. 

Lemme  tell  you  somet’ing  else.  You  t’ank  ’de 
doctor,  he  know  how  to  bleed  you  today?  Me,  I 
ax’  you. 

How  he  bleed  you  now?  He  stick  lil’  needle  in 
your  arm,  take  two  drops  blood.  How  he  gon’ 
do  not’ing  wid’  ’dat?  Me  I ax’  you?  Me,  I don’ 
lak’  ’dat. 

’Dey  go  ’dere  read  papers.  Wa’l,  me,  I stay 
home  read  catalogue.  Yah,  Sears  Roebuck.  ’Den 
me,  I don’  mak’  no  new  disease. 

Now,  you  lissen  me,  Jean  Batise.  Ole  taim, 
befo’  convantion,  God  make  you  sick.  Come  con- 
vantion, germs  make  you  sick.  Wa’l  me,  I don’ 
see  ’em,  so  ’den  ’den  say,  “Moustique,”  give  mala- 
ria. Wa’l,  das  bigger. 


’Den  dey  say  rats  make  you  sick,  an’  pollies,  an’ 
rabbits, — rabbits,  ’das  tool’reamer,  an’  now  w’at 
you  t’ink?  ’Dey  blame  sickness  on  ’de  cow.  Yeh, 
cow  sickness,  on-de-lan  fever.  Jean  Batise,  me,  I 
ax’  you.  On-de-lan  fever! 

Jean  Batise,  you  know 
’de  only  t’ing  ’de  cow 
gits  on  re  Ian’s  ticks. 
An’  if  you  don’t  scratch 
tik  off  you,  ’s  you  fault. 
You  don’  need  medicine. 
You  don’  have  go  con- 
vantion to  know  ’dat. 

So,  Jean  Batise,  did 
year  again,  I no  go  con- 
vantion. Me,  I don’  lak’ 
’dat. 

Jean  Batise,  I wan’ 
ax’  you  favor.  W’en 
you  go  N’Aw’leens,  bring 
me  back,  one  lil’  badge, 
w’a  say  L.  S.  M.  S.  an’ 
put  ma  nam’  on  it. 

No,  I no  go  convan- 
tion;  yeh,  das  w’at  I tell 
you. 

W’at  you  say?  You 
got  letter  from  Man- 
sieur  Doctor  Talbot,  wat’ 
meb’be  gon’  mak’  me  a 
chairman?  ’Das  w’at 
you  say?  Ha!  Ha!  All 
taim  I fool  you,  me. 
’Cose  I gon’  convantion. 
I gon’  telefoam  Jung 
Hotel,  keeps  me  one  nice  room. 

Yeh,  Jung  Hotel  ’das  convantion  headquarters. 
I gon’  tell  ’em,  I chairman. 

En’  Jean  Batise,  ’member  I’m  chairman,  w’en 
you  see  me  at  convantion,  I gon’  give  you  good 
chair,  and  if  you  bring  Rosalie,  I gon’  give  her 
good  chair  too,  me  Pierre  Aristide  Grosbec,  Chair- 
man. 

H.  E.  BERNADAS,  M.  D.,  Chairman, 

Committee  on  Publicity. 


THE  CHRONIC  NON-ATTENDANT. 

Our  medical  non-attendant  is  one  who  pours  the 
flattering  unction  to  his  soul  that  he  is  too  busy 
to  attend  our  meetings.  Excuse,  flimsy  and  per- 
forate as  spider’s  web.  This  individual  is,  how- 
ever, so  impressed  with  the  importance  of  fol- 
lowing the  general  trend  of  organized  medicine 
that  he  is  in  the  ranks.  He  feels  that  this  mem- 
bership confers  a certain  honor  and  respectability. 
But  he  forgets  his  obligations,  and  paying  dues 
only  is  not  living  up  to  the  full  requirements  of 


DR.  H.  B.  GESSNER,  President, 
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his  membership.  He  is  surely  the  poorer  scien- 
tifically, socially,  and  fraternally  for  constant 
non-attendance.  He  is  usually  a big  man  in  his 
community.  Fully  equipped  in  medical  knowledge, 
but  he  lives,  as  it  were,  on  the  harvest  sown  by 
the  “convention  men,”  who  contribute  papers  and 
discussions.  These  form  the  living  matter  of  cur- 
rent progressive  medical  literature  on  which  he 
feeds  his  mind.  This  is  the  group  you  staunch, 
enthusiastic,  loyal  “conventionalists”  must  grapple 
with  hoops  of  steel  and  help  bring  to  the  New 
Orleans  meeting.  They  need  the  stimulus,  the 
inspiration,  and  social  contacts  of  such  meetings. 
Even  when  not  reading  a paper  or  taking  up  the 
cudgel  in  discussion,  he  owes  us  his  presence. 
His  attendance  means  encouragement  to  those  who 
bear  loyally  and  constantly  the  brunt  of  this  great 
work.  Once  properly  inoculated  with  the  conven- 
tion spirit,  he  is  almost  certain  to  return  to  other 
meetings  and  himself  become  active  in  this  tran- 
scendent mission  of  organized  medicine.  No  meet- 
ings of  societies,  no  up-to-the-minute  scientific 
contributions,  a dearth,  therefore,  of  material  for 
our  journals,  and  then  follows  inertia,  mental 
stasis.  Impress  this  “non-attendant”  along  these 
lines  of  thought,  perhaps  adding  your  own  better 
arguments  and  personal  appeals.  Swell  our  at- 
tendance with  just  such  a group  who  are  to  be 
found  not  only  in  country  districts,  but,  we  say 
it  with  regret,  are  practicing  even  in  our  larger 
centers.  You  who  read  this  appeal,  written  in 
somewhat  critical,  but  unkindly  spirit,  let  our 
slogan  be  “We  will  individually  promise  the  deliv- 
ery of  at  least  one  CHRONIC  NON-ATTENDANT 
at  the  New  Orleans  meeting  in  April.” 

HOMER  DUPUY,  M.  D., 
Member  of  the  Publicity  Committee. 


WHY  COME. 

In  the  last  issue  of  the  Journal,  the  Chairman 
of  the  Publicity  Committee,  Dr.  H.  E.  Bernadas, 
suggested  as  a slogan  “Come  to  the  Annual  Meet- 
ing.” 

As  the  meeting  time  approaches,  it  might  be 
well  for  every  member  of  the  Society  to  place  a 
note  on  his  desk — “Go  to  the  Annual  Meeting”  in 
New  Orleans,  April  13. 

This  is  one  time  that  the  13th  will  be  a lucky 
day,  lucky  because  you  will  have  the  opportunity 
to  see  many  changes.  The  old  landmark  (The  Old 
Hutchinson  Memorial)  on  Canal  street,  where  we 
gathered  for  so  many  years,  is  deserted,  yet  many 
who  will  gather  in  New  Orleans  for  the  meeting 
will  visit  with  their  friends  the  site  of  the  “trials 
and  tribulations”  of  their  college  days.  The  de- 
serted building  may  make  you  feel  like  the  great 
poet,  Tom  Moore,  that  you  “tread  alone  some  ban- 
quet hall  deserted,”  even  so  you  may  experience 


the  same  feeling  that  this  same  poet  experienced, 
“that  fond  mem’rys  will  bring  the  light  of  other 
days  about  you.”  If  there  is  an  error  in  my  quo- 
tation, my  apologies  are  offered  to  the  poet. 

The  opportunity  to  visit  the  familiar  haunts  of 
pur  college  days,  the  opportunity  to  meet  with  our 
old  friends  and  reminisce  for  a while,  will  more 
than  repay  onyone  for  the  time  spent;  but  that 
will  not  be  all,  you  will  have  the  opportunity  to 
inspect  the  New  Hutchison  Memorial  Building, 
dedicated  to  Medical  Education.  The  many  im- 
provement, which  you  will  notice,  will  be  an  added 
incentive  to  you  to  keep  up  with  your  scientific 
study  so  that  the  younger  men,  to  be  graduated  in 
the  near  future,  will  not  too  readily  replace  us. 

You  will  note  the  additions  and  improvements 
at  Charity  Hospital.  I am  sure  that  the  pride  that 
every  doctor  has  in  that  great  State  Institution 
will  be  amply  repaid  by  a visit  to  the  clinics  which 
are  fed  from  all  over  the  State. 

The  other  hospitals  in  town  will  welcome  you, 
and  will  be  glad  to  have  you  visit  their  clinics. 

Louisiana  has  just  cause  to  be  proud  that  New 
Orleans  is  one  of  the  great  medical  centers  of 
our  country. 

Come  to  the  meeting  and  join  with  us  of  the 
profession  in  New  Orleans  so  that  the  meeting  of 
1931  will  be  one  long  to  be  remembered.  Of 
course,  one  can  find  excuses  for  not  attending  the 
meeting  such  as  the  depression  and  poor  collec- 
tions, and  similar  reasons.  Each  excuse  is  as  good 
as  the  other.  If  work  is  slack  that  is  a very  good 
excuse  for  getting  away  for  a little  rest;  at  any 
rate,  use  that  if  you  have  no  other  excuse. 

We  sincerely  hope  that  you  will  give  evidence 
of  your  appreciation  of  the  many  activities  of  the 
committee  by  your  presence  at  the  meeting.  Come 
and  renew  old  acquaintances  and  carry  back  with 
you,  not  only  the  memory  of  a few'  days  of  real 
pleasure,  but  some  real  medical  profit. 

ISIDORE  COHN,  M.  D., 
Member  of  the  Committee  on  Publicity. 


THE  MEDICAL  SCHOOL  OF  THE  LOUISIANA 
STATE  UNIVERSITY. 

Plans  for  the  New  Medical  School  are  progress- 
ing satisfactorily,  and  the  organization  of  the 
faculty  is  proceeding  remarkably  quickly.  Gov- 
ernor Long  has  announced  an  Advisory  Board  to 
consist  of  Dr.  James  Nix  of  New  Orleans,  Dr. 
Arthur  Herold  of  Shreveport,  and  Dr.  D.  C.  lies 
of  Lake  Charles.  The  full  staff  of  the  Medical 
School  has  not  yet  been  announced,  but  some  of 
the  department  heads  have  been  nominated.  These 
men  represent  some  of  the  outstanding  specialists 
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in  the  City  of  New  Orleans,  and  include  Dr. 
Homer  J.  Dupuy,  Jr.,  Professor  of  Otolarynology ; 
Dr.  Amedee  Granger,  Radiology;  Dr.  P.  J.  Kahle, 
Professor  of  Urology;  Dr.  P.  J.  Carter,  Professor 
of  Obstetrics;  Dr.  Henry  Blum,  Professor  of  Oph- 
thalmology, and  D.  Joseph  N.  Roussell,  Professor 
of  Dermatology.  Dr.  Clive  Brooks  has  been  named 
Professor  of  Physiology  and  Pharmacology,  a 
position  which  he  now  occupies  in  the  Medical 
School  of  the  University  of  Alabama. 

Construction  work  for  the  New  School  Building 
has  already  commenced.  It  will  be  built  back  of 
the  Delgado  and  Milliken  Buildings,  with  the  main 
entrance  between  these  two  buildings.  The  de- 
tails of  the  construction  of  the  building  have  not 
as  yet  been  announced,  but  it  is  understood  that 
it  is  to  be  nine  stories  high,  and  will  contain  an 
auditorium  seating  between  five  hundred  and  one 
thousand,  together  with  the  necessary  class  rooms, 
seminar  rooms  and  laboratories  for  the  purpose 
of  conducting  the  teaching  of  the  students. 


NEWS  ITEMS. 

The  following  members  of  the  faculty  of  the 
Graduate  School  of  Medicine  of  the  Tulane  Uni- 
versity of  Louisiana  attended  the  meeting  of  the 
American  College  of  Physicians  at  Baltimore, 
Md.,  March  23  to  March  27,  1931: 

Professor  Allan  C.  Eustic  presented  a paper  on 
“The  Response  of  the  Cardio-vascular  System  to 
Respiratory  Strain.  A Measure  of  Myocardial 
Efficiency.” 

Prof.  H.  Daspit. 

Prof.  Elizabeth  Bass. 

Prof.  0.  W.  Bethea  read  a paper  before  the 
meeting  of  the  Tri-State  Medical  Society  held  at 
Shreveport,  La.,  held  Friday,  March  20,  1931,  on 
“Mensuration  in  the  Diagnosis  of  the  Diseases  of 
the  Chest.” 

Prof.  E.  Denegre  Martin  addressed  a meeting 
of  the  Surgeons  of  the  Gulf,  Mobile  & Northern 
Railroad  Co.,  at  Mobile,  Ala.,  March  28,  1931,  on 
“Fractures  of  the  Patella.” 


SOUTHERN  BAPTIST  HOSPITAL. 

The  regular  monthly  meeting  of  the  Clinical 
Staff  was  held  Tuesday,  March  17,  at  8:00  p.  m. 
Dr.  Rena  Crawford  presented  a case  report  of 
Congenital  Lymphangiectatic  Edema.  This  was 
followed  by  a discussion  of  Intestinal  Influenza  by 
Dr.  J.  E.  Bailey,  which  was  discussed  by  Drs. 
Crawford  and  Williamson. 

During  the  past  month  there  were  433  patients 
discharged  from  the  hospital  and  18  deaths.  Six 


of  the  patients  who  died  came  to  autopsy,  a per- 
centage of  33  per  cent. 


ST.  TAMMANY  PARISH  MEDICAL  SOCIETY. 

St.  Tammany  Parish  Medical  Society  met  with 
the  following  members  present:  Drs.  F.  F.  Young, 
Sr.,  Lawrence  and  Roland  Young,  R.  B.  Paine, 
H.  D.  Bulloch,  F.  R.  Singleton  and  J.  F.  Polk. 
There  was  also  present  as  guests  of  the  Society: 
Drs.  T.  B.  Sellers,  Shirley  Lyons,  Gilbert  Ander- 
son and  Emmett  Irwin  of  New  Orleans.  Our 
President,  Dr.  J.  K.  Griffith,  being  absent,  Dr. 
Lawrence  Young,  Vice-President,  acted  and  called 
for  reading  of  minutes  of  last  meeting,  which 
were  adopted  as  read.  By  invitation,  Drs.  Ander- 
son and  Lyons  were  prepared  to  furnish  the  meet- 
ing with  essays.  Dr.  Anderson  gave  a very  mas- 
terly lecture,  accompanied  by  slides,  on  Cranial 
Injuries,  dealing  minutely  with  classification 
symptoms  and  treatment.  A general  discussion 
followed,  and  all  voiced  their  appreciation  of  the 
lecture  and  especially  his  remarks  in  closing  on 
the  general  management  of  these  cases  as  they 
present  themselves  at  our  office.  We  hope  the 
doctor  will  be  with  us  often.  Due  to  the  lateness 
of  the  hour,  Dr.  Lyons  was  asked  to  be  with  us  at 
our  next  meeting  for  his  message.  Dr.  Irwin 
was  also  asked  to  bring  us  a paper  or  message  at 
the  next  meeting;  both  very  kindly  consented.  As 
the  Louisiana  State  Medical  Society  meets  in  New 
Oi’leans  in  April,  it  was  moved  and  seconded  that 
we  do  not  meet  in  April.  A motion  was  carried 
instructing  the  Secretary  to  furnish  the  State 
Secretary  with  a copy  of  our  monthly  meeting  for 
publication  in  the  State  Journal.  There  being  no 
further  business  the  Society  adjourned  to  meet 
in  Covington,  La.,  Southern  Hotel,  on  Friday 
nignt,  May  8,  1931,  at  8:00  p.  m. 

J.  F.  POLK,  M.  D., 

Secretary. 


ACADIA  PARISH  MEDICAL  SOCIETY. 

A meeting  of  the  Acadia  Parish  Medical  Society 
was  held  in  Crowley,  February  27.  The  minutes 
of  the  previous  meeting  were  read.  Dues  were 
urged  to  be  paid  early  as  protection  under  the 
Medical  Defense  Act  is  covered  only  from  the 
time  the  annual  dues  are  received  by  the  Secre- 
tary-Treasurer of  the  Louisiana  State  Medical 
Society. 

It  was  moved  and  the  motion  passed  unani- 
mously that  the  annual  parish  dues  be  fixed  at 
one  dollar. 

The  following  officers  were  elected  for  the 
coming  year:  President,  Dr.  J.  P.  Mauboules; 
Vice-President,  Dr.  E.  S.  Peterman;  Secretary- 
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Treasurer,  Dr.  L.  L.  Kahn;  Delegate,  Dr.  E.  S. 
Peterman;  Alternate  Delegate,  Dr.  J.  W.  Faulk. 

L.  L.  KAHN,  M.  D., 

Secretary. 


INFECTIOUS  DISEASES  IN  LOUISIANA. 

For  the  week  ending  February  28,  there  were 
reported  151  cases  of  influenza,  57  of  pneumonia, 
52  of  syphilis.  These  three  diseases  led  all  other 
reportable  diseases.  Thirty-three  cases  of  small- 
pox were  reported,  11  from  the  Parish  of  Tangi- 
pahoa, 4 from  Sabine  and  6 from  Orleans.  Diph- 
theria occurred  in  15  parishes;  Orleans  led  with 
15  reportable  cases.  Seven  cases  were  reported 
of  undulant  fever  from  Jefferson  Davis  Parish. 
The  next  week,  ending  March  7,  influenza  had 
fallen  to  49  cases,  pneumonia  52,  syphilis  23, 
hookworm  31,  and  diptheria  30.  During  this  week 
there  were  reported  23  cases  of  smallpox,  7 from 
Tangipahoa,  4 from  Webster,  3 from  Sabine,  3 
from  Orleans,  and  2 from  Caddo,  with  one  each 
from  Lafayette,  LaSalle,  Lincoln  and  Washington. 
The  week  ending  March  14,  39  cases  of  influenza 
were  reported,  40  of  pneumonia,  58  of  syphilis, 
27  of  diphtheria.  Eleven  cases  of  smallpox  were 
reported  from  Orleans  Parish,  6 from  Caddo,  2 
from  Grant,  2 from  Sabine,  2 from  Morehouse 
and  one  each  from  Beauregard,  Ouachita  and 
Rapides. 


WEEKLY  HEALTH  INDEX  OF  NEW  ORLEANS. 

During  the  week  of  February  21,  the  death 
rate  in  the  City  of  New  Orleans  was  19.2,  some- 
what lower  than  the  death  rate  for  the  whole  year 
and  slightly  higher  than  the  corresponding  week 
last  year.  For  the  week  ending  February  28, 
there  were  176  deaths,  98  among  the  white  popu- 
lation, and  78  among  the  colored,  giving  a death 
rate  of  19.6.  The  death  rate  in  the  correspond- 
ing week  of  1930  was  18.6.  For  the  week  ending 
March  7,  the  death  rate  was  lower  than  has  been 
recorded  in  any  previous  week  for  many  months. 
There  were  124  deaths,  67  white  and  57  colored, 
giving  a rate  of  13.8.  Eight  of  these  deaths  were 
in  children  under  one  year  of  age.  This  marked 
decline  in  the  death  rate  of  this  particular  week 
reduced  the  rate  for  all  of  1931  to  20.1,  the  same 
as  last  year  at  this  time. 


PARISH  SOCIETY  OFFICERS. 

The  following  Parish  and  District  Medical  Soci- 
ties  have  elected  officers  for  1931: 

Acadia  Parish:  Preside  .t,  Dr.  J.  P.  Mauboules, 
Rayne;  Vice-President,  Dr.  E.  S.  Peterman,  Crow- 
ley; Secretary-Treasurer,  Dr.  L.  L.  Kahn,  Rayne; 
Delegate,  Dr.  E.  S.  Peterman,  Crowley;  Alternate, 
Dr.  J.  W.  Faulk,  Crowley. 


Caddo  Parish  (Shreveport  Medical  Society) : 
President,  Dr.  Pope  W.  Oden,  Shreveport;  First 
Vice-President,  Dr.  J.  R.  Stamper,  Shreveport; 
Second  Vice-President,  Dr.  O.  A.  Eaddy,  Shreve- 
port; Secretary,  Dr.  Wm.  B.  Heidorn,  Shreveport; 
Treasurer,  Dr.  J.  E.  Knighton,  Jr.,  Shreveport; 
Delegates,  Drs.  T.  P.  Lloyd,  W.  P.  Butler,  R.  G. 
Douglas,  W.  S.  Kerlin,  G.  A.  Caldwell,  J.  M.  Gor- 
ton, all  of  Shreveport. 

Lafayette  Parish:  President,  Dr.  L.  A.  Prejean, 
Scott;  Vice-President,  Dr,  R.  S.  Hernandez,  Lafa- 
yette; Secretary-Treasurer,  Dr.  W.  J.  Yongue, 
Lafayette;  Delegate,  Dr.  C.  E.  Hamilton,  Lafa- 
yette; Alternate,  Dr.  R.  D.  Voorhies,  Lafayette. 

Third  District:  President,  Dr.  S.  D.  Yongue, 
Breaux  Bridge;  Vice-President,  Dr.  A.  D.  Voor- 
hies; Secretary-Treasurer,  Dr.  L.  B.  Long,  Lafa- 
yette; Delegate,  Dr.  Charles  Horton,  Franklin; 
Alternate,  Dr.  A.  J.  Comeaux,  Youngsville. 

Fourth  District:  President,  Dr.  W.  B.  Hunter, 
Coushatta;  First  Vice-President,  Dr.  0.  C.  Rigby, 
Shreveport;  Second  Vice-President,  Dr.  G.  A. 
Caldwell,  Shreveport;  Secretary-Treasurer,  Dr. 
W.  B.  Heidorn,  Shreveport;  Delegate,  Dr.  W.  J. 
Norfleet,  Shreveport. 

Fifth  District:  President,  Dr.  A.  D.  Tisdale, 
Monroe;  Vice-President,  Dr.  J.  L.  Smith,  Dubach; 
Secretary-Treasurer,  Dr.  F.  P.  Rizzo,  Monroe; 
Delegate,  Dr.  P.  L.  Perot,  Monroe. 

Seventh  District:  Secretary-Treasurer,  Dr.  W. 
C.  Heinen,  Lake  Arthur;  Delegate,  Dr.  Claude 
Martin,  Welsh. 


THE  NATIONAL  HEALTH  COUNCIL. 

The  headquarters  for  this  organization  and  nine 
of  its  constituent  members  will  share  office  space 
on  a co-operative  basis,  and  will  move  to  the  new 
Nelson  Tower  Building,  7th  Avenue,  New  York. 
The  National  Health  Council  and  its  member 
organizations  include:  American  Child  Health  As- 
sociation, American  Heart  Association,  American 
Public  Health  Association,  American  Social  Hy- 
giene Association,  National  Committee  for  Mental 
Hygiene,  National  Organization  for  Public  Health 
Nursing,  National  Society  for  the  Prevention  of 
Blindness,  National  Tuberculosis  Association, 
Foundation  for  Positive  Health. 


ANNOUNCEMENTS  OF  FUTURE  MEETINGS. 

The  60th  Annual  Meeting  of  the  American 
Public  Health  Association  will  be  held  in  Montreal, 
Quebec,  September  14-17,  with  the  Windsor  Hotel 
as  headquarters. 
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The  3rd  Congress  of  the  Pan  American  Medical 
Association  will  be  held  in  Mexico  City,  July 
26-31.  Information  concerning  this  meeting  may 
be  obtained  from  Dr.  Conrad  Berens,  35  East 
•70th  Street,  New  York. 


PLEASE  NOTE! 

The  New  Orleans  Medical  and  Surgical  Journal 
and  the  Cooperative  Medical  Advertising  Bureau 
of  Chicago  maintain  a Service  Department  to 
answer  inquiries  from  you  about  pharmaceuticals, 
surgical  instruments  and  other  manufactured 
products,  such  as  soaps,  clothing,  automobiles,  etc., 
which  you  may  need  in  your  home,  office,  sanita- 
rium or  hospital. 

We  invite  and  urge  you  to  use  this  iService. 

It  is  absolutely  free  to  you. 

The  Cooperation  Bureau  is  equipped  with  cata- 
lougues  and  price  lists  of  manufacturers,  and  can 
supply  you  information  by  return  mail. 

Perhaps  you  want  a certain  kind  of  instrument 
which  is  not  advertised  in  The  Journal,  and  do  not 
know  where  to  secure  it;  or  do  not  know  where  to 
obtain  some  automobile  supplies  you  need.  The 
Service  Bureau  will  give  you  the  information. 

Whenever  possible,  the  goods  will  be  advertised 
in  our  pages;  but  if  they  are  not,  we  urge  you  to 
ask  The  Journal  about  them,  or  write  direct  to  the 
Cooperative  Medical  Advertising  Bureau,  535  N. 
Dearborn  street,  Chicago,  Illinois. 

We  want  The  Journal  to  serve  you. 


CORRESPONDENCE. 

New  Orleans  Medical  and  Surgical  Journal, 

1430  Tulane  Ave., 

New  Orleans,  La. 

Gentlemen : 

A few  weeks  ago  a young  man  about  5 feet, 
7 inches  tall,  thin,  slightly  stooped  and  of  dark 
complexion,  came  into  my  office  purporting  to  be 
selling  gowns,  aprons,  and  other  articles  for 
physicians’  use.  He  claimed  to  represent  the 
Hoover  Manufacturing  Co.,  Room  No.  4,  More- 
house Bldg.,  Mobile,  Ala.  I gave  him  an  order 
for  6 laboratory  aprons,  the  price  of  which  was 
$1.80,  paid  him  $1.00  cash  and  was  to  pay  the 
80  cents  when  the  aprons  were  shipped  C.  O.  D. 


I was  adviced  that  they  would  reach  me  in  a few 
days. 

Some  days  passed  and  I did  not  receive  the 
goods.  He  had  given  me  a duplicate  order  slip 
and  I wrote  to  the  Hoover  Manufacturing  Co. 
at  the  Mobile  address  and  the  letter  was  returned 
to  me  marked  “Unclaimed.  No  such  firm  in  the 
directory.” 

I noticed  on  the  duplicate  order  slip  that  the 
headquarters  of  the  Hoover  Manufacturing  Co. 
was  at  30  West  33rd  St.,  New  York  City,  and 
under  date  of  February  13,  I wrote  them  the 
following  letter: 

“About  January  27,  your  representative,  Mr.  R. 
Wharton,  came  in  and  took  an  order  from  us  for 
6 aprons,  style  333,  size  48,  and  he  was  given  $1.00 
as  a down  payment.  He  said  that  the  aprons  would 
probably  reach  us  in  four  or  five  days.  He  left 
an  order  slip  giving  his  address  as  Rm.  No.  4, 
Morehouse  Bldg.,  Mobile,  Ala. 

On  February  5,  I wrote  to  the  company  at 
Mobile  inquiring  for  the  goods  as  we  had  not  re- 
ceived them.  This  morning  the  letter  was  returned 
marked  ‘Unclaimed’  by  the  post  office. 

“I  would  like  to  know  whether  you  have  a repre- 
seintative  by  that  name  and  if  so  why  our  order, 
which  was  given  in  good  faith,  has  not  been  sent.” 

On  February  18,  I had  a reply  from  the  com- 
pany in  New  York  in  which  they  stated  the 
following : 

“In  reply  to  your  recent  letter,  we  have  no 
representative  by  the  name  of  R.  Wharton,  and 
if  you  have  a duplicate  order,  kindly  attach  it  to 
this  letter  and  refturn  to  us  at  once,  and  we  will 
try  to  make  an  adjustment.”  It  was  signed 
Chas.  Baker,  Hoover  Manufacturing  Company, 
Sales  Manager. 

I thought  possibly  if  a write-up  appeared  in 
your  columns  it  might  save  some  other  physicians 
the  embarrassment  and  inconvenience  of  dealing 
with  this  individual  who  is  going  about  swindling, 
and  in  all  probability  he  would  soon  be  caught  in 
his  attempt  to  represent  a concern  fraudulently. 

Thanking  you,  I am, 

Very  truly  yours, 

W.  A.  Dearman,  M.  D. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

L.  S.  Lippincott,  Editor 

H.  L.  Rush,  Associate  Editor  D.  W.  Jones,  Associate  Editor 


FROM  OUR  PRESIDENT. 

Scientific  Sessions. 

To  the  casual  observer  our  Scientific  Sessions 
run  rather  smoothly.  Once  in  a while  a super- 
heated argument  develops,  but  for  the  most  part 
everything  is  said  in  good  humor  and  taken  in 
good  faith,  but  there  are  two  irregularities  con- 
stantly creeping  in  that  tend  to  disorder,  and 
sometimes  to  ill-feeling.  One  of  these  is  the 
abominable  fault  of  a paper  extending  beyond  the 
time  limit;  the  other  the  extremely  discourteous 
trick  of  an  author,  who  is  unable  to  attend  the 
meeting,  of  sending  in  his  paper  to  be  read  by 
someone  else. 

The  law  in  the  matter  is  entirely  clear.  “No 
address  or  paper  before  the  Association,  except 
those  of  the  President  and  Orators,  shall  occupy 
more  than  fifteen  minutes  in  its  delivery.”  “Each 
paper  must  be  read  by  its  author.”  These  two 
rules  are  very  frequently  over-ridden  or  disre- 
garded, and  invariably  it  is  the  fault  of  the  man 
in  the  chair.  It  is  really  a remarkable  thing,  but 
it  frequently  happens,  that  a man  will  accept 
office  and  undertake  to  perform  the  duties  thereof, 
and  never  go  to  the  trouble  to  familiarize  himself 
with  the  rules  under  which  he  is  supposed  to  be 
operating.  At  least  that  is  the  impression  one 
gets,  and  is  certainly  the  kindest  construction  one 
can  put  on  what  happens. 

Last  May — one  of  these  matters  came  up  in 
the  Section  on  Surgery.  A member  who  was  on 
the  program,  unable  to  be  present,  sent  in  his 
paper  by  a fellow  townsman.  When  the  time  ar- 
rived for  the  paper,  the  chairman  announced  that 
the  author  had  been  prevented  from,  coming  and 
that  his  paper  would  be  read  by  the  gentleman  by 
whom  he  had  sent  it.  No  one  cared  to  appear  un- 
gracious, so  the  paper  was  read  and  discussed, 
and  it  messed  things  up  very  badly,  because  it 
was  coupled  with  another  paper  for  discussion, 
the  two  were  considered  jointly,  and  since  the 
paper  by  the  absentee  author  could  not  be  pub- 
lished—By-Laws  again — the  discussion  had  to  be 
re-hashed;  all  of  which  would  have  been  avoided 
had  the  Chairman  followed  the  rules. 

The  other  case  was  in  the  Section  on  Hygiene. 
A guest  failed  to  come  but  sent  his  paper.  Some 
one  else  read  it.  The  paper  ran  over  the  time 
limit;  the  chairman  called  time.  Someone  moved 
extension.  A protest  was  raised.  Protest  was 
overruled.  The  By-Law  was  overridden  and  the 
paper  read  to  the  bitter  end. 


Again  it  was  the  fault  of  the  Chairman.  It 
was  improper  to  admit  the  paper;  it  was  equally 
improper  to  extend  the  time  limit.  Such  action  is 
only  when  done  by  unanimous  consent,  which  was 
not  possible  in  either  case  since  a protest  had 
been  made.  The  Chairman  should  have  made  a 
ruling,  stuck  to  his  guns  and  called  the  next 
paper. 

There  is  no  use  in  having  laws  unless  they  are 
obeyed.  Far  better  wipe  them  all  out  and  let 
every  Chairman  run  his  Section  to  suit  himself 
than  have  laws  that  only  fetter  the  law-abiding 
and  are  ignored  by  the  others. 

The  Secretary  prints  these  rules  on  a front 
page  of  the  program  every  year — and  nearly 
every  year  one  or  the  other  of  them  is  violated. 

All  of  which  is  respectfully  referred  to  the 
attention  of  the  Chairmen  and  essayists  for  the 
1931  meeting. 

E.  F.  Howard. 


DIPHTHERIA. 

The  State  Board  of  Health  reports  that  there 
were  1273  cases  of  diphtheria  reported  during 
1930.  All  of  these  cases  occurred  in  Mississippi. 
Of  this  number  1030  occurred  in  children  under 
ten  years  of  age.  The  Board  calls  attention  to 
the  fact  that  85  per  cent  of  these  cases  of  diph- 
theria could  have  been  prevented  by  three  doses 
of  anti-toxin  given  one  week  apart  to  each  child. 

It  is  interesting  to  note  that  the  above  total 
number  of  cases  for  1930  was  five  hundred  less 
than  the  number  of  cases  reported  for  1929.  A 
little  more  energy  on  the  part  of  the  family  physi- 
cians will  easily  reduce  the  amount  of  diphtheria 
for  1931  still  more. 


FIELD  MEMORIAL  HOSPITAL. 

Acknowledgment  is  made  of  a very  attractive 
invitation  of  the  Staff  and  Graduating  Class  of 
the  Field  Memorial  Hospital  Training  iSchool  for 
Nurses  to  attending  the  Graduating  Exercises  held 
Thursday  evening,  March  5,  at  8 o’clock,  in  Town 
Hall,  Centreville.  The  program  was  as  follows: 

1.  Processional — Mrs.  Eleanor  F.  Moore. 

2.  Invocation — Rev.  F.  L.  McCue. 

3.  Solo — Mrs.  James  G.  Carr. 

4.  Greetings  from  the  Stag — Dr.  R.  J.  Field, 
Chairman. 

5. 


Address — Dr.  Felix  Underwood. 
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6.  Class  History — Miss  Lucille  Smith. 

7.  Class  Prophecy— Miss  lone  Smith. 

8.  Class  Will — Miss  Dorris  McGraw. 

9.  Address. 

10.  Presentation  of  Diplomas  and  School  Pin — 
Hon.  D.  C.  Bramlette. 

11.  Florence  Nightingale  Pledge  — Graduating 
Class. 

12.  Hymn. 

The  Class  Officers  were  President,  Julia  Mae 
Jones;  Vice-President,  Dorris  McGraw;  Second 
Vice-President,  Almena  James;  Secretary  and 
Treasurer,  lone  Smith;  Historian,  Lucille  Smith. 


NATCHEZ  CHARITY  HOSPITAL. 

At  the  last  monthly  meeting  of  the  Staff  of  the 
Natchez  Charity  Hospital,  the  operative  and  non- 
operative treatment  of  appendiceal  abscess  and 
ruptured  appendices  was  freely  discussed.  The 
balance  of  favor  seemed  to  be  for  the  non-opera- 
tive treatment  as  an  immediate  procedure. 

It  was  brought  out  that  in  16  cases  of  definite 
appendiceal  abscess  treated  by  constant  infra-red 
heat,  the  soreness  and  mass  gradually  subsided 
and  no  patients  were  lost.  These  patients  were 
advised  to  have  the  appendix  removed  after  the 
inflammatory  process  had  completely  subsided. 

Staff  conferences  are  held  each  Friday  at 
5:30  P.  M. 

There  has  just  recently  been  installed  an  at- 
tractive built-in  filing  cabinet  sufficient  to  care  for 
records  of  five  years;  also  additional  space  for 
filing  old  records  in  an  attractive  and  orderly 
manner. 


ADAMS  COUNTY. 

Mrsu  Presly  Bisland,  who  with  Mr.  Bisland  and 
their  daughter,  Miss  Sally  Bisland,  have  been 
spending  several  weeks  in  Natchez,  has  returned 
to  her  home  in  Bronxville,  N.  Y.  She  was  accom- 
panied by  Mrs.  J.  D.  Shields  and  Miss  Caroline 
Shields,  who  will  visit  in  the  east  with  Mrs.  Bis- 
land. Mrs.  Bisland,  Mrs.  Shields,  and  Miss  Caro- 
line Shields  were  joined  in  New  Orleans  by 
Mr.  Dunbar  Shields,  who  made  the  trip  east  with 
them. 

Sympathy  is  extended  to  Dr.  J.  A.  Rayburn, 
superintendent  of  the  Natchez  Charity  Hospital,  in 
the  loss  of  his  father,  who  died  at  Myrtle,  Feb.  19, 
1931.  L.  Wallin. 


KING’S  DAUGHTER’S  HOSPITAL, 
GREENVILLE. 

At  the  last  meeting  of  the  Staff  of  the  King’s 
Daughter’s  Hospital,  Greenville,  the  following- 
case  reports  were  presented : 

1.  Colitis — Dr.  0.  H.  Beck. 

Discussed  by  Drs.  J.  G.  Archer,  C.  P.  Thomp- 
son, H.  A.  Gamble,  and  A.  G.  Payne. 

2.  Eclampsia.  Treated  by  the  use  of  Sodium 
Amytal  Preliminary  to  Delivery  — Dr.  C.  P. 
Thompson. 

Discussed  by  Drs.  J.  F.  Lucas  and  J.  B.  Hirsch. 

3.  Chorea — Dr.  F.  M.  Acree.  (A  paper.) 

Officers  were  elected  as  follows : President, 

Dr.  F.  M.  Acree;  Vice-President,  Dr.  L.  C.  Davis; 
Secretary,  Dr.  J.  C.  Pegues  Chief  of  Surgical 
Staff,  Dr.  H.  A.  Gamble;  Chief  of  Medical  Staff, 
Dr.  C.  P.  Thompson;  Chief  of  Specialties,  Dr. 
R.  C.  Finlay. 


EAST  MISSISSIPPI  MEDICAL  SOCIETY. 

Dr.  T.  L.  Bennett,  Meridian,  reports  that  the 
regular  meeting  of  the  East  Mississippi  Medical 
Society  was  held  in  the  Elks’  Club,  Merdian,  on 
Thursday,  Feb.  19,  at  3 P.  M.,  with  41  members 
and  several  guests  present. 

Three  new  members  were  elected — Dr.  J.  R. 
Plummer,  Deemer;  Dr.  S.  H.  Davis,  Burnside,  and 
Dr.  C.  L.  Perry,  Philadelphia.  All  are  from 
Winston  County. 

A series  of  educational  publicity  articles  was 
brought  before  the  (Society  for  consideration. 
After  some  discussion,  on  motion  of  Dr.  J.  L. 
Parkes,  it  was  voted  to  appoint  a committee  of 
three  to  investigate  these  articles  and  report  at 
the  next  regular  meeting.  President  A.  L.  Majure 
appointed  on  this  committee  Drs.  J.  L.  Parkes, 
J.  S.  Hickman,  and  A.  C.  Bryan. 

The  following  scientific  program  was  presented: 

1.  Acute  Otitis  Media — Dr.  H.  L.  Arnold, 
Meridian. 

Discussed  by  Dr.  G.  L.  Arrington. 

2.  Perforated  Peptic  Ulcer  with  Report  of 
Cases — Dr.  R.  H.  Cranford,  Laurel. 

Discussed  by  Drs.  W.  J.  Anderson,  A.  C. 
Bryan,  P.  E.  Holladay,  H.  L.  Arnold  and 
T.  D.  Bourdeaux. 

3.  Frequent  Complications  of  Pregnancy — 
Dr.  W.  R.  Holladay,  Meridian. 

Discussed  by  Drs.  Dudley  Stennis,  A.  C. 
Bryan  and  J.  S.  Hickman. 
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4.  Ambulatory  Treatment  of  Fracture  of  the 
Lower  Limb  (Moving  Pictures) — Dr.  Leslie  V. 
Rush,  Meridian. 

The  next  meeting  of  the  Society  will  be  held  in 
Meridian  on  Thursday,  April  16.  At  this  meeting 
Dr.  Gilbert  F.  Douglas,  of  Birmingham,  Ala.,  will 
give  a paper  on  “Injection  of  the  Fallopian  Tubes 
with  Iodized  Oil:  Its  Practical  Value  in  Pelvic 
Pathology.”  The  paper  will  be  illustrated  by  lan- 
tern slides. 


DR.  JESSE  HACKLEY  RUSH 
Whereas,  Dr.  Jes-se  Hackley  Rush  has  gone  from 
us  never  to  return;  and 

Whereas,  we  realize  fully  that  a great  and  good 
man  has  gone  from  among  us  and  that  the  East 
Mississippi  Medical  Society  has  sustained  a great 
loss  in  his  passing;  therefore,  be  it 


be  furnished  the  family  of  the  deceased  and  that 
a page  in  our  minutes  be  set  apart  out  of  respect 
to  his  memory. 

Respectfully  submitted 

I.  W.  COOPER,  Chairman, 
W.  R.  HOLLADAY, 

A.  C.  BRYAN, 

Committee. 


ISSAQUENA  COUNTY. 

Dr.  J.  B.  Benton  of  Valley  Park,  representing 
this  district  on  the  Board  of  Supervisors,  was  in 
Mayersville  several  days  during  the  past  week 
attending  the  regular  March  meeting  of  that 
body. 

Dr.  W.  H.  Seudder,  Mayersville,  was  a member 
of  the  grand  jury  during  the  regular  spring  term 
of  circuit  court  held  in  Mayersville.  It  takes  prac- 
tically everybody  in  the  county,  doctors  included, 
to  hold  a term  of  court  in  Issaquena. 


Resolved,  That  in  the  death  of  Dr.  Rush  our 
Association  has  lost  one  of  its  most  useful  and 
untiring  workers;  and 

Resolved,  That  his  life,  character,  and  devotion 
to  duty  to  the  medical  profesaion  and  to  the  people 
demand  our  highest  admiration  and  esteem;  and 

Resolved,  That  these  resolutions  be  printed  in 
our  Official  Organ  and  that  a copy  be  sent  to  his 
family  and  that  a page  be  set  apart  in  our  minutes 
in  respect  to  his  memory. 

Respectfully  submitted, 

I.  W.  Cooper,  Chairman; 

Leonard  Hart, 

J.  T.  Bailey. 

Committee. 


W.  H.  Seudder. 


SHARKEY  COUNTY. 

Dr.  M.  J.  Few,  Rolling  Fork,  and  Miss  Jennie 
McCuiston  were  quietly  married  Sunday  morn- 
ing, March  8,  at  Glen  Ellen.  They  are  spending 
their  honeymoon  in  Hot  Springs,  Ark. 


Mrs.  H.  S.  Goodman,  wife  of  Dr.  H.  S.  Goodman, 
Cary,  was  elected  historian  at  the  district  meet- 
ing of  the  Parent-Teachers  Association. 

Dr.  W.  C.  Pool,  Cary,  attended  the  Tri-State 
meeting  in  Memphis,  February  17-20. 


Dr.  S.  T. 
home. 


Wells,  Anguilla,  is  building  a new 
Dr.  W.  C.  Pool. 


DR.  SAMUEL  H.  HAIRSTON. 

Whereas,  our  Omnipotent  Father  has  taken  by 
death  from  us,  Dr.  Samuel  H.  Hairston,  a valued 
and  influential  member  of  our  Association;  and 

Whereas,  we  as  individuals  and  as  an  associa- 
tion regret  keenly  and  feel  intensely  the  loss  of 
our  member,  therefore  be  it 

Resolved,  That  we  express  to  the  relatives  of  our 
deceased  member  our  heartfelt  and  deep  sympathy 
in  their  terrible  bereavement,  and  be  it  further 

Resolved,  That  these  resolutions  be  published  in 
the  official  organ  of  our  association,  that  a copy 


LINCOLN  COUNTY. 

President  F.  E.  Collins  of  the  Tri-County  Medi- 
cal Society,  has  appointed  a reporter  from  each 
county  in  his  jurisdiction  to  assist  “ye  Editor” 
in  getting  news  for  the  Journal,  as  follows: 

Dr.  W.  L.  Little,  Wesson,  for  Copiah  County; 
Dr.  W.  H.  Frizell,  Brookhaven,  for  Lincoln  Coun- 
ty; Dr.  B.  S.  Waller,  Silver  Creek,  for  Lawrence 
County;  Dr.  B.  L.  Crawford,  Tylertown,  for  Wal- 
thall County. 

Of  the  active  members  of  the  profession  in 
Lincoln  County,  all  belong  to  the  Tri-County 
Society  except  two  whom  we  may  get  yet.  Most 
of  the  members  are  interested  in  the  Society  but 
as  elsewhere  some  only  attend  “turkey”  meetings. 


Mississippi  State  Medical  Association 


743 


The  Staff  of  the  Brookhaven  King’s  Daughters’ 
Hospital  meets  regularly  on  the  first  Tuesday  eve- 
ning of  each  month  at  7 :30.  Programs  are  always 
given  by  three  members  appointed  one  month 
ahead  by  the  president.  Attendance  is  usually 
good  and  interest  is  always  manifest. 

Dr.  James  A.  McCallum,  formerly  of  D’lo,  re- 
moved from  Brookhaven  on  Feb.  16,  and  is  now 
attending  the  School  of  Instruction  at  Indianola, 
preparatory  to  doing  special  work  for  the  State 
Board  of  Health.  We  shall  expect  a good  report 
of  him. 

The  Ladies  Auxiliary  of  the  Tri-County  So- 
ciety meets  regularly  with  the  Medical  Society 
and  holds  interesting  and  helpful  sessions. 

The  Tri-County  (Copiah  - Lincoln  - Lawrence  - 
Walthall)  Medical  Society  met  together  with  the 
Ladies  Auxiliary  at  the  Copiah-Lincoln  Junior  Col- 
lege, Wesson,  that  institution  being  the  host. 
After  a bountiful  and  well  prepared  dinner,  the 
ladies  and  physicians  inspected  the  various  build- 
ings and  departments.  At  2 P.  M.  we  assembled 
in  the  amphitheatre  where  the  music  department 
gave  several  selections  by  the  students  for  our 
entertainment.  Superintendent  Ellzey  and  his 
faculty  and  student  body  are  most  excellent  hosts. 

The  entire  body  was  addressed  by  Dr.  Henry 
Boswell  of  the  State  Sanatorium  on  “Some  Salient 
Points  on  Prevention  of  Tuberculosis,”  much  to 
the  enlightenment  and  good  of  the  students. 

, Dr.  H.  C.  Ricks,  Director  of  the  Bureau  of 
Communicable  Diseases,  of  the  Mississippi  State 
Board  of  Health,  next  gave  a comprehensive  ex- 
position of  some  of  the  more  common  communi- 
cable diseases  and  their  relative  frequency  and 
control.  Dr.  Ricks  and  his  messages  were  both 
well  received. 

After  this  the  society  went  into  regular  session 
and  entered  into  round  table  discussion  of  influ- 
enza. Dr.  W.  H.  Frizell  opened  with  the  defini- 
tion, etiology  and  bacteriology;  and  was  followed 
by  Dr.  Savage  on  the  treatment  of  the  different 
types.  A general  discussion  followed. 

Drs.  F.  V.  McRee  and  G.  R.  Robertson,  Brook- 
haven, were  elected  to  Life  Honorary  Membership 
in  the  society. 

Adjourned  to  meet  in  Brookhaven,  June  9. 

W.  H.  Frizell. 


LAWRENCE  COUNTY. 

“The  only  medical  news  that  I know  is  that  Dr. 
S.  E.  Izard  of  New  Hebron,  had  the  misfortune 
to  have  a drug  store  and  office  burned  on  the 
night  of  Jan.  1,  1931. 


‘The  Tri-County  Medical  Society  met  on  March 
10,  at  Wesson,  the  meeting  being  held  in  the 
auditorium  of  the  Lincoln-Copiah  Junior  College.” 

B.  S.  Waller. 


BOARD  OF  COUNTY  EDITORS. 

Your  editors  for  Mississippi  have  sent  to  each 
President  of  our  County  Medical  Societies  the 
following  letter,  which  is  self-explanatory: 

‘A  real  journal  means  a great  deal  in  the  suc- 
cess of  a medical  society.  Aside  from  the  publi- 
cation of  scientific  papers,  one  of  its  chief  func- 
tions is  to  stimulate  interest  in  the  society  and 
to  keep  the  members  in  touch  with  each  other 
and  with  their  various  activities.  To  do  this 
effectively  it  is  necessary  to  have  notes  of  what  is 
going  on  in  every  part  of  the  State  in  every 
issue. 

“Three  men  chosen  by  the  iState  Association 
cannot  cover  the  State  each  month  alone.  To 
remedy  this  defect  and  to  make  the  official  jour- 
nal of  the  Mississippi  State  Medical  Association 
really  worth  while  to  the  Association  and  to 
every  member  of  every  County  Society,  we  are 
forming  a Board  of  County  Editors,  this  Board 
to  be  appointed  by  the  presidents  of  the  various 
County  Societies. 

‘The  duties  of  the  county  editors  will  be  to 
send  in  to  the  editor  once  a month  all  the  news 
of  the  doctors  and  their  families  in  their  own 
counties.  This  does  not  let  out  the  presidents  and 
secretaries  from  furnishing  reports  of  meetings 
of  the  societies.  Our  best  material  has  come 
from  presidents  and  secretaries.  It  is  an  effort 
to  divide  up  the  work  and  to  cover  more  terri- 
tory with  greater  efficiency. 

‘Will  you  not  now  appoint  an  editor  for  your 
society,  picking  a man  who  will  really  take  the 
appointment  seriously  and  do  something,  and 
send  to  me  his  name  and  address  so  that  I may 
get  in  touch  with  him  personally.  I would  also 
like  to  publish  the  names  in  the  next  issue  of  the 
New  Orleans  Medical  and  Surgical  Journal. 

“Thanking  you  for  your  co-operation  and  assur- 
ing you  of  our  earnest  desire  to  make  your  Jour- 
nal of  the  greatest  interest  to  you  and  to  your 
members, 

Sincerely  yours, 

YOUR  EDITORS.” 

Your  editors  are*  deeply  appreciative  of  the 
wonderful  co-operation  rendered  by  many  of  our 
members  throughout  the  State.  At  the  same  time, 
we  realize  that  our  section  of  the  Journal  should 
cover  ALL  parts  of  the  State.  Hence,  the  new 
Board  of  County  Editors. 
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The  presidents  of  our  societies  are  seeing  our 
point  and  are  responding  in  a fine  manner.  Some 
of  their  letters  are  certainly  most  encouraging. 
Those  who  have  already  made  the  appointments 
requested  are  Dr.  C.  W.  Emerson,  DeSoto  County 
Medical  Society;  Dr.  I.  E.  Stennis,  Pike  County 
Medical  Society ; Dr.  A.  L.  Majure,  East  Missis- 
sippi Medical  Society;  Dr.  C.  E.  Boyd,  North 
East  Mississippi  Thirteen  Counties  Medical 
Society;  Dr.  H.  F.  Byers,  Tate  County  Medical 
Society;  Dr.  Lucien  S.  Gaudet,  Homochitto  Val- 
ley Medical  Society;  Dr.  J.  V.  May,  Claiborne 
County  Medical  Society^  Dr.  Franklin  E.  Collins, 
Tri-County  Medical  Society;  Dr.  J.  B.  Benton, 
Issaquena-Sharkey-Warren  Counties  Medical 
Society;  and  Dr.  A.  P.  McArthur,  Jackson  County 
Medical  Society.  Their  appointments  to  the  Board 
thus  far  received  are  as  follows: 

Adams  County — Dr.  L.  Wallin,  Natchez. 

Alcorn  County — Dr.  J.  R.  Hill,  Corinth. 

Amite  County — Dr.  Paul  Jackson,  Liberty. 

Calhoun  County — Dr.  J.  A.  Hardin,  Derma. 

Chickasaw  County- — Dr.  W.  C.  Walker,  Houlka. 

Claiborne  County — Dr.  W.  N.  Jenkins,  Port  Gib- 
son. 

Clay  County — Dr.  S.  R.  Dean,  West  Point. 

Copiah  County — Dr.  W.  L.  Little,  Wesson. 

DeSoto  County — Dr.  A.  V.  Richmond,  Lake  Cor- 
omant. 

Franklin  County— Dr.  C.  E.  Mullins,  Bude. 

Issaquena  County — Dr.  W.  H.  Scudder,  Mayers- 
ville. 

Itawamba  County — Dr.  N.  W.  Nanney,  Fulton. 

Jackson  County- — Dr.  B.  S.  Mcllwain,  Pasca- 
goula. 

Jefferson  County — Dr.  R.  B.  Harper,  Fayette. 

Lauderdale  County — -Dr.  Charles  T.  Burt,  Meri- 
dian. 

Lawrence  County — Dr.  B.  S.  Waller,  Silver 
Creek. 

Lee  County— Dr.  A.  J.  Stacy,  Tupelo. 

Lincoln  County — Dr.  W.  H.  Frizell,  Brookhaven. 

Lowndes  County — Dr.  J.  N.  Lipscomb,  Colum- 
bus. 

Monroe  County — Dr.  G.  S.  Bryan,  Amory. 

Neshoba  County — Dr.  J.  iS.  Hickman,  Philadel- 
phia. 

Newton  County — Dr.  S.  A.  Majure,  Hickory. 

Noxubee  County — Dr.  J.  D.  Green,  Brooksville. 

Oktibbeha  County-  -Dr.  H.  L.  Scales,  Starkville. 


Pike  County — Dr.  L.  J.  Rutledge,  McComb. 

Pontotoc  County — Dr.  R.  P.  Donaldson,  Pon- 
totoc. 

Prentiss  County — Dr.  R.  B.  Cunningham,  Boone- 
ville. 

Sharkey  County — Dr.  W.  C.  Pool,  Cary. 

Tate  County — Dr.  W.  D.  Smith,  Senatobia. 

Tishomingo  County — Dr.  K.  F.  McRae,  Belmont. 

Walthall  County — Dr.  B.  L.  Crawford,  Tyler- 
town. 

Warren  County — Dr.  E.  H.  Jones,  Vicksburg. 

Wilkinson  County — Dr.  Sam  E.  Field,  Centre- 
ville. 

Winston  County — Dr.  M.  L.  Montgomery,  Louis- 
ville. 

The  counties  not  yet  represented  on  the  Board 
are:  Attala,  Benton,  Boliver,  Carroll,  Choctaw, 
Clark,  Coahoma,  Covington,  Forrest,  George, 
Greene,  Grenada,  Hancock,  Harrison,  Hinds, 
Holmes  Humphrey,  Jasper,  Jones,  Jefferson  Davis, 
Kemper,  Lafayette,  Lamar,  Leake,  Leflore,  Madi- 
son, Marion,  Marshall,  Montgomery,  Panola,  Pearl 
River  Perry,  Quitman,  Rankin,  Scott,  Simpson, 
Stone,  Sunflower,  Tallahatchie,  Tippah,  Tunica, 
Union,  Washington,  Wayne,  Webster,  Yalobusha, 
Yazoo.  Next  month  we  hope  to  publish  the  name 
of  editors  for  each  of  the  above. 

To  all  members  of  the  State  Association : 

Your  editors  are  trying  very  hard  to  give  you 
a good  Mississippi  Section  in  our  Journal.  You 
are  urged  to  inform  your  county  editor  of  every- 
thing you  or  your  family  do  or  plan  to  do.  Let’s 
have  a real  friendly  family  party  each  month. 
Let’s  all  have  a share  in  our  Journal. 


FITE  HOSPITAL. 

Dr.  P.  L.  Fite,  Superintendent,  Fite  Hospital, 
Columbus,  writes  that  he  is  adding  ten  new  rooms 
to  his  hospital  and  making  other  needed  improve- 
ments about  the  place. 


NORTHEAST  MISSISSIPPI  THIRTEEN 
COUNTY  MEDICAL  SOCIETY. 

Dr.  J.  M.  Acker,  Jr.,  Secretary,  Northeast  Mis- 
sissippi Thirteen  County  Medical  Society,  reports 
that  the  regular  quarterly  meeting  was  held  in 
the  Y.  M.  C.  A.  Auditorium  at  A.  & M.  College, 
Starkville,  on  Tuesday,  March  17,  beginning  at 
2 P.  M.  The  program  was  as  follows: 

Meeting  called  to  order  by  Dr.  C.  E.  Boyd,  Pres- 
ident. 
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Invocation. — Rev.  J.  H.  Ray. 

Reading  and  adoption  of  minutes  of  the  last 
meeting. 

Treatment  of  Eclampsia. — Dr.  L.  B.  Morris, 
Macon.  Discussion  opened  by  Drs.  Dean  and 
Eason. 

Prevention  of  Diphtheria. — Dr.  W.  H.  Cleveland, 
Tupelo.  Discussion  opened  by  Drs.  Love  and  J.  D. 
Green. 

A Paper.— Dr.  Eugene  J.  Johnson,  Memphis, 
Tenn. 

Diagnosis  and  Treatment  of  Cervical  Carcinoma. 
— Dr.  W.  H.  Sutherland,  Booneville.  Discussion 
opened  by  Drs.  Philpot  and  M.  Q.  Ewing. 

Dr.  E.  F.  Howard,  President  of  the  Mississippi 
State  Medical  Association,  was  the  guest  of  honor 
and  made  an  impressive  address  on  the  affairs  of 
the  State  Association. 

After  a business  sesion,  the  doctors  and  their 
guests  were  tendered  a banquet  in  the  A.  & M. 
Cafeteria,  with  Dr.  H.  L.  Scales,  Starkville,  as 
host. 

The  society  was  welcomed  to  Starkville  by  Dr. 
A.  B.  Butts,  Vice-PresideW  A.  & M.  College. 


LAUDERDALE  COUNTY. 

After  the  death  of  Dr.  S.  H.  Hairston,  the  Meri- 
dian Sanitarium  has  reopened  under  the  manage- 
ment of  Drs.  K.  T.  Klein  and  A.  C.  Bryan.  Both 
Drs.  Klein  and  Bryan  are  limiting  their  practice 
to  general  surgery. 

Dr.  C.  R.  Stingily  has  direct  control  of  both 
roentengen-ray  and  clinical  laboratories. 

The  hospital  doors  are  open  to  all  reputable 
physicians  and  the  institution  has  been  successfully 
operated  with  full  capacity  since  it  was  reopened. 

Mrs.  Iva  W.  Lovell  is  superintendent  of  nurses. 

The  Staff  of  the  Anderson  Infirmary  met  in 
regular  session  on  February  13.  The  program 
included  the  following: 

Nephrolithiasis  with  report  of  cases. 

Heart  Failure. — Drs.  W.  Jeff  Anderson,  H.  F. 
Touchstone. 

Tatum,  W.  W.  Reynolds  and  B.  L.  Robinson. 

Foreign  Body  in  the  Bronchus. — Dr.  A.  H. 

Sixteen  members  were  present  at  this  meeting. 

Dr.  W.  Jeff  Anderson  is  a proud  grandfather 
of  William  J.  Anderson  III. 


Miss  Frances  Millery  Burt,  attractive  six  year 
old  daughter  of  Dr.  and  Mrs.  Charles  T.  Burt, 
Meridian,  took  part  in  an  expression  recital  over 
radio  station  WCOC  recently,  giving  a reading, 
“A  Little  Girl’s  Secret,”  and  also  taking  part  in 
a song.  She  also  appeared  in  a pageant  presented 
before  the  State  Music  Federation  on  March  16. 

Charles  T.  Burt. 


Dr.  D.  A.  Pettit,  Vicksburg,  held  a clinic  on 
March  10  to  demonstrate  the  use  of  diathermy 
in  the  removal  of  tonsils. 


DELINQUENTS. 

Dr.  D.  W.  Jones,  Councilor  of  the  Mississippi 
State  Medical  Association  for  the  Fifth  District, 
is  checking  up  on  the  membership  of  the  various 
constituent  societies  in  his  territory.  He  is  writ- 
ing a personal  letter  to  each  former  member  of 
the  various  societies  urging  them  to  become  affili- 
ated again  at  once.  He  is  also  calling  attention 
to  the  fact  that  if  dues  were  not  paid  by  Feb.  1, 
the  member  became  delinquent  as  to  the  Medico- 
Legal  Defense  Fund  until  such  dues  are  paid  and 
if  a suit  is  filed  while  delinquent,  the  Council  can- 
not enter  into  the  defense.  These  suits  are  be- 
coming common  and  it  is  important  for  all  reput- 
able physicians  to  keep  in  touch  with  the  State 
Medical  Association  on  that  account  as  well  as 
for  the  more  material  benefits  of  organization. 


NESHOBA  COUNTY. 

“We  belong  to  the  East  Mississippi  Medical  As- 
sociation, and  we  feel  very  glad  indeed  to  report 
that  we  have  fourteen  doctors  in  this  county, 
all  of  them  not  actively  engaged  in  their  profes- 
sion, but  all  interested  enough  that  they  are  mem- 
bers in  good  standing  with  the  East  Mississippi 
Medical  Association,  and  this  in  turn  places  them 
in  good  standing  with  the  Mississippi  State 
Association,  which  gives  us  its  benefits  and  pro- 
tection. 

“We  believe  this  100  per  cent  organization  is 
due  to  the  fact  that  our  President  of  the  State 
Medical  Association  made  a rule  to  place  the 
membership  campaign  on  the  vice-presidents  of 
each  county,  and  this  membership  is  the  major 
qualification  for  the  next  president  for  our  society. 
In  other  words,  it  makes  it  a competitive  propo- 
sition, and  unless  some  one  wanted  the  respective 
places  in  our  societies,  we  would  very  likely  have 
a dead  society. 

‘The  doctors  from  this  county  attended  the  East 
Mississippi  Medical  Association,  which  meets 
every  other  month  at  Meridian,  as  follows:  Dr. 
W.  R.  Hand,  Dr.  A.  L.  Majure,  and  Dr.  J.  S.  Hick- 
man. 
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“Dr.  Charlie  Harrison  attended  the  Tri-States 
Medical  Association  meeting  at  Memphis. 

“Dr.  W.  H.  Banks,  who  has  been  in  very  bad 
health  for  the  past  two  months,  has  greatly  im- 
proved, and  is  now  back  at  work  at  Coldvater 
community. 

“Dr.  M.  E.  Cole  who  has  also  been  on  the  sick 
list  is  now  regaining  his  health. 

“The  Neshoba  County  Medical  Fraternity  met 
at  Philadelphia  the  second  Tuesday  in  February, 
and  all  enjoyed  a refreshing  and  satisfying  supper 
at  the  Dobbs  Hotel.  We  had  a wonderful  meeting. 

“The  purpose  of  this  organization  is  to  keep  a 
closer  and  better  understanding  with  one  another, 
and  to  do  this,  we  learn  quite  a good  deal  about 
the  people  for  whom  we  work.  This  is  more  of 
a business  organization  than  otherwise,  and  we 
believe  it  makes  the  right  sort  of  impression  on 
the  laity,  at  least,  it  gives  them  to  understand 
that  we  are  together,  and  not  scrapping  one  an- 
other, as  the  old  doctors  used  to  do.” 

J.  S.  Hickman. 


Dr.  A.  Street,  Vicksburg,  attended  the  Second 
Annual  Assembly  of  the  Southeastern  Surgical 
Congress  at  Atlanta,  Ga.,  March  9 and  10. 


ACKNOWLEDGMENT 

Acknowledgement  is  made  of  “A  Brief  History 
of  Public  Health  and  Medical  Licensure  of  the 
State  of  Mississippi.”  This  compilation,  covering 
the  period  from  1799  to  1930,  was  prepared  by 
Felix  J.  Underwood,  M.  D.,  Secretary  and  Execu- 
tive Officer,  and  R.  M.  Whitfield,  M.  D.,  Assistant 
Secretary,  of  the  Mississippi  State  Board  of  Health 
and  sent  to  the  editor  with  the  compliments  of 
Dr.  Underwood.  It  contains  many  facts  of  inter- 
est which  are  set  forth  in  an  especially  excellent 
manner  and  should  prove  of  much  value  to  every 
physician  in  Mississippi.  Incidentally  it  brings 
out  in  an  emphatic  way  the  remarkable  develop- 
ment of  public  health  in  Mississippi.  Congratula- 
tions to  every  one  who  has  had  a part  in  this  good 
work. 


ISSAQUENA-iSHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society'  was 
held  at  the  Y.  M.  C.  A.,  Vicksburg,  March  10. 
The  scientific  program  included  the  following: 

Parathiocresol  Treatment  of  Chronic  Ulcers, — 
Dr.  W.  H.  Parsons.  Discussed  by  Drs.  F.  M. 
Smith,  L.  S.  Lippincott,  and  J.  B.  Benton. 


State  Medicine. — Dr.  E.  F.  Howard.  Discussed 
by  Drs.  D.  P.  Street,  E.  H.  Jones,  P.  S.  Herring, 
F.  M.  Smith,  H.  H.  Haralson,  and  W.  H.  Scudder. 

The  secretary  reported  that  in  response  to  the 
invitation  of  this  society  to  the  Central  Medical 
Society  to  hold  two  joint  meetings  this  year,  Sec- 
retary W.  L.  Hughes  of  the  Central  Medical 
Society  answered  that  such  joint  meetings  were 
desired. 

It  is  probable  that  one  meeting  will  be  held  in 
April  and  one  in  July.  One  meeting  is  to  be 
held  in  Jackson  and  the  other  in  Vicksburg. 

Dr.  H.  H.  Haralson  for  the  committee  appointed 
by  the  president,  presented  resolutions  on  the 
death  of  Dr.  J.  P.  O’Leary,  which  were  adopted. 


On  February  twenty-third  of  this  year  Dr.  J. 
P.  O’Leary,  age  sixty-one  years,  died  in  Vicksburg 
where  he  was  born  and  practiced  his  profession 
for  about  forty  years. 

Resolved  that  in  the  death  of  Dr.  O’Leary  the 
Issaquena-Sharkey- Warren  Counties  Medical  So- 
ciety has  lost  one  of  its  best  beloved  members,  and 
Vicksburg  and  the  State  of  Mississippi  one  of  its 
most  useful  citizens. 

Resolved,  that  he  was  a physician  of  sterling 
worth  and  a gentleman  of  strict  integrity  and 
honor,  a loving  spirit  and  a true  devoted  and  un- 
selfish friend. 

Resolved,  that  we  tender  his  beloved  family  our 
sincerest  sympathy. 

H.  H.  HARALSON,  Chairman. 

S.  W.  JOHNSTON, 

J.  S.  EWING, 

Committee. 

Vicksburg,  Miss.,  March  10,  1931. 


WARREN  COUNTY. 

Dr.  Hugh  Johnston,  who  has  a fellowship  at  the 
Mayo  Clinic,  recently  spent  two  weeks  with  his 
family  and  friends  in  Vicksburg. 

The  Vicksburg  Infirmary  held  its  regular  Staff 
Meeting  on  March  4. 

Dr.  G.  P.  Sanderson,  Vicksburg,  and  Dr.  W.  C. 
Pool,  Cary,  attended  the  meeting  of  the  Tri-States 
Medical  Association  in  Memphis  during  the  latter 
part  of  February.  They  reported  an  excellent 
meeting  and  that  one  of  our  outstanding  Missis- 
sippi men,  Dr.  A.  G.  Payne,  Greenville,  was  elected 
vice-president  of  the  association. 
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Dr.  M.  J.  Few  and  Miss  Jennie  MeCuiston  sur- 
prised their  friends  by  quietly  getting  married 
on  Sunday,  March  8.  They  have  our  best  wishes 
and  we  hope  they  do  not  even  need  them. 

Edley  H.  Jones. 


VICKSBURG  HOSPITAL. 

Dr.  E.  H.  Jones,  Secretary,  reports  that  the 
regular  meeting  of  the  Staff  of  the  Vicksburg  Hos- 
pital was  held  on  February  12,  and  that  the  fol- 
lowing program  was  rendered: 

Routine  business. 

Report  on  meeting  of  American  College  of  Sur- 
geons.— Dr.  I.  C.  Knox. 

Headaches  Due  to  Eye  Strain. — Dr.  E.  H.  Jones. 

Lunch. 

The  Staff  holds  its  regular  meetings  at  7 P. 
M.  on  the  second  Thursday  of  each  month.  The 
profession  is  cordially  invited  to  attend. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  Staff  of 
the  Vicksburg  Sanitarium  was  held  on  March  9. 
After  the  business  of  the  Staff  and  reports  from 
the  records  department  and  analysis  of  the  work 
of  the  hospital,  the  following  spe  ial  case  reports 
were  presented : 

Peritoneal  Cyst  Showing  in  the  Fluid  a Gram 
Negative  Diplococcus.- — Dr.  J.  A.  K.  Birchett,  Jr. 

Encephalitis,  With  Autopsy  Findings. — Dr.  L. 
J.  Clark. 

Meningococcic  Meningitis,  With  Autopsy  Find- 
ings.-— Dr.  G.  C.  Jarratt. 

A Brief  Discussion  of  Asthma  From  the  Aller- 
gic Viewpoint;  Report  of  an  Interesting  Case. — 
Dr.  E.  H.  Jones. 

The  following  selected  radiographic  studies  were 
shown:  Subdeltoid  bursitis;  a typical  spondylolis- 
thesis; supperativo  pleurisy;  tuberculosis  with 
pulmonary  abscess;  liver  abscess;  carcinoma  of 
stomach;  low  esophageal  obstruction;  cholelithiasis 
(two  cases)  ; hydroureter;  ureteral  calculus. 


DEATHS  OF  PHYiSICIANS,  FEBRUARY,  1931. 

J.  S.  Adams,  Sumrall.  Pneumonia  following 
accidental  burns  in  December;  February  5,  at 
Hattiesburg;  born  Moscow,  Miss.,  September  29, 
1878. 

William  G.  Dorroh,  Madison.  Cerebral  apoplexy, 
February  5,  stt  Madison;  born  Green  County, 
Ala.,  August  27,  1870. 


John  T.  O’Leary,  Vicksburg,  February  23,  at 
Vicksburg;  born  Vicksburg,  May  24,  1870. 

Reese  iS.  Wooley,  McCall’s  Greek.  Cerebral 
hemorrhage,  arterio-sclerosis,  February  2,  at  Nat- 
chez; born  Lincoln  County,  June  2,  1870. 

W.  L.  Hughston,  Ethel,  February  27,  at  Ethel; 
born  French  Camp,  February  6,  1868. 

Russell  McKinley,  Columbus.  Bronchal  pneu- 
monia, January  4,  at  Columbus;  born  Alabama, 
August  3,  1872. 


MEDICAL  SCHOOL. 

Dr.  P.  L.  Mull,  Dean  of  the  Medical  School,  Uni- 
versity of  Mississippi,  under  date  of  March  15, 
announced  the  action  of  the  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medi- 
cal Association  concerning  the  standing  of  the 
school.  Dr.  Mull,  accompanied  by  Drs.  J.  C.  Culley 
and  Billie  Guyton  of  Oxford  and  Hon.  Martin 
Miller,  of  Meridian,  representing  the  Alumni 
Association  of  the  University,  recently  appeared 
before  the  Council  at  a meeting  in  Chicago  in  the 
interest  of  provisionally  continuing  the  school  on 
the  approved  list.  The  decision  of  the  council  is 
contained  in  Bulletin  39,  as  follows: 

“2.  University  of  Mississippi  School  of  Medi- 
cine. Early  in  1930  reports  were  received  indi- 
cating that  sweeping  changes,  probably  through 
political  maneuvering,  had  been  made  in  the  fac- 
ulty of  this  school.  The  Council  at  once  recog- 
nized the  seriousness  of  this  situation  and  called 
the  governor’s  attention  to  the  fact  that  the  insti- 
tution recognized  by  this  Council  no  longer  ex- 
isted in  fact,  and  that  before  a new  institution 
could  be  recognized  it  would  need  to  be  thoroughly 
inspected. 

‘This  was  followed  by  the  prompt  restoration 
of  most  of  the  original  personnel  to  their  posi- 
tions on  the  medical  faculty.  At  its  business  meet- 
ing on  October  15,  1930,  therefore,  the  Council 
voted  that  the  approval  of  this  medical  school  be 
held  in  abeyance  until  the  effect  of  the  recent 
changes  could  be  determined.  Since  that  time  the 
Council  has  received  considerable  correspondence 
from  prominent  physicians  and  others  in  Mis- 
sissippi requesting  the  Council  to  hold  the  approval 
of  the  school  in  abeyance  until  the  next  Governor 
and  Legislature  of  Mississippi  are  elected,  which 
will  be  in  January,  1932,  after  which  it  is  expected 
that  favorable  developments  will  occur.  After  due 
consideration  the  Council  at  its  meeting  of  Febru- 
ary 15,  1931,  voted  that  the  approval  of  the  school 
be  continued  provisionally  pending  further  de- 
velopments.” 
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Historic  Artificial  Limbs:  By  Vittorio  Putti.  New 
York,  Paul  B.  Hoeber,  Inc.  1930.  11  illus.  pp. 
63. 

Martin  asks  Godfrey’s  name  and  the  warrior 
offers  him  his  left  hand.  “Why  do  you  offer  me 
the  left  hand?”  asks  the  offended  Martin.  “Am  I 
not  worthy  of  knightly  courtesy?”  Godfrey  an- 
swers, “Were  you  the  emperor  himself  you  must 
be  content  with  this.  My  right,  though  not  use- 
less in  war,  is  insensible  to  the  pressure  of  love; 
it  is  part  of  my  glove;  you  see,  it  is  iron.”  Then 
Martin  suddenly  stoops  to  kiss  this  iron  hand 
which  reveals  to  him  the  name  and  heroism  of 
the  famous  captain. 

The  foregoing,  and  many  equally  delightful  tid- 
bits, culled  from  the  Latin,  German  and  English 
literatures,  make  this  all  too  short  treatise  on 
artificial  limbs  a rare  pleasui'e. 

Putti  has  explored  a hitherto  uncharted  field 
of  medical  lore.  He  traces  the  development  of 
prosthetics  and  attempts  to  correlate  the  perfect- 
ing of  mechanical  limbs  with  contemporary  his- 
tory. He  analyzes  a number  of  famed  relics  and 
shows  the  influence  of  the  artisan  and  the  artist. 
Some  are  useful,  others  are  ornamental  as  well 
as  useful,  still  others  are  only  ornamental. 

The  following  historic  members  are  mentioned 
or  described : The  iron  hand  of  Goetz  of  Berlieh- 

ingen  (1480)  the  iron  hand  in  the  Imperial 
Museum  at  Berlin  (15th  century)  the  Neu-Ruppin 
hand  (which  antedates  the  15th  century)  the  hand 
owned  by  Count  Hans  Wilczwk  of  Vienna  which 
is  of  French  origin,  the  wooden  hands  in  the 
Deutsches  Museum  in  Neuremberg,  the  wooden 
pilon  of  the  Gallo-Roman  Epoch,  the  pilons  in  the 
Talmud,  the  wooden  leg  of  Egesistratus,  the  iron 
hand  that  Sergius  made  for  himself  during  the 
second  Punic  war,  the  Stibbert  collection  in  Flor- 
ence. 

Anyone  interested  in  medical  history  should  wel- 
come this  priceless  contribution.  Incidentally  it 
might  serve  a useful  purpose  in  an  orthopedist’s 
waiting  room. 

Maurice  Sullivan,  M.  D. 


A Textbook  of  Gynecology : By  Arthur  Hale  Curtis, 
M.  D.  Philadelphia,  W.  B.  Saunders  Company. 
1930.  Pp.  380. 

This  book  reminds  one  of  a heart  to  heart  talk 
with  an  author  rather  than  a stereotyped  repeti- 
tion of  other  men’s  opinions  and  what  they  have 
done.  The  author’s  frankness  is  refreshing  and 
the  fact  that  every  imaginable  treatment  of  con- 
ditions is  not  dwelled  upon  allows  one  to  gain  a 
vivid  concept  of  gynecological  diseases  as  he  sees 


them.  This  work  would  be  an  asset  not  only  to  the 
library  of  the  student  and  recent  graduate  but, 
also,  to  the  library  of  one  long  since  a student; 
however,  it  is  not  detailed  and  presumes  knowledge 
of  fundamentals.  The  illustrations,  most  of  which 
are  by  Tom  Jones,  are  excellent  and  the  concept 
one  obtains  a sequence  of  steps  in  those  illustrating 
operative  technic  is  almost  perfect.  A textbook  by 
the  author  on  obstetrics  treated  in  a style  similar 
to  this  work  would  be  welcomed  by  the  profession. 

J.  W.  Williams,  M.  D. 


Arterial  Hypertension:  By  Edward  J.  Stieglitz, 

M.  S.,  M.  D.  New  \ork,  Paul  B.  Hoeber,  Inc. 

1930.  pp.  280. 

A very  interesting  book,  written  in  a careful 
style  and  one  easy  to  read.  The  subject  is  cov- 
ered in  a most  pleasing  manner  and  good  discrim- 
ination is  shown  in  touching  lightly  such  details  as 
are  of  minor  interest,  and  in  dwelling  on  those  of 
interest  and  importance.  In  the  early  chapters, 
the  author’  discusses  anatomy,  physiology  of  the 
circulation,  and  those  passages  devoted  to  the 
“mechanics  and  physics,”  so  to  speak,  of  hyper- 
tension are  of  considerable  interest.  The  discus- 
sion of  etiology  offers  no  new  concepts.  The  mul- 
tiplicity of  the  various  agents  is  carefully  reviewed 
and  the  susceptibility  of  some  and  refractoriness 
of  others  to  correction  is  discussed.  In  discussing 
the  symptomatology  the  author  again  warns 
against  the  fact  that  early,  and  occasionally, 
hypertension  of  fairly  long  standing,  presents  no 
symptoms.  The  various  symptom  groups,  viz : the 
cerebral,  cardio-circulatory  and  the  renal  are 
described.  The  chapter  on  treatment  includes 
mention  of  the  various  agents  in  use  at  present. 
Many  colleagues  will  not  concur  with  the  author’s 
opinion  that  the  iodides  are  contraindicated.  He 
denounces  too  free  purgation  as  well  as  too  con- 
servative use  of  digitalis.  He  firmly  gives  his 
opinion,  in  this  and  in  subsequent  chapters,  on  the 
importance  of  slowing  the  pulse  rate  by  using 
fairly  large  doses  of  digitalis.  Bismuth  subnit- 
rate seems  to  have  produced  unusually  good  re- 
sults in  some  of  his  cases.  He  repeats  the  very 
important  statement  that  “therapy  in  hyperten- 
sion must  be  fundamentally  individualistic.” 
Various  conditions  affecting  the  prognosis  are 
carefully  considered.  Group  prognosis  and  prog- 
nosis in  the  individual  cases  are  reviewed.  Use  is 
made  of  statistics  from  insurance  companies  and 
very  likely  these  statistics  supercede  others  in 
accuracy.  Chapters  are  devoted  to  the  all-import- 
ant factors  of  cardiac  and  renal  resei’ve;  the 
former  reviews  various  conditions  leading  to 
myocardial  damage  and  subsequent  failure,  and 
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offers  many  helpful  hints  in  prevention  and  treat- 
ment. In  estimating  the  amount  of  cardiac  re- 
serve, the  importance  of  being  guided  by  func- 
tional capacity,  or  response  to  work,  rather  than 
by  anatomic  changes,  is  duly  emphasized.  The 
silent  progress  of  renal  damage  in  the  earlier 
phases  of  hypertension  is  warned  against.  The 
various  functional  tests  are  reviewed  with  some 
detail.  The  author,  like  many  others,  prefers  the 
concentration  test.  Prophylaxis  and  all  aspects 
of  treatment  of  the  renal  phase  are  discussed. 
The  concluding  chapter  deals  with  the  complex 
topic  of  hypertension  in  pregnancy. 

Briefly,  this  book  will  prove  most  instructive  to 
students,  and  interesting  and  refreshing  as  well  as 
instructive  to  internists. 

John  J.  Archinard. 


Modern  Surgery:  By  John  Chalmers  DaCosta, 
M.  D.,  LL.  D.,  F.  A.  C.  S.  10th  ed.  rev.. 
Philadelphia,  W.  B.  Saunders  Co.,  1931. 
Pp.  1404.  illus.  pi. 

For  the  tenth  edition  of  his  “Modern  Surgery,” 
John  Chalmers  DaCosta  has  personally  revised 
every  chapter  with  the  exception  of  the  section  by 
Dr.  Chevalier  Jackson,  which  stands  untouched. 
The  revision  has  been  very  complete  and  repre- 
sents a painstaking  selection  from  current  surgi- 
cal literature  to  bring  the  text  up-to-date.  Dr. 
DaCosta  has  attempted  to  make  a conservative 
and  logical  resume  of  the  worthwhile  advances 
and  has  necessarily  held  on  to  many  old  concepts 
of  surgery  as  well. 

It  has  always  been  a slight  disappointment  to 
friends  of  this  excellent  work  that  the  illustra- 
tions have  not  been  somewhat  more  modernized, 
especially  in  regard  to  the  photographs  of  extreme 
pathological  conditions. 

With  the  ever-increasing  stupendity  of  surgical 
literature,  the  task  of  compiling  a representative 
one-volume  surgical  text  is  constantly  becoming 
more  difficult.  As  ever,  this  present  revision  ad- 
mirably serves  to  keep  DaCosta’s  “Modern  Sur- 
gery” in  its  place  as  one  of  the  most  outstanding 
surgical  texts. 

Earl  Garside,  M.  D. 


Legal  Medicine  and  Toxicology:  By  Ralph  W. 

Webster,  M.  D.,  Ph.  D.  Philadelphia  and  Lon- 
don, W.  B.  Saunders  Co.  1930.  Pp.  861. 

This  work  should  be  of  inestimable  value  to  all 
persons  concerned  with  Legal  Medicine  and  Toxi- 
cology such  as  physicians,  attorneys,  jurists,  dis- 
trict attorneys,  life,  health  and  accident  insurance 
adjustors,  chemists,  etc.  It  is  concise  and  to  the 
point,  the  language  is  simple  and  the  illustrations 
almost  self-explanatory. 


The  subject  matter  is  divided  into  an  introduc- 
tion and  two  parts.  The  Introduction  deals  with 
definitions,  ordinary  and  expert  witnesses  and  legal 
proceedure;  Part  I deals  with  Legal  Medicine  and 
Part  II  with  Toxicology.  Part  I emphasizes  suffi- 
cient important  clinical  and  pathological  data  to 
allow  the  legal  phase  of  medicine  to  savor  of  and 
appear  important  in  medicine  and  its  teachings. 
Part  II  discusses  all  important  types  of  poisonings 
which  may  be  encountered  by  the  physician  and 
details  symptoms,  treatment,  morbid  anatomy  and 
means  of  indentification  of  the  individual  poisons. 

The  book  is  an  excellent  reference,  a valuable 
laboratory  guide  and  a concise  preparatory  text 
for  use  in  examinations  on  the  subject.  The  se- 
quence of  subjects  is  logical  and  the  divisions  of 
the  parts  would  be  hard  to  improve  upon.  The 
volume  is  well  bound,  of  good  size  and  the  print 
and  paper  are  of  excellent  quality. 

J.  W.  Williams,  M.  D. 


Clinical  Allergy.  Particularly  Asthma  and  Hay 
Fever:  By  Francis  Rackemann,  M.  D.  New 
York,  The  Macmillan  Co.  1931.  pp.  607. 

This  monograph  is  the  most  detailed  and  com- 
plete treatise  on  the  subject  that  has  been  pub- 
lished to  date.  The  monograph  is  divided  into 
two  parts,  the  first  section  dealing  with  the 
phenomena  of  hypersensitiveness,  and  the  second 
with  the  clinical  manifestations  of  allergy.  The 
tremendous  amount  of  experimental  work  that  has 
been  published  on  this  subject  has  been  carefully 
digested,  and  impartially  and  lucidly  presented,  so 
that  the  general  practitioner  as  well  as  the 
specialist  in  applied  immunology  and  other  fields 
may  understand  in  a very  short  time  the  experi- 
mental background  in  allergic  diseases. 

The  second  part  discusses  in  detail  hay  fever 
and  asthma.  The  treatise  is  based  on  an  analysis 
of  1074  patients  treated  at  the  Massachusetts 
General  Hospital.  The  chapters  on  hay  fever, 
vasomotor  rhinitis,  and  asthma,  are  particularly 
rich  in  information.  In  order  not  to  confuse  the 
practitioner,  the  author  describes  his  own  methods 
of  diagnosis  and  treatment,  and  lists  the  methods 
of  other  writers  separately.  Etiological  factors 
are  clearly  set  forth.  Failures  and  successes  are 
impartially  set  down.  It  is  true  that  many  will 
not  entirely  agree  with  Rackemann’s  opinions  con- 
cerning bacterial  asthma;  however,  the  experi- 
mental evidence  cited  is  far  from  unconvincing. 
The  author  has  certainly  cleared  up  a great  many 
obscurities  of  vaccine  therapy  by  his  presentation 
of  the  subject.  The  skin  tests  are  very  well  de- 
scribed, and  their  value  noted.  It  is  the  reviewer’s 
opinion  that  the  author  has  not  laid  sufficient 
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stress  on  importance  of  house  dust  as  an  etiological 
factor  in  hay  fever  and  asthma. 

There  are  also  chapters  on  urticaria,  erythema 
multiforme,  eczema,  and  migraine.  Each  chapter 
is  followed  by  a lengthy  bibliography. 

B.  Gelfand  Efron,  M.  D. 


Common  Infections  of  the  Female  Urethra  and 
Cervix : By  Frank  Kidd,  M.  A.,  M.  Ch.  (Can- 

tab.),  F.  R.  C.  iS.  (England)  and  A.  Malcolm 
Simpson,  B.  A.,  M.  B.,  D.  P.  H.  (Cantab.), 
London,  Oxford  Univ.  Pr.  1929.  Pp.  197. 

This  is  indeed  an  excellent  resume  upon  a most 
important  subject.  Not  only  is  it  sufficient  for  the 
gynecological  specialist,  but  is  concise  enough  for 
the  general  practitioner. 

The  contents  of  this  volume  are  well  sub-divided, 
and  the  style  of  the  authors  is  so  typical  of  many 
English  texts — easy  and  flowing. 

An  excellent  section  is  that  which  deals  with 
the  instructions  to  the  patient  with  gonorrhea. 
Another  well  written  chapter  is  that  which  deals 
with  gonoccocal  arthritis. 

In  their  chapter  on  prophylaxis,  the  authors 
give  advice  to  the  male  of  the  species,  and  cite 
many  cases  showing  the  value  of  the  British  navy 
prophylactic  packets.  To  the  average  physician, 
however,  the  discussion  is  a bit  broad.  A word 
of  advice  on  this  topic  is  also  given  for  the  female. 

In  the  section  dealing  with  the  treatment  of 
cervicitis,  too  much  stress  is  laid  upon  the  use  of 
chemicals,  and,  from  the  Americjan  viewpoint, 
not  sufficient  upon  the  use  of  the  thermo-cautery. 

All  in  all,  however,  a concise  volume  and  one 
to  be  highly  recommended. 

Walter  E.  Levy,  M.  D. 

Recent  Advances  in  the  Study  of  Rheumatism: 
By  Frederic  John  Poynton,  M.  D.,  F.  R.  C.  P. 
(Lond.),  and  Bernard  Schlesinger,  M.  A., 
M.  D.  (Camb.),  F.  R.  C.  P.  Philadelphia, 
P.  Blakiston’s  Son  & Co.,  Inc.  1931.  pp.  313. 

This  treatise  adds  another  worthy  member  to 
“The  Recent  Advance  Series.”  Poynton  and 
Schlesinger  emphasize  the  formidable  problem 
before  the  profession  in  their  attack  upon  and 
solution  of  “rheumatic  diseases’”  not  only  from  a 
medical  standpoint  but  from  an  economic  one  as 
well.  The  book  is  divided  into  three  parts.  Part  I 
deals  with  nomenclature  and  industrial  aspect, 
Part  II  with  acute  rheumatism,  and  Part  III  with 
chronic  rheumatism.  The  assembled  data  of  the 
recent  work  on  the  subject  is  excellently  handled 
and  correlated  and  one  emerges  from  perusal  of 


the  volume  refreshed  in  knowledge  of  rheumatism 
and  with  a splendid  idea  of  its  details  and  the 
barriers  in  the  way  of  its  better  understanding. 
Dr.  Frank  Howitt,  C.  V.  O.,  M.  D.,  M.  R.  C.  P., 
adds  an  excellent  chapter  on  physio-therapy.  This 
work  should  prove  very  popular  and  should  stimu- 
late a much  needed  interest  in  this  disease  in  medi- 
cal circles. 

J.  W.  Williams,  M.  D. 


Textbook  for  Midwives:  By  John  S.  Fairbairn, 

M.  A.,  B.  M.,  B.  Ch.  (Oxon.),  F.  R.  C.  P. 
(Lond.),  F.  R.  C.  S.  (Eng.),  Mast.  Midw. 
Soc.  Apoth.  (Lond.).  5th  ed.  London,  Ox- 
ford Univ.  Pr.  1930.  pp.  369. 

Let  it  first  be  said  that  this  is  a most  complete 
and  comprehensive  book  for  the  midwife  showing 
the  high  standard  that  is  maintained  in  the 
British  Isle. 

However,  it  also  contains  many  practical  points 
for  the  physician  for  it  deals  entirely  with  the 
home  delivery.  Chapters  IX  and  X which  deal 
with  the  physiology  and  mechanism  of  labor  pre- 
sent these  subjects  in  a simplified  manner.  The 
latter  part  of  Chapter  XV  dealing  with  the  man- 
agement of  breech  presentation  has  several  en- 
lightening points. 

Of  particular  interest  is  the  first  part  of  Chap- 
ter XXVII  which  deals  with  asphyxia  neona- 
torum— not  because  it  contains  anything  new  but 
because  of  its  simplicity. 

Frequent  reference  is  made  to  C.  M.  B.  (Cen- 
tral Midwives  Board)  rules  and  this  district  one 
who  is  not  reading  the  book  from  that  point  of 
view,  but  they  are  excellent  rules  to  be  applied  to 
all  midwives. 

P.  Graffagnino,  M.  D. 


Modern  Methods  of  Treatment:  By  Logan  Clen- 

dening,  M.  D.  4th  Ed.  St.  Louis,  C.  V. 
Mosby  Company.  1931.  pp.  819. 

The  rapid  appearance  of  the  successive  editions 
attest  to  the  well-deserved  popularity  of  Dr.  Clen- 
dening’s  book.  The  text  is  comprehensive,  authori- 
tative, and  representative  of  the  latest  views.  It 
may  be  repeated  here,  what  was  said  in  a review 
of  a previous  edition,  namely,  that  Dr.  Clendening 
has  presented  his  material  in  an  interesting  and 
even  entertaining  manner.  Only  minor  criticisms 
are  made,  such  as  the  fact  that  in  certain  instances 
the  instructions  are  not  definite  enough,  such  as, 
for  example,  the  strength  of  the  solution  of  sodium 
thiosulphate  in  the  treatment  of  arsenic  and  mer- 
cury poisoning.  The  quantity  of  the  drug  is 
stated,  but  not  the  strength  of  the  solution.  The 
reviewer  is  still  inclined  to  believe  that  the  simple 
presentation  of  one  definite  method  of  diet  calcu- 
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lation  for  diabetes  would  be  less  confusing  than 
the  author’s  present  method  of  offering  a number 
of  alternative  methods.  The  casual  use  of  the  in- 
dex has  revealed  a number  of  inaccuracies.  The 
book  is  one  of  the  most  practical  value  to  the 
practitioner. 

I.  I.  Lemann,  M.  D. 


Clio  Medica:  Physiology : By  John  F.  Fulton, 

M.  D.  Edited  by  E.  B.  Krumbhaar,  M.  D. 
New  York,  Paul  B.  Hoeber,  Inc.  pp.  141. 

One  of  a series  of  handbooks  on  the  his- 
tory of  medicine.  This  volume  presents  the 
chronological  narrative  of  the  development  of  the 
science  of  physiology.  Beginning  with  the  an- 
cients, Aristotle  and  Galen,  the  subject  is  brought 
up  to  the  present  day.  One  learns  of  what  is 
probably  the  earliest  physiological  observation  on 
record,  a treatise  possibly  written  by  the  Egyptian 
surgeon,  Imhotep,  in  the  year  3000  B.  C.  Thor- 
oughly interesting  it  furnishes  a few  hours  of 
delightful  and  profitable  reading  and  stimulates 
one  to  read  further  into  the  ramifications  of  this 
fascinating  subject.  To  facilitate  this  probable 
result  the  author  has  attached  a complete  bibli- 
ography of  the  subject  matter. 

Willard  R.  Wirth,  M.  D. 


General  Medicine,  Series  1930:  Edited  by  Drs. 

George  H.  Weaver,  Lawrason  Brown,  George 
R.  Minot,  William  B.  Castle,  William  D. 
Stroud,  and  Ralph  C.  Brown.  The  Practical 
Medicine  Series.  Chicago,  The  Year  Book 
Publishers,  pp.  848. 

This  compact  volume  on  general  medical  sub- 
jects represents  the  condensation  of  important 
information  from  the  literature  of  the  world  by 
the  eminent  editors  during  the  interval  since  the 
previous  annual  series.  The  subject  matter  is 
handled  and  classified  under  separate  headings, 
each  edited  by  a man  who  is  an  authority  upon 
that  particular  branch  of  medicine.  Infectious 
Diseases,  by  George  H.  Weaver  and  T.  T.  Crooks; 
Diseases  of  the  Chest,  by  Lawrason  Brown;  Dis- 
eases of  the  Blood  and  Blood-Making  Organs; 
Diseases  of  the  Kidney,  by  George  R.  Minot  and 
William  B.  Castle;  Diseases  of  the  Heart  and 
Blood  Vessels,  by  William  D.  Stroud,  and  Dis- 
eases of  the  Digestive  System  and  Metabolism, 
by  Ralph  C.  Brown. 

Such  a book  allows  one  to  review  in  a com- 
paratively short  time  all  the  valuable  new  devel- 
opments and  knowledge  on  a particular  subject. 
It  brings  one  up  to  date  by  a review  of  literature 
which  the  practitioner  of  medicine  could  do  in  no 
other  way. 


The  source  of  each  article  abstracted  is  given 
at  the  bottom  of  the  page,  and  in  addition  there 
is  a complete  index  of  subject  matter  and  an  index 
to  authors. 

Of  particular  interest  to  the  reviewer  were  the 
articles  on  the  etiology  of  psittacosis,  the  use  of 
amytal  compound  in  the  paroxysms  of  whooping 
cough,  the  use  of  amidopyrin  in  measles,  glucose 
with  insulin  in  the  myocardial  failure  of  diph- 
theria, the  discussion  of  the  essentials  for  the 
exclusion  of  tuberculosis,  coin  test  over  cavities 
and  pneumo-thoraces,  treatment  of  lobar  pneu- 
moina,  nomenclature  of  cardiac  diagnoses,  essential 
hypertension  and  many  other  important  reviews. 

The  book  is  very  well  done  and  should  be  of 
great  value  to  the  internist  and  general  practi- 
tioner, both  as  a facile  review  of  the  annual  litera- 
ture and  as  a reference  text. 

Willard  R.  Wirth,  M.  D. 


Bioassays : A Handbook  of  Quantitative  Pharma- 
cology: By  James  C.  Munch.  Baltimore, 

Williams  & Wilkins  Co.  1931.  pp.  958. 

As  the  title  would  indicate  this  compendium  of 
knowledge  appeals  more  to  the  physiologist  and 
research  worker  than  to  the  average  busy  physi- 
cian with  its  many  pages  of  detailed  technic  for 
demonstrating  the  therapeutic  activity  of  drugs 
which  affect  the  nervous  system,  the  circulation, 
the  respiration  and  the  musculature.  Three  special 
chapters  deal  extensively  with  many  special  prop- 
erties of  drugs  (anthelmintics,  antipyretics,  cath- 
artics, etc.),  the  glandular  products  and  the 
vitamines. 

It  is  interesting  to  compare  the  bioassays  of 
such  a widely  advertised  gland  as  “anterior 
pituitary”  or  “ovarian  substance”  what  it  can  be 
scientifically  “assayed”  to  do.  Indeed  many  claims 
of  the  “detail  man”  in  person  or  through  the  mails 
will  not  be  found  within  the  covers  of  this  exhaus- 
tive compendium  of  the  world’s  literature  on  thera- 
peutic materials. 

As  a reference  work  some  1226  articles  are 
referred  to  and  the  references  are  listed  in  tables 
according  to  their  therapeutic  groups. 

F.  M.  Johns,  M.  D. 


Slit-Light  Microscopy  of  the  Living  Eye:  By 

F.  E.  Koby,  M.  D.  2d  Ed.  Philadelphia, 
P.  Blakiston’s  Sons  & Co.  1930.  pp.  360. 

The  rapid  re-appearance  of  a second  edition  of 
this  excellent  work  shows  that  English-speaking 
ophthalmologists  are  interest  in  the  slit-light,  and 
that  a relatively  large  number  of  new  ideas  and 
findings  have  greatly  supplemented  our  knowledge 
of  but  a few  years  ago. 
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Color  differences  of  the  eyes  (heterochromia 
iridis)  although  sometimes  congenital,  are  more 
frequently  due  to  very  slight  chronic  uveal  in- 
flammation, often  tubercular.  A rarer  form  is 
associated  with  paralysis  of  the  cervical  sympa- 
thetic. With  the  slit-light,  these  can  now  usually 
be  differentiated. 

The  character  and  evolution  of  corneal  pre- 
cipitates not  only  often  give  strongly  suggestive 
information  concerning  the  type  and  even  location 
of  the  extra  ocular  toxic  focus,  but  also  the 
duration  of  its  action. 

One  can  usually  determine  the  cause  of  any 
cataract  (congenital,  traumatic  or  from  disease), 
as  well  as  the  prognosis  and  result  that  could 
reasonably  be  expected  from  an  operation.  Some 
forms  of  zonular  cataract  are  specifically  caused 
by  para-thyroid  disfunction,  this  occurring  most 
frequently  between  the  second  and  fourth  years, 
and  is  determined  by  the  layers  of  the  lens  in- 
volved. Knowing  when  the  various  zones  are 
developed,  one  can  sometimes  determine  with 
uncanny  accuracy  when  a lens  opacity  was  pro- 
duced. Vogt  and  Lussi  were  able  to  correctly 
diagnose  myotonic  dystrophy  (syndrome  of  iStein- 
ert)  by  a single  examination  with  the  slit-light. 
In  some  skin  diseases,  the  associated  lens  opacity 
is  also  diagnostic. 

In  the  understanding  of  some  unusual  obser- 
vations progress  is  also  recorded,  for  example, 
Stahli’s  corneal  line  now  known  in  Bowman’s 
membrane,  is  apparently  associated  with  winking 
under  some  pathological  conditions.  Fleisher’s 
ring  which  is  characteristic  of  comical  cornea  de- 
pends on  a ruptui’e  of  Bowman’s  membrane. 
Kayser’s  ring  which  is  an  ocular  symptom  of 
hepato  lenticular  degeneration  (Wilson’s  disease) 
is  essentially  due  to  pigment  of  undetermined 
origin  deposited  near  Descemet’s  membrane. 
Krukenberg’s  spindle  is  apparently  due  to  mobili- 
zation of  uveal  pigment  deposited  on  the  posterior 
cornea  in  a characteristic  manner,  because  of 
aqueous  currents  and  some  unknown  structural 
factor  in  the  corneal  endothelium. 

These  and  many  other  interesting  and  poten- 
tially important  ideas  are  discussed  in  the  present 
edition  which  is  fairly  well  illustrated  and  very 
well  indexed. 

Chas.  A.  Bahn,  M.  D. 


Textbook  for  Nurses:  Anatomy,  Physiology,  Sur- 
gery and  Medicine:  By  E.  W.  Hey  Groves, 

M.  D.,  B.  Sc.,  M.  S.,  F.  R.  C.  S.  (Oxom),  M.  R. 
C.  P.  (Lond.).  Medical  section  revised  by  J.  A. 
Nixon,  C.  M.  G.,  M.  D.  (Cantab.),  F.  R.  C.  P. 
(Lond.).  London,  Oxford  University  Press. 
1930.  pp.  641. 

This  treatise  for  nurses  is  a comprehensive 
perusal  of  the  subject  matter  necessary  for  the 
better  understanding  of  their  duties.  It  is  concise 
and  written  in  simple  language.  No  nurse  who 
made  it  her  aim  to  absorb  and  understand  the 
subject  matter  contained  in  this  volume  could 
blame  her  lack  of  success  to  lack  of  fundamental 
knowledge  of  her  subject.  The  authors  handle 
their  data  in  logical  sequence  and  in  a manner 
which  is  easily  grasped  by  one  who  lacks  college 
training.  The  illustrations  are  sufficiently  funda- 
mental, detailed  and  frequent  to  explain  facts 
which  the  subject  matter  alone  might  leave 
obscure.  The  book  is  well  printed  and  illustrated 
and  the  materials  used  are  of  excellent  and  durable 
quality.  The  book  is  to  be  highly  recommended  in 
this,  its  Fourth  Edition. 

J.  W.  Williams,  M.  D. 
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FRACTURES.* 


CHARLES  L.  SCUDDER,  M.  D., 

Boston,  Mass. 

Industry  is  demanding  better  results  in 
fracture  treatment.  It  is  an  amazing 
spectacle  when  you  think  of  it,  that  from 
outside  the  medical  profession  should  come 
this  demand,  and  along  with  this  demand 
there  is  an  answering  something  within 
our  profession  which  always  is  saying  to 
each  practitioner  of  surgery  or  medicine: 
“We  want  to  secure  better  results  and 
we  want  to  give  to  our  patients  the  best 
possible.”  There  is  an  upward  urge  in 
fracture  treatment  toward  the  good  of  the 
patient.  Results  today  are  not  what  they 
should  be.  Industry  is  demanding  sounder 
methods  and  trained  men  and  the  medical 
profession  is  not  furnishing  a sufficient 
number  of  skilled  men  or  as  efficient 
methods  as  necessary. 

I would  like  to  picture  for  you  tonight 
the  fracture  situation  from  my  own  point 
of  view.  I will  show  you  slides  which 
illustrate  the  achievements  of  well  con- 
ceived non-operative  methods  in  the  care 
of  certain  fractures,  as  a demonstration 
of  what  may  be  accomplished;  then  I will 
show  you  slides  which  present  as  clearly 
as  may  be  presented  by  lantern  slides  the 
fundamental  reasons  for  all  fracture  treat- 
ment, and  say  a few  concluding  words. 

The  unsolved  problem  today  in  connec- 
tion with  fractures  is  tremendous.  I 

*Read  before  the  Orleans  Parish  Medical 
Society. 


wonder  if  those  of  you  handling  fractures 
recognize  the  magnitude  of  the  problem.  I 
suppose  in  the  United  States  there  occur 
upward  of  a million  fractures  a year.  A 
great  many  of  these  occur  on  railways. 

The  railways  of  the  United  States — these 
figures  come  from  the  technical  group  of 
the  Interstate  Commerce  Commission, 
which  analyzes  figures  of  all  accidents — 
the  railways  today  spend  $20,000,000.00 
for  fractures  that  occur  in  the  shops  and 
on  the  railways.  In  control  of  the  Chief 
Surgeons  of  the  American  Railways  Asso- 
ciation there  are  14,000  surgeons  making 
about  15,000  surgeons  connected  with  the 
railways  of  the  United  States.  This  is  an 
organization  with  which  our  Committee  of 
the  American  College  of  Surgeons  is  in 
close  touch.  The  railways  spend  annually 
for  fracture  work  practically  the  amount 
spent  for  the  damage  to  railway  property 
which  occurs  each  year.  Something  con- 
structive is  happening  in  connection  with 
this  whole  railway  situation  to  improve 
fracture  treatment. 

As  has  been  intimated  the  automobile 
driven  by  irresponsible  men  on  the  high- 
ways is  the  cause  of  a very  great  and 
rapid  increase  in  fractures.  There  are 
not  only  many  more  fractures  than  for- 
merly, but  the  fractures  are  more  com- 
plicated and  of  bizarre  types.  The  in- 
juries which  are  associated  with  ordinary 
fractures  are  remarkable,  very  unusual. 
When  you  consider  that  it  may  be  a frac- 
tured skull  damaging  the  brain  or  a frac- 
ture of  the  ribs  involving  the  lungs;  or  a 
fracture  of  the  pelvis  involving  the  blad- 
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der  or  some  intra-abdominal  organ;  or  a 
fracture  of  the  extremities  involving  in- 
juries to  important  nerves  and  large  blood 
vessels,  is  there  any  question  that  specially 
trained  individuals  should  look  after  these 
injuries?  The  time  is  coming  when  no 
one  in  any  community  will  be  looked  upon 
as  competent  to  handle  fractures  unless 
he  is  prepared  at  the  same  time  to  handle 
all  the  complications  that  occur  in  con- 
nection with  such  injuries.  In  other 
words,  the  man  surgically  trained  is  the 
type  of  man  who  should  take  care  of  these 
cases  in  large  and  small  communities. 

I might  say  here  that  I believe  that  our 
Committee  of  the  American  College  of  Sur- 
geons is  not  interested  in  the  formation  of 
specialists.  Specialists  will  appear  and  de- 
velop of  themselves.  Men  are  choosing 
these  special  lines  of  work — genito-urinary 
surgery  or  cerebral  surgery,  or  the  care  of 
fractures — men  with  solid  surgical  train- 
ing are  electing  to  take  up  these  special 
activities.  No  one  can  compel  a man  to 
go  into  a special  kind  of  work. 

The  Committee  feels  and  I think  most  of 
you  feel,  that  any  fracture  of  the  extremi- 
ties may  in  the  first  instance  be  adequately 
and  properly  taken  care  of  by  a simple 
method.  Any  general  practitioner  who 
must  continually  and  always  will  take  care 
of  fractures  in  the  first  instance  can  qualify 
to  care  for  any  fracture  of  the  extremities 
by  some  simple  method. 

SKIN  TRACTION. 

This  form  of  traction  is  not  being  used 
generally  well,  that  is  effectively.  A visit 
to  George  Hawley’s  Clinic  in  Bridgeport, 
Connecticut,  convinced  me  that  he  is  dem- 
onstrating an  efficient  application  of  skin 
traction.  It  is  applicable  to  fractures  of 
the  middle  third  of  the  femoral  shaft  above 
the  supracondylar  variety — according  to 
Hawley. 

Briefly — a general  anesthetic  is  used. 
Adhesive  plaster  in  broad  strips  is  applied 
accurately  to  the  whole  lower  extremity. 
This  is  held  by  a carefully  applied  gauze 


bandage.  The  extremity  is  hung  in  a sus- 
pended splint.  The  tapes  from  the  adhe- 
sive plaster  are  fastened  to  the  end  of  the 
suspending  splint — intrinsic  traction — im- 
mediately traction  is  made  from  the  end 
of  the  splint — relieving  perineal  pressure 
and  adding  materially  to  the  total  traction 
on  the  limb.  By  thus  using  skin  traction 
in  early  cases  of  fracture  very  satisfactory 
results  are  obtained  in  Hawley’s  Clinic  in 
femoral  shaft  fractures.  The  accompany- 
ing lantern  slides  illustrate  this  method. 

TO  SECURE  ADEQUATE  TRACTION. 

Slides  and  a model  were  shown  to  illus- 
trate Robert  Soutter’s  apparatus  for  ob- 
taining the  reduction  of  long  bone  frac- 
tures. This  is  an  apparatus  for  obtaining 
general  relaxation  of  the  soft  parts.j:  A 

small  amount  of  traction  is  used  for  a 
short  period  gradually  increased  to  the 
maximum  necessary.  This  is  maintained 
for  from  15'  to  30'.  There  is  following 
this  relaxation  of  the  muscles  lasting  from 
5 to  7 minutes.  During  this  relaxed  period 
the  fracture  should  be  reduced.  In  handling 
a fracture  by  this  method  a gradually 
applied  pull  and  counterpull  under  perfect 
control  allows  the  fragments  to  be  placed 
in  apposition  with  comparatively  little 
force  and  very  little  trauma.  By  this 
method  not  only  are  fractures  more  per- 
fectly reduced  in  a short  time  and  many 
open  operations  avoided  but  there  is  less 
difficulty  in  obtaining  a satisfactory  end  to 
end  reduction. 

I would  like  to  say  a word  with  regard 
to  what  is  happening  in  connection  with 
the  treatment  of  the  fractures  of  the  spine 
without  symptoms,  or  with  slight  symp- 
toms. It  is  a group  of  cases  that  is  of 
very  great  importance  industrially  because 
vertebral  injuries  give  rise  to  subsequent 
disability,  which  may  be  very  little  at  the 
beginning.  These  injuries  occur  in  all 
classes  of  men  and  women.  Recently  there 
was  the  case  of  a woman  who  was  in  an 
automobile  accident,  but  was  only  thrown 
to  the  floor  of  the  automobile  and  appar- 

fSee  Journal  of  the  American  Medical  Asso- 
ciation, May  17,  1930. 
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ently  was  not  much  hurt.  She  had  a 
certain  amount  of  pain  in  the  right  side 
of  the  abdomen.  A doctor,  whom  you  all 
know  by  name  here,  made  a diagnosis  of 
cholecystitis,  principally  because  he  found 
tenderness  in  the  , right  upper  quadrant. 
He  advised  operation  on  the  gall-bladder 
She  preferred  to  have  the  operation  in  her 
home  town.  The  doctor  at  home  wished 
to  have  a roentgen-ray  of  her  spine  be- 
cause she  was  in  an  accident  and  because  in 
the  roentgenogram  of  the  gall  bladder,  the 
spine  appeared  a bit  abnormal.  A care- 
ful examination  of  the  roentgenogram  of 
the  lumbar  spine  showed  a compression 
fracture  of  the  body  of.  a vertebra.  She 
was  taken  care  of  by  proper  methods 
(hyperextension) , got  over  her  symptoms, 
still  has  her  gall-bladder  and  is  well. 

Davis  of  Erie,  Pa.,  and  Rogers  of  Boston 
has  been  working  on  the  problem  of  how  to 
handle  fractures  of  this  kind.  I believe 
that  the  work  these  men  have  been  and 
are  doing  is  pioneer  work,  and  is  brilliant 
work.  Davis  uses  the  idea  of  leverage  on 
the  patient  (lantern  slides).  With  the  in- 
jured man  under  an  anesthetic,  lying  prone 
on  the  table  by  a hitch  above  the  ankles 
he  raises  the  lower  extremities  and  the 
pelvis  off  the  table,  makes  pressure  above 
the  compression  fracture  and  thus  at- 
tempts immediately  to  correct  the  com- 
pression. Rogers  of  Boston  conceived  the 
idea  of  getting  hyperextension  gradually 
and  he  devised  a flexible  table  (lantern 
slides) . The  patient  may  be  hyperextended 
to  the  very  extreme  and  kept  in  that  posi- 
tion. Recent  cases  are  put  on  this  table 
and  gradually  elevated  hyperextended  for 
ten  days.  They  are  then  fixed  in  a piaster 
jacket.  In  contrast  to  Dr.  Davis’s  method, 
Rogers  uses  a gradual  method. 

(Lantern  slides  of  results  of  these 
methods) 

I believe  that  we  may  feel  that  this 
work  in  the  treatment  of  compression 
fractures  of  the  bodies  of  the  vertebrae  is 
a brilliant  piece  of  work.  If  you  will 
please  observe,  it  is  based  upon  the  use  of 


a gravity  pull.  The  weight  of  the  body 
put  in  the  proper  apparatus  is  breaking 
the  impaction.  Dr.  Rogers  puts  these 
people  in  a plaster  jacket  following  ten 
days  in  a hyperextended  position.  He  is 
very  cautious  in  letting  people  walk  around 
because  he  is  afraid  the  vertebral  bodies 
might  fall  together  under  weight  bearing. 
The  plaster  jacket  is  worn,  the  time  being 
diminished,  instead  of  three  or  four  months 
for  one  or  two  months  or  less.  It  is  a 
distinct  contribution  to  surgery.  The 
method  of  Wallace  is  a splendid  method 
under  certain  conditions. 

(Lantern  slides  of  the  reparative  proces- 
ses in  fractures  were  shown) 

What  do  these  microscopic  appearances 
of  the  repair  of  a fracture  suggest  and  indi- 
cate? If  we  keep  in  mind  that  these 
changes  take  place  in  every  fracture  they 
indicate  that  there  is  no  incubation  period 
in  fractures.  A fracture  occurs  and  the 
reparative  processes  begin  at  once.  Because 
of  this  fact  we  should  insist  that  there 
should  be  no  delay  in  the  care  of  a fracture. 
An  old  doctor  who  discussed  something  that 
I had  been  saying  about  the  immediate  care 
of  a fracture  said : “Yes,”  he  heartily  sub- 
scribed to  the  opinion  that  delay  was  not 
a good  thing.  He  never  did  wait;  he 
always  made  it  a practice  that  when  he 
had  nothing  else  to  do,  he  reduced  the 
fracture;  when  he  had  something  to  do,  he 
waited.  He  thought  he  was  carrying  out 
the  principle  of  immediate  treatment. 
Early  treatment  is  easy  and  delayed  treat- 
ment is  difficult,  and  that  is,  I believe, 
fundamental. 

Then  those  microscopic  appearances 
suggest  protection  of  the  fracture  at  the 
outset,  and  not  allowing  the  case  to  go 
without  proper  protection  in  the  begin- 
ning. I was  talking  to  D.  Guthrie  of 
Sayre,  Pa.,  where  they  are  seeing  highway 
accidents  in  great  numbers,  and  he  cited 
several  cases  in  which  a man  hurt  on  the 
highway  was  carried  to  a hospital  several 
miles  distant  and  a closed  fracture  was 
converted  into  a compound  fracture  be- 
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cause  of  the  manner  in  which  he  was  con- 
veyed. I believe  that  one  or  two  import- 
ant suggestions  may  be  made  to  people 
who  are  transporting  these  cases.  Gentle- 
ness in  handling  these  cases  is  necessary. 
Have  you  ever  seen  a surgeon  going  around 
the  ward,  feeling  of  a fracture  and  wig- 
gling it?  It  is  likely  that  these  cases 
will  be  affected  by  the  damage  done  by 
such  movement  of  the  fractured  bone. 

Exactness  of  diagnosis  is  suggested  by 
this  process  of  repair.  The  roentgen- 
ogram of  a fracture  is  important.  I be- 
lieve that  the  physical  examination  that  I 
was  taught  in  school  before  the  roentgen- 
ray  was  known  is  important.  One  of  the 
men  in  Columbia  University  is  teaching 
his  students,  in  small  groups,  to  draw 
roentgenograms  of  fractures  from  the 
physical  findings  in  those  cases  that  are 
accessible  to  palpation.  He  is  getting 
them  wise  in  this  manner  to  interpret  the 
roentgenogram. 

The  old  treatment  was  one  of  rigidity, 
as  you  know.  Put  fractures  into  plaster 
splints,  leave  them  there  and  disregard 
them.  The  new  treatment  is  treatment  by 
movement.  Absolute  correction  if  possible 
and  then  motion.  So  the  processes  of  re- 
pair demand. 

There  should  be  no  waiting  in  a case  of 
fracture  treatment. 

The  reparative  processes  begin  at  once 
after  the  receipt  of  the  fracture.  There 
should  be  no  delay  in  treatment.  Early 
treatment  may  be  easy  treatment.  The 
fracture  should  be  carefully  protected. 
Gentleness  in  handling  is  absolutely  essen- 
tial. Exactness  of  diagnosis  by  the  roent- 
gen-rav  is  necessary. 

There  are  four  things  I would  like  to 
mention  here.  In  the  first  place,  the  con- 
ception of  the  restoration  of  the  'patient. 
The  surgeon  is  confronted  with  a fracture 
of  the  thigh.  He  collects  all  the  evidence 
and  all  the  data  such  as  any  surgeon  col- 
lects in  connection  with  any  problem.  He 
takes  into  account  all  possible  methods  of 


treating  that  case.  The  surgeon  who  takes 
care  of  fractures  needs  to  know  all  pos- 
sible methods.  He  has  all  the  data,  the 
roentgen-ray,  the  correct  diagnosis.  I be- 
lieve that  the  restoration  of  that  case  should 
be  regarded  as  the  surgeon’s  conception  of 
his  contact  with  the  patient  from  the  time 
of  the  injury  through  until  treatment  is 
discontinued  and  the  man  is  back  on  the 
job.  In  other  words,  it  is  not  the  progno- 
sis simply,  but  the  surgeon’s  mental  pic- 
ture of  the  choice  of  procedure  for  that 
particular  patient  in  view  of  all  the  facts 
that  are  available.  The  surgeon  who  is 
trained  will  have  considered  those  needs 
and  have  them  flash  through  his  mind. 
This  is  the  restoration  concept. 

The  reposition  of  the  fragments,  which  is 
indirect  by  the  non-operative  method  and 
direct  by  the  operative  method,  will  be  un- 
dertaken in  view  of  the  treatment  chosen. 
Then  the  retention  of  the  fragments  until 
such  time  as  active  movement  may  be  used 
and  the  return  of  the  individual  to  his  job. 
These,  then,  are  the  four  important  things : 
the  restoration  of  the  patient,  reposition  of 
fragments ; retention  of  the  fragments,  and 
the  return  of  the  individual  to  his  job. 

In  the  non-operative  method,  surgeons 
use  manipulation,  pressure,  traction,  coun- 
teraction, leverage,  for  reduction.  Trac- 
tion may  be  obtained  through  gravity  or 
by  manual  means ; by  means  of  a skin 
hold  or  by  a pulley  and  tackle  by  skeletal 
traction.  I believe  that  inadequate  employ- 
ment of  these  methods  of  obtaining  trac- 
tion and  countertraction  is  the  cause  of 
poor  results  in  the  non-operative  treatment. 

One  word  with  regard  to  the  operative 
method.  Twenty  years  ago,  Sir  Arbuthnot 
Lane  presented  in  Atlantic  City  a paper 
on  the  operative  treatment  of  fractures. 
I opened  the  discussion  of  his  paper  and 
said  that  I thought  that  we,  in  the  United 
States,  were  not  then  ready  to  take  up  the 
operative  treatment  of  fractures,  but  our 
time  should  be  devoted  to  the  perfection  of 
non-operative  methods.  I believe  that  that 
opinion  expressed  twenty  years  ago  is 


Sellers-Sanders — Prevention  and  Management  of  Birth  Canal  Injuries 


borne  out  by  the  facts.  Non-operative 
methods  are  being  developed  and  I have 
shown  a group  of  cases  tonight,  many  of 
which  some  of  you  would  have  operated 
on  and  some  would  not.  They  were  all 
treated  by  competent  men  by  non-opera- 
tive methods  and  satisfactory  results  ob- 
tained. These  cases  were  taken  from 
clinics  through  the  United  States:  from 
Dr.  Conwell’s  Clinic  at  Birmingham,  Ala- 
bama, from  the  Massachusetts  General 
Hospital  Clinic,  from  the  Beekman  Street 
Hospital  Clinic  in  New  York,  from  the 
clinic  of  Dr.  Arche  Hall,  Detroit,  and  from 
the  clinic  of  Dr.  Hawley  at  Bridgeport, 
Conn.  They  wrere  taken  from  different 
clinics  carrying  out  different  procedures 
in  non-operative  methods.  The  results 
were  good. 

The  operative  method,  I believe,  today 
stands  on  a sound  basis.  The  aseptic 
method  in  surgery  has  developed  to  the 
nth  degree.  Those  of  you  who  are  general 
surgeons  will  agree  it  is  the  exception  to 
have  sepsis  following  operations.  Apology 
must  be  made  if  sepsis  arises.  It  is  a 
calamity  if  it  occurs.  But  if  a person 
comes  to  you  for  operation  you  do  not 
discuss  with  him  the  possibility  of  infec- 
tion. Aseptic  technic  has  been  developed 
in  all  these  years  up  to  now  for  the  pur- 
pose of  applying  operative  methods  to 
fractures  so  that  it  may  be  safe  to  operate 
on  fractures  and  secure  the  results  of 
operative  surgery  when  necessary.  De- 
velopment in  treatment  has  taken  place 
along  with  the  need  for  it.  The  operative 
surgery  of  a fracture  stands  on  a sound 
basis  of  asepsis,  of  necessity,  and  is  legiti- 
mately used  under  certain  conditions.  The 
men  who  use  it  must  be  competent  sur- 
geons. That  does  not  mean  the  man  who 
is  not  trained  should  use  the  operative 
method. 

When  we  consider  the  universal  extent 
to  which  the  present  knowledge  of  the 
fundamentals  of  both  the  operative  and 
non-operative  methods  is  neglected,  the 
need  for  education  and  for  men  who  are 


competent  to  use  these  methods  is  ap- 
rent.  I believe  surgery  has  been  made 
safe  for  the  patient,  and  we  should  make 
the  patient  safe  for  surgery  by  getting 
that  patient  to  a surgeon  as  early  as  pos- 
sible. 

My  conception  of  the  whole  situation  is 
this : non-operative  methods  have  been 
developed,  are  being  developed.  There  are 
disadvantages  and  advantages  in  the  non- 
operative treatment  of  certain  fractures. 
The  operative  method  has  been  developed; 
it  is  available,  and  in  proper  hands  gives 
brilliant  results,  but  satisfactory  choice  of 
treatment  for  any  individual  case  may 
only  be  made  by  the  surgeon  who  is  in- 
formed and  is  intelligent  and  is  skilled  in 
the  use  of  both  methods  of  treatment  the 
non-operative  and  the  operative. 


THE  PREVENTION  AND  MANAGE- 
MENT OF  BIRTH  CANAL  INJURIES 
AND  THE  ANATOMICAL  REPAIR 
OF  OLD  LACERATIONS  OF 
THE  PERINEUM.* 

Thomas  B.  Sellers,  M.  D.,f 
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Birth  canal  injuries  are  almost  as  old  as 
the  human  race,  and  although,  fortunately, 
the  mortality  is  comparatively  low,  the 
morbidity  is  appalling.  These  injuries  may 
be  divided  into  two  groups : the  unavoidable 
and  the  avoidable.  Naturally,  it  is  the  avoid- 
able in  which  we  are  most  interested,  but 
we  must  not  overlook  the  fact  that  a nor- 
mal, spontaneous  delivery  may  be  followed 
by  slight  laceration  of  the  cervix  and  by 
injury  to  the  levator  ani  muscle  without 
visible  tear  in  the  mucous  membrane.  This 
can  best  be  remedied  by  the  use  of  an 

*Read  before  the  Orleans  Parish  Medical 
Society. 
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Fig.  1.  Vertical  incision  from  the  crest  of  the  scar  at  the 
mucocutaneous  junction  down  to  the  fibres  of  the  external 
sphincter  ani  muscle. 

analgesic  and  anesthetic  agent  and  by 
episiotomy. 

The  most  common  causes  of  avoidable 
injuries  to  the  canal  are: 

(1)  Rapid  expulsion  of  the  child,  re- 
sulting from  the  use  of  pituitrin  or  from 
mechanical  interference ; 

(2)  Disproportion  between  the  present- 
ing part  and  the  birth  canal; 

(3)  Abnormalities  as  to  position  or  pre- 
sentation ; improper  flexion  and  extension 
of  the  presenting  part; 

(4)  Faulty  developmental  characteris- 
tics of  the  female  pelvis; 

(5)  Rigidity  of  the  cervix,  either  in  old 

primiparae  or  following  previous  operative 
procedures. 

We  believe  that  these  injuries  can  be 
reduced  to  a minimum  by  the  following 
measures : 


(1)  Analgesia  or  anesthesia  properly 
administered  to  prevent  meddlesome  inter- 
ference ; 

(2)  The  recognition  of  abnormalities 
through  careful  routine  examination  and 
their  correction  if  possible; 

(3)  The  use  of  Barnes  and  Voohries 
bags  instead  of  an  attempt  at  rapid  manual 
dilatation ; 

(4)  Version  when  indicated  ; 

(5)  Judicious  use  of  forceps;  and 

(6)  Timely  operations  such  as  episiot- 
omy and  hysterotomy. 

Statistics,  according  to  Williams  and 
others,  show  that  visible  perineal  lacera- 
tions occur  in  from  22  to  60  per  cent  of  all 
primiparae.  This  does  not  include  the 
cases  which  have  maked  relaxation  follow- 
ing delivery,  nor  does  it  include  the  injuries 
to  the  anterior  trigone  that  cause  urethro- 
celes and  cystoceles. 

In  view  of  the  statistics  given  above  and 
of  our  personal  observations  as  to  the 
frequency  of  injury,  we  are  convinced  that 
episiotomy  should  be  a routine  operative 
procedure  on  all  primiparae  where  aseptic 
conditions  are  possible.  Our  views  in  this 
matter  are  substantiated  by  those  of 
Dr.  Wilbur  C.  Smith,  Professor  of  Anatomy 
at  Tulane  University,  who  says:  “I  believe 
that  in  every  case  of  confinement,  without 
exception,  the  function  of  the  levator  ani 
is  impaired  to  a greater  or  less  extent 
by  stretching  or  tearing  some  of  its 
fibers.  Often  the  fibers  are  ruptured, 
though  the  skin  and  mucous  membrane  re- 
main intact.”3 4 5 * 7 

All  recent  injuries  to  the  canal  should  be 
repaired  immediately  following  delivery  un- 
less the  patient’s  condition  contra-indicates 
such.  No  repair  should  be  attempted  until 
the  third  stage  of  labor  is  complete.  The 
cervix  should  be  examined  routinely  and,  if 
lacerted,  sutured  with  No.  2 chromic  catgut. 
This  applies  only  to  cases  in  ideal  aseptic 
surroundings  except  as  a measure  for  the 


Sellers-Sanders — Prevention  and  Management  of  Birth  Canal  Injuries  759 


Fig.  2.  Separation  of  the  vaginal  mucosa  from  the  per- 
ineal body. 


control  of  hemorrhage.  Any  rent  in  the 
anterior  vaginal  wall  should  be  sutured, 
although,  if  the  bladder  is  emptied  prior 
to  delivery  and  routine  episiotomy  is  done, 
there  should  be  very  few  injuries  to  the 
trigone.  The  vaginal  outlet  is  also  care- 
fully inspected  and  repaired  anatomically 
with  No.  2 chromic  catgut. 

The  successful  repair  of  the  perineum 
depends  largely  on  the  observation  of  the 
following  points  of  technic: 

(1)  Placing  the  patient  in  proper  posi- 
tion for  perineal  repair; 

(2)  Anesthetizing  the  patient  with 
either  a general  or  a regional  anesthetic 
agent ; 

(3)  Re-preparing  the  field  of  opera- 
tion following  delivery  (using  5 per  cent 
aqueous  mercurochrome  in  the  vagina  and 


around  the  vaginal  outlet) , and  redraping 
the  immediate  field  with  towels; 

(4)  Exposing  the  field  of  operation  with 
Smith  hooks  or  a self-retaining  retractor 
and  inserting  a yard  roll  of  gauze  in  the 
vagina  to  keep  the  field  as  dry  as  possible 
while  suturing; 

(5)  Suturing  the  deep  structures  anat- 
omically with  No.  2 chromic  catgue,  being 
especially  careful  not  to  tie  the  sutures  too 
tightly,  and  coaptating  the  skin  with  a sub- 
cuticular stitch  of  00  chromic  catgut; 

(6)  Placing  a 5 per  cent  mecurochrome 
wick  over  the  line  of  suture  to  be  removed 
in  24  hours;  and 

(7)  Ordering  post-partal  care  of  the 
perineum  as  follows : 

(a)  Following  the  removal  of  the 
wick,  2 drams  of  5 per  cent  mer- 
curochrome instilled  into  the 
vagina  twice  daily  through  a 
small  rubber  catheter; 

(b)  Mild  laxatives; 

(c)  No  enemata  or  proctoclyses,  but 
flushes  permissible;  and 

(d)  For  inflammation  or  edema,  ap- 
plication of  hot  compresses  to 
perineum. 

Since  our  adoption  of  the  above  technic, 
the  number  of  cases  which  failed  to  heal 
by  first  intention  has  been  negligible,  but, 
unfortunately,  we  have  had  a few  cases  in 
which  some  of  the  superficial  sutures  broke 
down  and  one  case  in  which  the  whole  line 
of  suture  sloughed  out.  In  cases  of  partial 
or  complete  failure,  however,  it  is  a very 
simple  matter  to  re-suture  before  the 
patient  is  discharged.  This  should  not  be 
done  until  the  wound  is  clean  and  the  tem- 
perature normal.  Then,  under  local  or 
general  anesthesia,  place  through  and 
through  silk  or  dermal  sutures  to  pull  the 
granulated  surfaces  together.  We  do  not 
consider  it  necessary  to  curet  the  granu- 
lated surface.  We  have  followed  this 


practice  for  several  years  and  consider  it 
a sound  surgical  procedure. 

The  gynecologist  is  confronted  many 
times  a day  in  his  office  practice  with 
women  suffering  from  old  birth  canal 
injuries.  Many  of  these  injuries  could 
have  been  prevented  upon  their  occurrence, 
but  we  must  remember  that  in  the  United 
States  a large  percentage  of  obstetrics  is 
handled  by  midwives  and  poorly  trained 
accoucheurs.  At  times,  of  course,  even  the 
well-trained  accoucheur  is  forced  to  work 
under  poor  aseptic  surroundings  and  is 
also  sometimes  confronted  with  unavoid- 
able injuries  as  a result  of  instrumentation 
in  abnormal  obstetrics. 

Old  birth  canal  injuries  may  be  divided 
into  two  general  groups:  (1)  extensive  in- 
juries which  present  local  symptoms  such 
as  pain,  offensive  and  disagreeable  dis- 
charges and,  at  times,  a pathological  condi- 
tion so  great  that  the  patient  is  unable  to 


Fig.  4.  Use  of  a heavy  curved  Mayo  needle  instead  of  a 
tenaculum  to  expose  the  perineal  body  and  to  place  the 
suture. 
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Fig.  3.  Removal  of  a small  triangle  so  as  to  better  ex- 
pose the  perineal  body. 


cope  with  ordinary  domestic  duties : in 
these  cases  there  is  no  question  as  to  what 
course  to  pursue;  (2)  moderate  injuries  to 
the  soft  parts  which,  though  less  extensive 
than  those  of  first  group,  are  capable  of 
causing  many  reflex  nervous  symptoms.  In 
our  judgment,  it  is  this  latter  group  of  cases 
that  has  in  former  years  not  received  proper 
attention.  This  is  due  largely  to  the  erro- 
neous teaching  of  so  many  schools  that  it 
is  advisable  not  to  repair  these  moderate 
lacerations  until  after  the  child-bearing 
period.  We  feel,  however,  that  from  twenty 
to  thirty  years  is  too  long  a time  to  permit 
a woman  to  suffer  when  an  operative  pro- 
cedure with  practically  no  surgical  danger, 
and  involving  only  eight  or  ten  days  in  the 
hospital,  will  correct  the  condition.  It  is 
difficult  in  these  borderline  cases  to  deter- 
mine whether  operative  or  non-operative 
measures  will  give  relief,  and  the  decision 
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Fig.  5.  Technique  of  placing  the  first  suture. 

often  taxes  to  the  utmost  the  skill  and 
judgment  of  the  gynecologist.  Oftentimes 
it  is  necessary  to  try  to  build  up  the  patient 
constitutionally  and  at  the  same  time  to 
give  local  treatments  such  as  cauterization 
of  the  cervix,  tampons,  pessaries,  hot 
douches  and  exercise.  If  the  patient  does 
not  respond  in  a reasonable  time  to  this 
treatment,  it  is  necessary  to  resort  to  sur- 
gical measures. 

Success  in  the  technic  which  I shall  out- 
line for  the  repair  of  the  perineum  depends 
on  a thorough  knowledge  of  the  anatomical 
structure  of  the  pelvic  outlet.  Therefore, 
it  is  expedient  that  we  present  the  major 
principles  of  our  more  recent  conception 
of  the  anatomy  of  the  pelvic  diaphragm  as 
worked  out  by  Dr.  Wilbur  C.  Smith  of 
Tulane  University. 

“The  levator  ani  is  composed  of  three 
distinct  sets  of  fibers,  both  at  its  origin 
and  at  its  insertion,  namely,  the  pubo- 


coccygeus,  the  ilio-cocygeus,  and  the  pubo- 
rectalis.  (Fig.  10  and  11.) 

“The  pubo-coccygeus  springs  from  the 
pelvic  surface  of  the  body  of  the  pubis 
and  the  superior  ani,  back  as  far  as  the 
attachment  of  the  ilio-coccygeus.  It  is  a 
thin,  strap-like  muscle,  which  rests  upon 
the  upper  surface  of  the  pubo-recta’is  and 
the  ilio-coccygeus.  From  their  origin  its 
bundles  pass  backward  and  medialward,  a 
few  fibers  from  the  medial  border  passing 
in  front  of  the  rectum  to  blend  with  those 
of  the  opposite  side  and  with  the  sphincter 
ani.  Lateral  to  these,  a band  of  about 
1 V2  cm.  in  breadth  surrounds  the  rectum 
like  a collar.  The  major  portion  of  the 
muscle  extends  backward,  uniting  with  its 
fellow  across  the  mid-line  between  the  anus 
and  the  coccyx,  but  some  fibers  continue 
backwards  to  become  attached  to  the  lower 
three  or  four  coccygeal  vertebrae. 


Fig.  6.  Technique  of  placing  the  second  suture. 
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Fig.  7.  Technique  used  in  the  placement  of  the  figure-of- 
eight  suture. 


“The  ilio-coccygeus,  the  broadest,  thin- 
nest, and  the  most  degenerated  division  of 
the  levator  ani,  takes  its  origin  from  the 
pelvic  surface  of  the  ischial  spine  and  from 
the  arcuate  line,  or  white  line.  This  line 
consists  of  fascia  extending  obliquely  up- 
ward as  far  as  the  superior  ramus  of  the 
pubis,  in  the  region  of  the  obturator  canal. 
From  this  latter  origin,  its  bundles  run 
almost  transversely  medialward,  most  of 
them  joining  the  opposite  fellow  between 
the  anus  and  coccyx.  Some,  by  means  of 
an  aponeurosis,  become  attached  to  the 
lower  coccygeal  vertebrae. 

“The  pubo-rectalis,  the  most  massive 
part  of  the  levator  ani,  takes  its  origin 
from  the  lateral  edge  of  the  pelvic  surface 
of  the  body  of  the  pubis,  from  the  pelvic 
surface  of  the  proximal  part  of  the  de- 
scending pubic  rami,  and  from  the  upper 
layer  of  the  urogenital  trigone.  The  fibers 
pass  almost  directly  backward,  close  to  the 


side  of  the  vagina,  to  gain  their  insertions. 
Upon  reaching  the  posterior  part  of  the 
vagina,  a band  departs  from  the  medial 
margin  of  the  muscle.  The  termination  of 
this  band  is  traceable  to  its  fellow  of  the 
opposite  side  and  to  the  opposite  external 
sphincter  ani.  From  the  latter  termination, 
a few  fibers  may  be  further  extinguished, 
being  attached  by  means  of  elastic  tissue 
into  the  neighboring  skin.  The  bulk  of  the 
muscle  passes  still  farther  backward  along 
the  lateral  surface  of  the  external  sphincter 
ani  to  fuse  with  the  corresponding 
opposite  muscle  between  the  anus  and  the 
coccyx,  but  a small  contribution  continues 
from  it  to  the  coccyx,  either  as  muscle 
fibers  or  aponeurosis.  On  passing  along 
the  lateral  side  of  the  spincter  ani,  some  of 
the  fibers  become  lost  in  the  fibers  of  the 
sphincter  itself,  and  some  of  them  termin- 
ate in  elastic  tissue,  which  ends  in  the  skin 
around  the  anus.  The  proportion  of  fibers 
running  to  the  skin  amounts  to  very  little. 
However,  fibers  from  both  this  and  the 
pubo-coccygeus,  as  noted  above,  terminate 
in  the  skin. 

“I  must  agree  with  most  of  the  authors 
stating  that  no  fibers  of  the  levator  ter- 
minate in  the  rectal  or  vaginal  walls 
proper.  Furthermore,  I am  convinced 
that  the  pubo-rectalis  is  the  true  vaginal 
sphincter.”7 

A lacerated  cervix,  such  as  often  results 
from  injury  during  childbirth,  is  usually 
followed  by  an  endocervicitis  which  is  a 
focus  of  infection  and  often  a cause  of 
sterility.  The  presence  of  endocervicitis 
also  has  a reflex  effect  on  the  nervous 
system  of  the  patient,  usually  causing 
mental  depression.  In  endocervicitis,  as 
in  any  other  disease,  prophylaxis  will 
eliminate  many  serious  complications. 
This  is  best  accomplished  by  routine  ex- 
amination of  the  cervix  six  weeks  after 
delivery  and  the  cauterization  of  any  eroded 
areas.  Endocervitis  falls  into  three  classes : 
acute,  subacute,  and  chronic.  The  acute 
and  subacute  should  be  treated  with  local 
applications  until  they  are  reduced  to  the 
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Fig.  8.  Three  figure-of-eight  sutures  placed  and  tied,  and 
three  interrupted  sutures  in  the  deep  fascia. 

chronic  state  and  are  ready  for  more 
drastic  treatment,  such  as  cauterization  or 
amputation. 

Cystoceles  and  urethroceles  cause  the 
presence  of  residual  urine  in  the  bladder 
and  this  condition,  in  turn,  predisposes  to 
chronic  cystitis.  Residual  urine  presents  a 
favorable  culture  medium  for  organisms 
and  the  phosphates  are  precipitated  and 
act  as  a foreign  body  to  irritate  the 
trigone  of  the  bladder.  It  is  practically 
impossible  to  keep  such  a bladder  free  from 
organisms ; the  condition  produces  many 
discomforting  symptoms  to  the  patient; 
and,  in  addition,  there  is  always  danger  of 
ascending  infection  to  the  kidneys.  Imme- 
diate surgical  repair  is  the  only  solution  in 
these  cases. 

The  frequency  of  injury  to  the  perineum 
is,  unfortunately,  extremely  high.  To  any- 
one familiar  with  its  anatomy,  relaxed  or 
lacerated  perineum  spells  laceration  of  the 


levator  ani  muscle  and  its  fascial  coverings. 
This  is  important  when  we  consider  that 
the  levator  ani  muscle  and  its  fascial  cover- 
ing not  only  supports  the  pelvic  organs,  but, 
as  pointed  out  by  Paramore,  it  is  a most 
important  factor  in  resisting  intra-abdom- 
inal pressure. 

For  the  repair  of  the  perineum,  during 
the  last  five  or  six  years,  we  have  used  a 
modification  of  Hill’s  perineorrhaphy  which 
is  as  follows : “Smith  hook  forceps  are 

placed  on  each  side  of  the  vaginal  outlet  at 
the  level  of  the  carunculae  and  lateral  trac- 
tion is  made  which  develops  a prominent 
fold.  This  fold  is  now  incised  in  the  medion 
line  from  the  top  down  until  the  fibers  of 
the  sphincter  ani  are  clearly  exposed 
below.  (Fig.  1.)  The  knife  is  now  laid 
aside  and  no  further  incision  is  made.” 
A pair  of  blunt  pointed  scissors  is  now 
thrust  under  the  lateral  vaginal  wall  in 


Fig.  9.  Placement  of  the  sub-culicular  stitch  of  00 
chromic  catgut. 
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the  direction  upward  and  lateral  in  the 
long  axis  of  the  vagina  for  one  inch. 
(Fig.  2.)  The  blades  are  then  separated, 
raising  the  vaginal  wall  from  its  bed.  On 
looking  into  the  wound  between  the  blades 
of  the  scissors  one  can  see  the  pubo-rectalis 
in  its  sheath.  This  process  is  now  repeated 
on  the  opposite  side.  No  attempt  is  made 
to  separate  the  posterior  vaginal  column 
from  the  anterior  rectal  wall  inasmuch  as 
their  relation  is  not  disturbed  during  child- 
birth and  because  it  is  the  source  of  much 
oozing  in  the  flap  operation.  At  this  time 
redundant  tissue  at  the  muco-cutaneous 
junction  is  removed  in  the  shape  of  a 
small  triangle  whose  base  is  about  V2  inch 
and  whose  apex  is  at  the  caruncle.  (Fig.  3). 
The  pubo-rectalis,  or  perineal  body,  is  now 
recognized  on  the  left  side  by  palpation  and 
a Mayo  needle  % inch  long,  held  by  a 
needle-holder,  is  made  to  penetrate  it  from 
above  downward,  being  guided  by  the  index 
finger  of  the  left  hand.  (Fig.  4.)  When 
the  needle  is  felt  to  pick  up  the  muscle  in 
this  sheath  it  is  used  as  a hook  to  bring 
the  muscle  into  view.  Care  must  be  taken 
not  to  break  the  needle  in  this  procedure 
because  difficulty  may  be  encountered  in  find- 
ing it.  The  suture  is  now  pulled  through 
and  the  end  held  by  an  assistant.  The  fascial 
covering  of  the  sphincter  on  the  left  side  is 
next  picked  up,  then  the  sphincter  at  the 
bottom  of  the  wound,  and  finally  the  needle 
is  passed  through  the  fascial  covering  on 
the  right  side  and  the  pubo-rectalis  on  the 
same  side  from  below  upward.  (Fig.  5.) 
Three  sutures  are  put  in  in  this  manner. 
(Fig.  6.)  These  sutures  are  now  pulled  up 
and  tied.  The  sutures  approximate  the 
pubo-rectalis  and  pull  the  sphincter  ani 
toward  the  symphysis.  The  upper  end  of 
the  original  incision  is  now  grasped  with 
a pair  of  Allis  forceps  and  three  inter- 
rupted catgut  sutures  are  used  to  coaptate 
the  mucous  membrane  of  the  vagina.  Just 
lateral  to  this  suture,  one  is  placed  about 


Fig.  10.  Shows  the  levator  ani  muscle  from  above,  adult 
male.  The  most  anterior  and  medial  fibers,  which  are  on  a 
lower  plane,  belong  to  the  pubo-rectalis.  The  most  prom- 
inent muscle,  the  pubo-coccygeus,  which  resembles  a V 
and  embraces  the  anus,  extends  back  to  the  tip  of  the 
coccyx.  Lateral  to  this  and  lying  in  a lower  plane,  the 
ilio-coccygeal  fasciculi  are  disposed  at  an  obtuse  angle  with 
the  former.  The  coccygeus  occupies  the  rmainder  of  the 
pelvic  floor. 

1/2  inch  from  the  edge  of  the  mucous  mem- 
brane flap  downward,  catching  up  the 
perineal  body,  passing  through  the  perineal 
body  on  the  opposite  side  and  out  through 
the  mucous  membrane,  finally  taking  the 
second  near  the  edge  of  the  mucous  mem- 
brane to  complete  the  figure-of-eight  suture. 
(Fig.  7.)  This  suture  is  of  three-fold 
value : it  reinforces  the  deep  sutures  by 
bringing  the  pubo-rectalis  muscle  together; 
it  restores  the  relation  between  the  vaginal 
mucous  membrane  and  the  deep  structures ; 
and  it  coaptates  the  overlying  mucous  mem- 
brane of  the  vagina.  Three  or  four  inter- 
rupted sutures  of  No.  2 chromic  catgut  are 
inserted  to  coaptate  the  deep  fascia  as 
shown  in  figure  eight.  (Fig.  8.)  Skin  and 
superficial  fascia  are  now  closed  with  sub- 
cuticular stitches  of  00  chromic  catgut. 
(Fig.  9.)  A 5 per  cent  mercurochrome 
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wick  is  now  placed  over  the  line  of  suture 
and  the  same  routine  orders  given  as  men- 
tioned above  in  the  care  of  recent  perineal 
injuries. 

For  the  past  several  years  Dr.  J.  L. 
Bubis  has  advocated  the  repair  of  old 
lacerations  immediately  following  delivery. 
His  recent  reports  indicate  that  his  results 
have  been  most  convincing  in  favor  not 
only  of  repair  of  the  perineum,  but  also  of 
the  cervix  and  of  cystoceles  and  hemor- 
rhoids. Our  experience,  however,  has  been 
limited  to  repair  of  the  perineum  in  selected 
cases.  Results  of  a small  series  of  about 
forty  cases  have  been  most  gratifying. 

SUMMARY. 

1.  Injuries  following  normal  deliveries 
can  best  be  eliminated  by  the  use  of  an 
analgesic  and  anesthetic  agent  and  by 
episiotomy. 

2.  The  recognition  of  abnormalities 
through  routine  prenatal  examinations,  the 
administration  of  anesthesia,  and  the  judi- 
cious use  of  mechanical  aids  and  operative 
procedures  will  greatly  reduce  the  occur- 
rence of  avoidable  injuries. 
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Fig.  11.  Inferior  view  of  the  perineum  of  a nullipara  in 
which  all  the  superficial  muscles  have  been  removed  with 
the  exception  of  the  external  sphincter  ani.  Shows  the 
openings  of  the  vagina  and  anus,  the  fibers  of  the  pubo- 
rectalis,  ilio-coccygeus,  and  coccygeus  muscles. 


7.  In  our  series  of  cases,  the  employ- 
ment of  a modification  of  the  operative 
technic  of  Hill  has  given  good  functional 
and  anatomical  results. 


3.  In  order  to  lessen  the  possibility  of 
injury  to  the  levator  ani,  episiotomy  should 
be  done  on  all  primiparae. 

4.  Recent  injuries  to  the  canal  should 
be  repaired  immediately  following  delivery 
unless  the  condition  of  the  patient  contra- 
indicates such. 
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JUVENILE  DIABETES* 

ARTHUR  A.  HEROLD,  M.  D. 

Shreveport,  La. 

It  has  been  said  that,  as  a general  propo- 
sition, treating  a child  for  a disease  is  like 
treating  an  adult,  but  on  a smaller  scale. 
This  dictum  does  pot  apply  to  diabetes 
mellitus,  for,  although  the  general  princi- 
ples of  treatment  are  the  same,  still  the 
child  presents  certain  phases  and  special 
points  that  are  either  not  encountered  in 
the  grown-up  or  which  are  of  much  less 
significance  in  his  case.  In  no  other 
disease,  perhaps,  is  it  more  necessary  to 
individualize — that  is,  “treat  the  patient” 
— than  in  this  affliction.  In  handling  a case 
of  juvenile  diabetes,  we  must  always  re- 
member the  difficulty  in  regulating  the 
small  body,  it  being  more  susceptible  to 
variations  in  caloric  intake,  as  well  as  to 
therapeutic  measures. 

As  to  the  etiology  of  diabetes,  in  general, 
as  far  as  our  present  knowledge  goes,  three 
words  probably  cover  the  ground,  viz: 
heredity,  infection  and  obesity  (usually  re- 
sult of  overeating  and  sedentary  life)  ; and 
how  apparent  these  causes  are  in  the  child 
who  has  suddenly  developed  the  disease! 
It  has  been  said  that  certain  people — Jews 
for  instance — are  more  prone  to  the  trouble ; 
this  comes  under  the  “heredity”  factor 
and  often  obesity.  It  is  well  known  that 
some  families  have  a weakness  of  certain 
organs — a predisposition  to  certain  ail- 
ments ; in  the  case  of  families  with  the  dia- 
betic tendency,  certainly  the  pancreas  must 
be  the  vulnerable  point.  Referring  to  in- 
fections, how  often  have  we  encountered 
diabetes,  especially  in  the  young,  which  has 
evidently  developed  from  an  acute  pancre- 
atic attack,  which  was  the  end  result, 
either  of  an  acute  infectious  disease  or  of 
a focal  infection!  Under  the  head  of  the 
latter,  we  have  seen  several  associated  with 
pyelitis  and  cholecystic  disease;  whether 
the  pancreas  became  affected  from  theso 


*Read  before  the  Louisiana  State  Medical  So- 
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other  organs  or  directly  from  some  other 
focus,  which  may  have  been  primary  for 
the  co-existing  pathology,  we  will  not  pre- 
sume to  say;  but,  be  that  as  it  may,  acute 
infectious  pancreatitis  is  clearly  and  surely 
a causative  agent  of  diabetes  and  very  often 
causes  an  exacerbation  of  the  disease,  pre- 
existing; this  last  named  being  commonly 
observed  in  children.  Obesity,  sometimes  a 
family  fault  and  sometimes  peculiar  to  the 
individual,  is  well  known  as  a predisposing 
factor;  Joslin  is  so  emphatic  on  this  that 
he  considers  all  overweights  as  “potential 
diabetics ;”  he  stresses  watching  the  weights 
of  children  with  diabetic  heredity  for  he- 
reditary predisposition  plus  overweight  is 
certainly  a bad  combination.  The  conten- 
tion of  overfeeding  children  on  carbohy- 
drates is  doubtful  as  a factor,  as  young 
children  and  infants  always  have  a large 
preponderance  of  this  element  in  their  diet 
— just  think  of  the  many  condensed  milk 
and  special  “food”  babies,  fat  and  chubby. 
However,  the  point  is  that  hereditary  ten- 
dency plus  fat-producing  diet  is  a factor, 
as  in  this  case,  with  the  weak  pancreas,  the 
system  is  unable  to  assimilate  properly  the 
large  carbohydrate  intake. 

The  prophylaxis  of  juvenile  diabetes, 
then,  resolves  itself  into  the  avoidance,  as 
much  as  possible,  of  infections  and  over- 
weight in  those  with  a familial  predisposi- 
tion or  hereditary  tendency  to  diabetes. 

In  diagnosing  diabetes  mellitus,  from  a 
pediatric  standpoint,  we  must  stress  the 
necessity  of  blood-sugar  determinations ; 
we  wish  to  decry  the  expression  “sugar- 
free”  or  “keeping  the  patient  sugar-free,” 
referring  to  the  urine,  UNLESS  WE 
KNOW  THE  RENAL  THRESHOLD  FOR 
GLUCOSE.  Of  course,  if  the  cardinal  sym- 
toms  of  polydypsia,  polyuria,  emaciation, 
etc.,  are  present,  our  suspicions  are  con- 
firmed by  an  urinalysis;  but,  in  order  to 
learn  the  true  status,  we  should  make  blood 
sugar  determinations  and  should  repeat 
them  from  time  to  time,  if  we  wish  to  get  a 
true  evaluation  of  the  case;  once  the  renal 
threshold  is  ascertained,  we  can  get  fairly 
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trustworthy  information  from  the  urine, 
provided  we  know  when  the  specimen  is 
voided  with  reference  to  meals  and  to  in- 
sulin, if  it  is  being  administered.  In  the 
suspected  mild  cases,  blood  sugar  determi- 
nations are  essential  before  instituting 
treatment,  for,  as  is  well  knowm,  renal 
glycosuria  is  not  very  uncommon  and  think 
of  the  possible  harm  which  might  be  done 
to  one  with  a subnormal  renal  threshold  by 
putting  him  on  diabetic  therapy! 

To  illustrate  the  above  points,  let  me  cite 
brifly,  from  my  records : 

CASE  REPORTS. 

Marjorie  L.,  aged  5 years,  was  referred  to  me 
by  a local  pediatrician,  as  she  had  the  persistent 
finding  of  a trace  of  sugar  in  her  urine;  previous 
history  of  pyelitis  only.  Fasting  blood  sugar, 
March  9,  1926,  was  .09;  glucose-tolerance  test 
on  April  1,  1926  showed  blood  sugar  of  .212  one- 
half  hour  after  ingestion  of  the  dextrose  and  .103 
one  hour  later.  She  continued  to  show  traces  of 
sugar  and  some  pus  in  urine.  After  considerable 
discussion,  I succeeded  in  prevailing  upon  the 
pediatrician  and  the  laryngologist  to  consent  to 
the  removal  of  suspicious  looking  tonsils.  Since 
then,  the  little  pus  has  not  re-appeared,  and  the 
young  lady  has  remained  sugar-free  in  the  urine 
without  other  treatment. 

Sarah  C.,  aged  6 years,  first  came  to  me  on 
September  1,  1927,  with  typical  history  and  with 
constant  presence  of  sugar  (often  with  acetone) 
in  urine.  Her  blood  sugar  was  .189,  fasting;  I 
was  not  long  in  learning  that  she  had  a rather 
high  threshold.  In  looking  over  her  record,  I 
find  these  apparently  conflicting  reports,  which, 
as  I shall  explain  are  not  inconsistent,  but  inter- 
esting: On  December  17,  1929,  with  urine  sugar 
free,  her  fasting  blood  sugar  was  .310;  on  Febru- 
ary 21,  1930,  with  urine  sugar  her  fasting  blood 
sugar  was  .487;  on  March  1,  1930,  with  urine 
sugar,  her  fasting  blood  sugar  was  .081. 

In  explanation  of  the  apparent  incon- 
sistencies in  the  last  report  above,  I would 
like  to  state  that,  in  the  first  instance,  the 
urine  was  evidently  secreted  by  the  kid- 
neys early  in  the  night,  while  patient  was 
still  partly  under  influence  of  afternoon  in- 
sulin, whereas  the  blood  was  obtained  with 
the  typical  “morning  rise”  of  true  diabetes. 
The  second  and  third  times,  just  eight  days 
apart,  with  the  urines  nearly  the  same,  but 
with  such  a marked  difference  in  blood 


sugar,  may  be  explained  by  the  fact  that 
the  latter  instance  was  after  I had  started 
a small  midnight  or  2 A.  M.  dose  of  insulin, 
the  blood  being  affected  by  it,  but  the  urine 
coming  through  the  kidneys  too  early  for 
this  hypoglycemic  effect.  These  cases  are 
cited  to  show  the  necessity  of  studying 
blood  sugars  and  the  proper  evaluation  of 
same;  we  shall  discuss  this  again  under 
therapy. 

Since  the  advent  of  insulin,  the  prognosis 
of  juvenile  diabetes  has  changed  remark- 
ably. Whereas,  formerly,  in  this  condition 
we  had  to  steer  our  patients  between  the 
Scylla  of  acidosis  if  we  fed  them  and  the 
Charybdis  of  inanition  if  we  kept  them 
underfed,  today  we  can  rest  secure,  as  far 
as  mortality  in  children  is  concerned  if  we 
give  them  a liberal  amount  of  carbohy- 
drates in  their  diet  and,  at  the  same  time, 
enough  insulin  to  take  care  of  it — and,  in- 
cidentally the  fats  and  other  food.  Joslin 
says  that  there  is  no  more  excuse  for  dia- 
betic acidosis,  but  that  the  dread  is  ar- 
teriosclerosis, which  might  begin  in  the 
young  who  have  had  the  disease  for  sev- 
eral years;  he  blames  this  on  an  excess  of 
cholesterol  in  the  blood  and  attributes  this 
mainly  to  too  much  fat,  especially  egg-yolk, 
in  the  diet. 

To  quote  F.  N.  Allan  of  the  Mayo  Clinic : 
“Insulin  has  changed  the  prognosis  com- 
pletely. One  hundred  sixty  seven  children 
were  treated  at  the  Mayo  Clinic  in  the  first 
six  years  after  the  introduction  of  insulin ; 
147  were  still  living  in  1928 ; 3 were  in  poor 
health — one  because  of  rickets,  which  an- 
tedated diabetes,  and  two  largely  because 
of  unsatisfactory  care  at  home.  Last  year, 
the  annual  mortality  had  fallen  to  1.3  per 
cent  which  is  not  much  greater  than  the 
annual  death  rate  for  non-diabetic  children ; 
the  needlessness  of  most  deaths  from  coma 
was  known  even  before  the  introduction  of 
insulin.  Now  that  insulin  is  available,  to 
insure  control  of  diabetes,  however,  severe, 
deaths  from  coma  should  not  occur.” 

We  could  quote  others  along  this  line, 
all  agreeing  that  diabetic  children  should 
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not  die  if  properly  treated — and  this  leads 
us  to  the  question  of  the  proper  treatment 
about  which,  as  I shall  show,  there  is  some 
disagreement. 

Once  a definite  diagnosis  of  diabetes  mel- 
lit.us  is  made  in  a child,  insulin  is  indi- 
cated. This  dictum  of  Joslin’s  is,  I believe, 
generally  accepted  today  by  clinicians 
throughout  the  world.  And,  we  might  add 
to  this  that,  with  the  advent  of  insulin 
therapy,  the  ketogenic-antiketogenic  diet- 
ary formulae  of  Woodyatt  have  become  ob- 
solete. Please  do  not  understand  that  I 
mean  that  weighed  and  measured  diets  are 

things  of  the  past far  from  it;  they 

are  more  necessary  today  than  ever,  for  the 
dosage  of  insulin  is  largely  estimated  on 
the  total  calories.  Allen,  in  his  masterly 
address  before  the  American  College  of 
Physicians  at  New  Orleans  had  this  to 
say  on  this  subject:  “Another  of  the  re- 
cent fads,  namely  the  calculation  of  the 
so-called  ketogenic-antiketogenic  ratio,  is 
unnecessary.  This  practice  arose  from  a 
false  view  of  diabetes  that  only  carbohy- 
drate affects  the  diabetes  tolerance.”  While 
many  do  not  agree  with  Allen,  in  cases 
treated  without  insulin,  there  is  certainly 
a general  tendency  to  give  a higher  carbo- 
hydrate feeding  than  formerly.  Allen  is 
eminently  correct  if  referring  to  children, 
for  the  total  caloric  value  of  the  food  is 
now  stressed  more  than  the  carbohydrate. 
On  this,  Allen  says : “When  the  total 
calories  are  kept  unchanged  by  substituting 
carbohydrate  for  fat,  it  is  an  easy  matter 
to  confirm  Sansum’s  recent  reports  by 
demonstrating  that  the  carbohydrate  al- 
lowance may  be  varied  widely  with  surpris- 
ingly little  change  in  the  insulin  require- 
ment— sometimes  no  change  at  all.  On  the 
other  hand,  when  the  total  calories  are 
greatly  increased  by  adding  fat,  and  es- 
pecially if  the  body  weight  is  thus  markedly 
increased,  the  increase  of  the  insulin  re- 
quirement may  be  slow  and  gradual  but 
it  becomes  enormous.  We  thus  return  to 
the  fact  which  was  proved  years  ago, 
namely  that  the  total  calories  and  body 
weight  are  the  chief  factors  determining 


the  insulin  requirement  or  the  burden  upon 
the  pancreatic  function.” 

The  above  expresses,  briefly,  the  prevail- 
ing opinion  of  today.  The  diabetic  child 
at  work  or  at  school  or  at  play  requires 
from  40  to  60  calories  of  food  per  kilo  of 
body  weight,  the  insulin  requirement 
varying  according  to  the  severity  of  the 
diabetes;  both  are  subject  to  variations, 
depending  upon  gain  or  loss  of  weight  and 
the  amount  of  glycosuria  and  glycemia. 
But  the  question  of  amount  of  carbohy- 
drates to  be  allowed  is  the  point  upon 
which  there  is  difference  of  opinion.  All 
authorities  are  more  liberal  than  formerly, 
provided  the  total  calories  are  not  in- 
creased, for  all  believe  that  the  safety  of 
the  diabetic  child  rests  in  ample  carbohy- 
drates and  sufficient  insulin.  Sansum,  who 
is  the  most  radical  on  this  subject,  contends 
that,  with  the  more  liberal  usage  of  this 
foodstuff,  the  insulin  requirement  is  a 
little  larger  at  first  but  that,  after  a time, 
the  dosage  might  be  reduced,  not  only  to 
what  it  formerly  was  but,  on  account  of 
increased  tolerance,  to  even  a less  amount. 
These  claims  have  not  been  concurred  in  by 
the  more  conservative,  who  agree  that, 
while  more  liberal  carbohydrate  feeding  is 
desirable,  especially  in  children,  still  the 
high  proportion  of  this  element  recom- 
mended requires  considerably  more  insulin. 

There  are  some  forms  of  carbohydrates 
which  are  tolerated  better  than  others  and 
are,  therefore,  especially  suitable  for  chil- 
dren’s diets.  Root  and  others  of  Boston 
have  called  our  attention  to  “inulin”  in 
Jerusalem  artichokes ; many  are  using 
this  member  of  the  potato  family  today, 
whereas  formerly  it  was  fed  mostly  to  the 
hogs;  preparations  of  it  are  now  marketed 
commercially.  Liver,  which  was  given  only 
sparingly  in  the  past  on  account  of  its  car- 
bohydrate content,  has  lately  been  shown 
by  Blotner  and  Murphy  of  Boston  to  have 
a reducing  effect  on  the  blood  sugar  level. 
In  concluding  a summary  of  their  findings, 
they  write:  “It  is  difficult  to  estimate  the 

quantity  of  liver  that  will  replace  a known 
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amount  of  insulin,  but  we  feel  that  180  gm. 
of  liver  have  an  effect  on  the  blood  sugar 
of  certain  diabetic  patients  equal  to  that  of 
from  ten  to  fifteen  units  of  insulin.” 

There  have  been  many  substitutes  for 
insulin  proposed,  and  the  author  read  a 
paper  on  this  subject  before  the  American 
College  of  Physicians  at  New  Orleans  two 
years  ago.  Suffice  it  to  say  that,  with  the 
exception  of  synthalin,  which  should  be 
used  cautiously,  and  the  special  glandular 
preparations  (as  holadin,  panteric  tablets, 
etc.)  in  those  cases  associated  with  evi- 
dences of  pancreatic-enzyme  insufficiency, 
it  is  my  opinion  that  none  are  of  much 
value. 

Special  problems  in  handling  of  indi- 
vidual cases  often  come  up;  take,  for  in- 
stance, that  child  that  will  show  a marked 
glycosuria  during  the  day  and  then  have  an 
hypoglycemic  reaction  at  night.  In  regu- 
lating such  a case,  three  factors  must  be 
taken  into  consideration  and  reckoned  with 
properly,  viz:  the  caloric  intake  and  the 
time  of  same,  the  insulin  dosage  and  the 
amount  of  exercise.  Then,  take  the  prob- 
lem of  the  child  who  will  do  beautifully  all 
day.  but  who  will  have  a marked  morning 
rise  of  blood  sugar,  showing  a large 
amount  of  glycosuria  about  breakfast  time. 

I have  worried  much  over  such  cases  and 
find  the  solution  either  in  a small  midnight 
dose  of  insulin  or  in  giving  a tablet  of 
synthalin  at  bedtime.  In  each  case,  caution 
must  be  used  to  avoid  alarming  hypogly- 
cemic reactions  in  these  little  fellows,  so 
prone  to  go  from  one  extreme  to  the  other 
and  so  susceptible  to  the  action  of  these 
remedies,  provided  that  they  are  not 
‘buffered’  with  carbohydrates. 

Another  factor  to  be  reckoned  with — and 
one  which  has  doubtless  been  overlooked 
and  called  by  some  other  name — has  been 
called  to  our  attention  by  Williams  of 
Rochester,  N.  Y.,  in  the  J.  A.  M.  A.  of 
April  12,  1930.  His  article,  entitled 

“Allergic  Insulin  Reactions,”  etc.,  deals 
with  a child  almost  in  extremis,  whose 
general  condition  became  worse  after  each 


dose  of  insulin ; in  his  quandary,  he  decided 
that  the  case  resembled  one  of  anaphylaxis 
and,  inquiring  into  the  source  of  the  special 
preparation  of  insulin  which  he  was  using, 
learned  that  it  was  of  pig-pancreas  origin. 
He  then  secured  some  made  from  beef,  and 
the  child  promptly  improved  and  made  a 
quick  recovery  from  the  coma  and  depres- 
sion. This  fact  should  be  borne  in  mind, 
for  it  explains  some  problems  hitherto  un- 
solved and  which  have  been  attributed  to 
other  causes.  I have  seen  cases  which  were 
undoubtedly  allergic  in  nature,  but  milder 
than  the  case  reported  by  Williams;  in 
one  instance,  changing  the  lot  number  of 
the  insulin  cleared  up  the  problem,  but 
until  reading  this  publication,  I did  not 
know  why. 

A new  hope  has  lately  sprung  up  for 
the  diabetics,  especially  the  juvenile  cases. 
Following  the  report  of  case  of  “Carcinoma 
of  the  Islands  of  the  Pancreas.  Hyperinsu- 
linism  and  Hyppglycemia,”  by  Wilder, 
Allan,  Power  and  Robertson  in  J.  A.  M.  A., 
July  30,  1927,  and  the  one  on  “Dysinsulin- 
ism;  Convulsions  and  Coma  Due  to  Islet 
Cell  Tumor  of  Pancreas,  with  Operation 
and  Cure,”  by  Howland,  Campbell,  Malloy 
& Robinson,  in  J.  A.  M.  A.,  of  August  31, 
1929,  a great  deal  of  attention  has  been 
devoted  to  this  condition,  which  is  probably 
often  present  in  a milder  form  and  over- 
looked:— I refer  to  hypoglycemia  due  to 
overactivity  of  the  islands  of  Langerhans. 
It  has  been  known  for  years  that  ligation 
of  the  pancreatic  ducts  will  cause  an 
atrophy  of  the  enzyme-secreting  portion 
of  pancreas  and  an  hypertrophy  of  the 
internal  secreting  islands,  causing  an 
hypo-glycemia  and  increased  carbohydrate 
tolerance ; following  up  this  work  on  dogs, 
it  was  learned  that  severing  the  tail  of  the 
pancreas  from  the  body  resulted  in  hyper- 
function of  the  islets  situated  in  the  tail; 
then,  according  to  Wilder’s  report  at  the 
recent  meeting  of  the  College  of  Physicians 
in  Minneapolis,  it  was  learned  that  the 
same  results  could  be  obtained  if  the  ducts 
were  exposed  and  ligated  as  it  passes  from 
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the  tail  to  the  body.  The  results  were  so 
gratifying  that  it  was  decided  to  try  it  out 
on  children  when  the  occasion  presented 
itself;  Dr.  Wilder  reported  in  detail  the 
operation  as  carried  out  by  the  surgeon, 
Dr.  DeTakats  of  Chicago,  on  two  diabetic 
boys,  one  of  whom  he  presented  at  the 
clinic.  While  he  was  somewhat  disap- 
pointed that  neither  one  had,  as  yet, 
established  sufficient  tolerance  to  dispense 
within  insulin,  still  there  had  been  a de- 
cided improvement  in  both  cases — sufficient 
to  hope  for  even  better  results  with 
improvement  in  technic  and,  certainly 
enough  justification  to  continue  the  work. 

SUMMARY. 

1.  Juvenile  diabetics  require  more  exact 
care  and  individualizing  than  the  adults. 

2.  Heredity,  infections  and  obesity  are 
the  general  etiological  factors. 

3.  Prophylaxis,  then,  is  to  prevent  or 
eradicate  infections  and  fight  obesity  in 
children  of  diabetic  heredity. 

4.  If  properly  treated,  the  prognosis  is 
good,  as  to  life. 

5.  Diabetic  children  require  care  as  to 
diets,  especially  total  calories;  all  require 
insulin,  which  should  be  regulated  accord- 
ing to  food,  weight  and  activity. 

6.  Some  other  preparations  are  of  value 
at  times  and  surgery  gives  hope  of  possibly 
proving  to  be  a panacea. 

DISCUSSION. 

Dr.  I.  I.  Lemann  (New  Orleans,  La.)  : The 

problem  of  the  diabetic  child  is  not  only  an  in- 
teresting and  urgent  one,  but  a most  promising 
one.  In  former  days,  the  outlook  of  the  diabetic 
child  was  indeed  black,  and  the  younger  the 
child  the  shorter  the  outlook.  Today,  thanks  to  in- 
sulin, the  picture  is  reversed  and  we  may  base  an 
opinion  upon  our  experience  of  the  past  seven 
years  of  the  insulin  era  and  say  that  the  outlook 
of  the  diabetic  child  under  insulin  is  indefinite. 
Dr.  Herold  has  very  properly  stressed  the  impor- 
tance of  a blood  sugar  determination  at  the  out- 
set in  order  to  establish  the  diagnosis.  We  are 
confronted  from  time  to  time  with  cases  that  are 
not  at  all  clear,  cases  that  we  cannot,  in  the  ab- 
sence of  the  characteristic  symptoms  of  polydipsia, 


polyphagia  and  polyuria,  make  sure  of  a diagnosis 
of  diabetes  even  in  the  presence  of  glycosuria  un- 
less we  make  a blood  sugar  determination.  Such 
a case  was  that  of  a young  child  of  two  or  three 
years  of  age  whom  I saw  some  years  ago.  There 
was  glycosuria  present.  The  child  had  some 
trouble  with  the  prepuce  which  demanded  a cir- 
cumcision, and  because  of  the  glycosuria  the 
family  doctor  hesitated  to  proceed  with  the  oper- 
ation. We  found  the  child’s  blood  sugar  normal 
after  fasting  and  even  after  a meal.  Just  at  that 
time  its  mother  developed  a carbuncle,  and  we 
found  sugar  in  her  urine,  but  we  found  her  to 
have  a perfectly  normal  blood  sugar  both  before 
and  after  a meal. 

Our  impression  at  first  was  that  we  were  deal- 
ing with  renal  glycosuria  both  in  the  mother  and 
the  child,  a condition  which,  by  the  way,  is  fami- 
lial; as  is  diabetes  mellitus.  Presently,  however, 
the  child’s  blood  sugar  went  up  and  I felt  quite 
certain  we  were  dealing  with  a true  diabetes  and 
ordered  the  child  to  have  some  insulin.  It  was 
taken  home.  The  doctor  proceeded  with  the  cir- 
cumcision, and  successfully.  The  parents  were  not 
satisfied  but  took  the  child  to  Rochester  where 
Dr.  Wilder  of  the  Mayo  Clinic  apparently  arrived 
at  the  conclusion  that  the  child  was  not  diabetic 
and  ordered  the  insulin  discontinued.  It  was  not 
many  months  after  that  I was  summoned  from 
New  Orleans  to  Jackson,  Miss.,  to  see  the  child 
in  diabetic  coma.  There  is  no  doubt  that  the 
child  is  now  a diabetic. 

On  the  other  hand,  I have  had  occasion  in  the 
last  couple  of  years  to  see  another  child  curiously 
enough  from  the  same  town  who  was  reported 
to  have  traces  of  sugar  in  the  urine.  I studied 
her  for  some  days  and  found  her  blood  sugar 
was  normal  under  all  conditions.  That  child  was 
seen  after  six  months  and  again  after  a year. 
She  has  remained  perfectly  normal,  has  had  no 
more  sugar  in  the  urine  and  has  continued  to 
have  a perfectly  normal  blood  sugar.  So  the  diag- 
nosis is  not  always  an  easy  one  to  make,  and  I 
should  reinforce  what  Dr.  Herold  has  had  to  say 
about  the  importance  of  blood  sugar  studies  at 
the  outset. 

Dr.  A.  A.  Herold  (closing)  : I should  say  that 

is  quite  an  interesting  case  that  Dr.  Lemann  re- 
ported, when  Dr.  Wilder  decided  it  was  not  dia- 
betic and  later  the  child  proved  to  be  diabetic. 

I have  a patient  that  was  taken  up  to  the  psychi- 
atric institute.  Dr.  Frederick  M.  Allen  saw  the 
child,  and  after  the  diet  had  been  regulated  with- 
out insulin  the  child  was  sugar  free  and  the  blood 
sugar  was  normal  within  regular  limits  until  he 
gave  a glucose  tolerance  test  which  gave  a dia- 
betic curve.  That  was  seven  yeahs  ago,  and  the 
child  is  still  diabetic. 
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I ■want  to  speak  of  the  work  Wilder  and  De- 
Takats  are  doing.  It  is  hoped  to  furnish  a positive 
cure  for  diabetes  in  the  young.  We  know  that 
insulin  is  simply  substitution  therapy,  giving  what 
the  system  lacks,  and  in  children  that  is  all  we 
hope  to  do,  where  the  insulin  producing  organs  are 
unable  to  cope  with  the  diabetic  state. 

Following  this  first  case,  which  was  reported  in 
the  Journal  of  the  American  Medical  Association, 
Hyper-Insulinism  from  Malignancy  of  the  Pan- 
creas. they  found  at  autopsy  metastasis  of  the 
liver.  The  theory  is  that  the  islands  of  Langer- 
hans  were  also  secreting  insulin  and  that  is  why 
the  patient  was  getting  too  much  insulin. 

Of  course,  as  Dr.  Wilder  says,  we  don’t  want 
to  give  the  patient  a carcinoma  in  order  to  cure 
him  of  diabetes.  If  we  could  produce  benign 
tumor,  we  can  do  so.  Following  animal  experi- 
ments, they  believe  by  some  method  of  ligating 
the  duct  to  give  something  like  an  hypertrophy  of 
the  tail  of  the  pancreas  that  contains  most  of 
the  islands  it  would  produce  benign  tumors  of  the 
islets  and  get  enough  insulin  secreted  to  take  care 
of  the  bodily  needs.  That  is  the  idea  of  curing 
the  patient,  and  not  the  substitution  therapy 
which  we  have  today. 


AN  OFFICE  METHOD  OF  TREATING 
RECTAL  FISTULAE  WITHOUT 
CUTTING  THE  SPHINCTER.* 

J.  W.  WARREN,  M.  D., 

New  Orleans. 

Gant  says  that  50  per  cent  of  operations 
for  rectal  fistulae  are  failures.  Tuttle  says 
that  less  than  45  per  cent  are  cured.  Every 
physician  probably  knows  of  cases  who  are 
compelled  to  wear  the  diaper  the  remainder 
of  their  lives  as  a result  of  fistula  operation 
or  cutting  the  sphincter  muscle.  Such  cases 
are  pitiable.  The  loss  of  control,  the  invol- 
untary escape  of  gas  and  liquid  feces  at  any 
time  with  attendant  odors,  permanently 
debar  them  from  human  society.  Truly,  the 
last  state  of  that  man  is  worse  than  the 
first. 

It  matters  little  whether  the  percentage 
of  such  unhappy  results  is  10  per  cent  or 
5 per  cent.  Let  us  bring  this  matter  right 
home  where  it  belongs.  Doctor,  knowing 
the  chances  of  non-union  to  be  2 per  cent, 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


would  you  permit  your  own  sphincter  to  be 
cut?  How  about  1 per  cent?  Then  are  we 
honest  to  advise  trusting  patients  to  sub- 
mit to  what  we  ourselves  would  refuse? 

It  is  very  evident  that  any  sound 
method  of  curing  rectal  fistulae  without 
cutting  the  anal  spincter  is  a Godsend  to 
humanity.  Your  attention  is  respectfully 
called  to  such  a method,  which  I have  used 
for  three  or  four  years  on  all  of  my  old 
and  most  difficult  cases.  An  earlier  report 
on  the  results  of  this  method  would  have 
been  necessarily  incomplete  and  immature, 
as  the  method  was  too  new  and  untried. 

Old  Mother  Nature,  who  is  our  best  ally, 
attempts  to  heal  every  rectal  fistula,  but 
her  success  is  prevented  by  two  factors. 
One  is  the  internal  opening  through  which 
the  partly  healed  tract  is  repeatedly  rein- 
fected. Every  fistula  sufferer  knows  that 
in  the  early  months  or  years  his  fistula 
seems  to  come  and  go.  For  periods  of 
weeks  and  months  it  seems  to  disappear, 
only  to  be  reinfected  through  the  internal 
opening  and  burst  out  again  at  the  same 
old  place  or  a new  one  near  by.  This  alter- 
nate better  and  worse  lasts  throughout  life. 
It  never  heals  permanently  of  its  own  ac- 
cord. It  is  always  a pus  pocket  in  the 
system,  with  all  of  its  well  known  dangers 
of  infection,  systemic  and  local,  and  is  most 
dangerous  during  the  periods  when  it  is 
not  discharging,  because  the  pus  may  be 
entering  the  lymphatics,  the  blood,  or  other 
serious  localities. 

The  other  preventive  factor  to  sponta- 
neous healing,  is  the  hard  rind  or  fibro-scar 
wall  which  nature  has  thrown  out  around 
the  channel  to  wall  off  the  pus.  It  retards 
or  prevents  granulation  and  healing.  In 
many  cases  it  actually  becomes  pyogenic. 
It  appears  that  the  cells  of  this  protective 
wall,  after  long  exposure  to  pus  infection, 
finally  become  themselves  pus  generators, 
secieting  constantly  a foul,  ichorous  dis- 
charge.. Before  such  cases  can  possibly 
heal  this  wall  must  be  removed.  That  is 
why  slitting  operations  fail;  this  wall  is 
still  there  and  continues  to  discharge. 
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The  first  part  of  our  method  is  directed 
toward  the  removal  of  the  pyogenic  tract. 
The  second  part  to  the  closure  of  the  in- 
ternal opening.  Then  nature  completes  the 
cure  while  the  patient  walks  around  and 
attends  to  business  or  pleasure. 

The  first  step  on  presentation  of  a case 
of  fistula,  which  passes  outside  the  sphinc- 
ter ring,  is  to  locate  the  internal  opening. 
It  will  nearly  always  be  found  on  the 
papillary  circle  midway  between  the  two 
sphincters.  If  the  silver  flexible  probe  fails 
to  pass,  insert  a glass  rectal  speculum  or 
large  test  tube,  and  with  a cone  tip  to  your 
syringe  to  prevent  backward  escape,  inject 
mercurochrome  in  hydrogen  peroxide  into 
the  external  opening,  using  as  much  pres- 
sure as  necessary  to  force  the  fluid  through 
the  internal  opening.  The  escape  of  red 
bubbles  from  the  internal  opening  can  be 
seen,  felt  and  heard. 

Next,  under  local  novocain  enlarge  the 
external  opening,  straighten  out  any 
curves  and  open  any  nai'row  constrictions, 
using  a small  two-edged  ball  pointed  knife, 
Dickerson’s  fistula  knife  serves  very  nicely. 
This  converts  the  fistulous  tract  into  a 
larger,  more  regular  and  straighter  one. 

Next  you  take  a half  inch  strip  of  coarse 
mesh  gauze,  saturate  it  thoroughly  with 
10  per  cent  zinc  chloride  paste  (see  for- 
mula), all  that  it  will  possibly  hold.  With 
a spatulated  alluminum  gauze  packer,  carry 
one  end  of  this  strip  nearly  to  the  internal 
end.  Pack  tightly,  distending  the  entire 
fistulous  tract  and  expressing  the  paste 
well  into  every  branch,  diverticulum  and 
ramification.  It  is  of  the  utmost  importance 
that  this  tight  packing  and  full  distention 
be  thoroughly  done. 

Formula  of  the  Alexander  paste,  as 
given  by  Dr.  Alexander : 

Chloride  of  zinc  10  per  cent 
Scarlet  red 
Thiosanamine 
Pv.  charcoal 

In  a base  of  starch  and  flour. 


This  paste  may  be  obtained  ready  for  use 
from  the  White  Surgical  Co.,  Knoxville, 
Tenn. 

After  this  packing  the  area  becomes 
quite  red  and  swollen.  But  have  no  fear  as 
no  harm  will  result.  Some  supersensitive 
patients  have  quite  a bit  of  discomfort,  but 
opium  and  the  bed  are  not  necessary. 
Sitting  in  hot  water  and  a tablet  of  pain- 
odyne  or  allanol  will  usually  give  relief. 
After  five  full  days  the  pack  will  become 
quite  moist  and  separation  will  be  about 
comp’ete.  With  cerated  forceps  and  a good 
firm  grip,  make  mild  traction  and  torsion. 
If  this  does  not  move  it,  do  not  get  impa- 
tient. Wait  a few  more  hours  for  complete 
separation,  when  it  will  slip  right  out  like 
a chicken’s  goozel. 

You  may  be  astonished  at  first  at  the  size 
of  the  fistulous  track  and  the  hole  it  leaves. 
But  remember  it  is  mostly  gauze  and  cavity. 
It  may  have  been  an  old  abscess  cavity 
which  was  further  distended  by  the  gauze. 
Actual  measurement  will  show  the  thick- 
ness of  this  rind  to  be  about  one-sixteenth 
to  one-tenth  of  an  inch.  There  should  be 
no  blood  and  the  cavity  will  be  clean  and 
healthy.  Granulating  and  contracting  be- 
gins at  once  and  is  very  rapid. 

At  this  same  sitting  close  your  internal 
opening.  Under  local  novocain  a short  cii- 
cuit  hook  (Alexander’s)  is  hooked  into  the 
internal  opening  and  carefully  worked 
down  along  the  inner  margin  of  the  sphinc- 
ter until  it  bulges  up  the  skin  at  the  anal 
verge,  A little  slit  is  then  made  through 
the  skin  only,  from  the  bulging  point  up 
to  the  muco-cutaneous  junction,  for  the 
exit  of  the  hook’s  eye.  Pass  a No.  32  rub- 
ber ligature  through  this  eye  and  carry  it 
back  with  the  hook  through  the  internal 
opening.  Your  rubber  ligature  is  then  tied 
firmly  but  not  too  tightly,  the  knot  fitting 
snugly  right  down  into  the  little  slit.  Note 
that  this  little  slit  has  divided  the  only  sen- 
sitive nerves  within  the  ligature’s  grasp. 
No  nerves  are  impinged,  and  no  sphin- 
ter  fibers  are  included  in  the  ligature  s 
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grasp,  so  that  you  will  have  no  after  pain. 
Included  within  its  grasp  are  all  of  the 
mucosa  below  the  internal  opening  and  all 
the  sub-mucous  and  subtegumentary  tissues. 

Now  what  have  you  accomplished  by 
this  rubber  ligature?  Its  tension  has 
pulled  the  edges  of  your  internal  opening 
into  actual  contact  like  the  edges  of  a 
button  hole,  and  it  will  hold  them  there 
until  adhesion  and  union  takes  place.  You 
can  assist  by  touching  these  edges  with 
nitrate  of  silver.  Furthermore,  the  ten- 
sion of  this  ligature  pulls  down  the  lax 
membrane  over  the  fistulous  opening,  as  a 
window  shade  is  pulled  down  over  the 
opening  and  it  is  fastened  there  until  union 
takes  place.  In  addition  this  rubber  tension 
keeps  the  short  circuit  open  for  drainage. 

This  principle,  the  old  method  of  Elt- 
ing — has  long  been  used  by  surgeons  to 
close  false  openings  in  vagina  and  other 
situations,  by  dissecting  up  the  mucosa, 
pulling  it  over  the  opening  and  stitching  it 
there.  But  in  rectal  fistulae  this  has  usually 
failed  as  have  also  the  purse  string  suture 
attempts,  because  of  the  backward  drain- 
age of  a little  pus  causing  the  sutures  to 
slough  out.  But  this  unique  little  device  goes 
the  surgeon  one  better,  by  providing  an 
easy  downward,  short  circuit  drainage  (less 
than  half  an  inch)  for  the  backward  flow 
of  pus.  It  readily  follows  the  rubber  liga- 
ture, whose  tension  ever  keeps  the  short 
channel  open.  As  the  rubbers  cuts  its  way 
out  in  five  or  six  days,  granulation  follows 
close  in  its  wake. 

Now  do  not  confuse  this  method  with 
the  old  rubber  ligature  method  which  was 
no  good.  They  have  nothing  in  common 
except  rubber. 

Reports  of  typical  cases  treated  by  this 
method  only,  would  add  little  to  what  has 


been  said,  so  I have  selected  four  or  five 
atypical  or  unusual  cases  to  show  how  a 
combination  of  the  paste  with  the  step  by 
step  method  is  in  some  cases  very  advant- 
ageous. 

The  step  by  step  method  in  a nutshell  is 
the  usual  fistulotomy  in  several  steps  in- 
stead of  all  at  once.  One  quarter  or  half 
an  inch  every  three  to  six  days  is  incised, 
making  sure  that  proper  granulation  and 
healing  follows  each  step  before  the  next 
is  taken.  It  is  applicable  to  any  fistula 
which  does  not  contain  a pyogenic  lining, 
or  after  such  a lining  has  been  removed, 
provided  always  that  the  sphincter  muscle 
must  not  be  cut. 

CASE  REPORTS. 

Case  1.  Mr.  B.,  Biloxi,  Miss.  History  of  fistula 
for  eighteen  years,  beginning  in  1910  with  per- 
rirectal  abscess  which  ruptured  posteriorly.  It 
was  operated  in  1911,  but  promptly  returned  and 
again  was  operated  in  1925  but  again  returned. 

Examination  showed  a large  external  opening 
an  inch  outside  and  to  the  left  posterior.  The 
inside  opening  was  at  the  junction  of  the  papil- 
lary line  and  posterior  commisure.  The  cause 
of  the  returns  was  plainly  the  pyogenic  nature 
of  the  fistulous  tract.  After  the  operations  it 
continued  to  secrete  pus  and  so  prevented  heal- 
ing. June  6,  1928,  it  was  packed  with  the  paste 
and  five  days  later  the  entire  tract  was  pulled 
out  and  may  be  seen  as  exhibit  No.  1.  Now  the 
unusual  feature  of  this  fistula  was  that  the  in- 
ternal opening  was  very  large  and  cicatrized  and 
not  in  movable  membrane,  so  that  it  could  not 
be  closed  by  the  rubber  ligature  as  usual.  So  the 
tract  was  stepped  to  the  posterior  median  line  and 
then  stepped  right  in  on  that  line,  between  the 
fibers  of  sphincter  muscle.  It  promptly  healed 
and  I have  kept  in  touch  with  this  fellow  ever 
since,  nearly  two  years  now.  There  has  been  no 
further  trouble. 

Case  2.  Mr.  P.,  Moss  Point,  Miss.  Histox’y  of 
fistula  for  two  years.  Operated  in  Biloxi  one 
year  previously  but  the  fistula  promptly  returned 
after  a month.  Examination  showed  a complete 
fistula  with  the  external  opening  an  inch  on  the 
left  and  the  internal  opening  directly  above,  on 
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Case  3 Showing  fistulous  tract  as  it  was  being  extracted. 
Dark  ring  shows  area  of  induration. 


the  papillary  line,  as  usual.  The  pipe  stem  feel 
to  the  finger  and  the  ichorous  discharge  indicated 
the  pyogenic  nature  of  the  fistulous  tract.  It  was 
at  once  packed  with  the  paste  and  in  five  days  it 
slipped  out  nicely.  This  fistula  did  not  involve 
the  sphincter  muscle.  In  other  words  it  passed 
inside  the  sphincter  ring,  so  that  no  sphincter 
muscle  fibers  intervened  between  the  fistulous 
tract  and  the  anal  canal.  In  such  a case  it  is 
not  necessary  to  use  the  short  circuit  closure. 
When  the  tract  had  nearly  granulated  up,  one 
step,  through  all  soft  narts  left  only  the  mucosa, 
and  a couple  of  days  later  a second  step  completed 
the  job.  It  healed  promptly  and  a letter  from 
the  patient  last  week  said  that  there  has  been  no 
further  trouble  since  being  discharged  about  a 
year  ago. 

Case  3.  Mr.  H.,  Meridian,  Miss.  History  of 
fistula  for  several  years,  finally  becoming  so  seri- 
ous that  he  could  no  longer  stand  at  his  barber’s 
chair.  Examination  showed  a very  large  opening 
on  the  right  buttock  seven  inches  from  the  anus. 
The  soft  silver  probe  failed  to  follow  the  tortuous 
course.  Red  peroxide  bubbles  came  through  a 
large  ulcerated  opening  about  the  junction  of  the 
posterior  commisure  and  papillary  circle.  The 
unusual  feature  of  this  case  was  that  this  large 
ulcerated  internal  opening  was  NOT  in  a movable 
mucosa,  and  therefore  could  not  be  closed  by  the 
elastic  ligature  as  usual.  It  seemed  best  to  close 
it  by  the  step  method.  The  age  of  the  tract,  the 


hard  pipe  stem  feel,  and  the  thin  ichorous  nature 
of  the  discharge,  and  the  grating  bone  like  feel 
to  the  probe  left  no  doubt  as  to  the  pyogenic 
nature  of  the  lining  cells.  It  was  at  once  enlarged, 
straightened  as  much  as  possible  and  constrictions 
opened  under  local  novocain  and  packed  as  far 
as  possible  with  the  paste,  a second  pack  was 
inserted  through  the  internal  opening.  Early  on 
the  sixth  day  a long  fistulous  tract  was  removed. 
It  may  be  seen  as  Exhibit  3.  Then  the  entire 
tract  was  stepped  in  six  steps,  three  to  six  days 
apart  until  the  external  opening  was  at  a point 
in  the  posterior  median  line  one  inch  behind  the 
anus.  Sufficient  time  was  taken  to  assure  that 
proper  healing  followed  each  step  before  the  next 
was  taken.  This  now  converted  the  eight  or 
nine-inch  tortuous  fistula  into  a straight  tract  a 
little  more  than  an  inch  long,  with  the  external 
opening  in  the  median  line  and  the  internal  open- 
ing also  in  the  median  line  directly  above  it.  It 
was  now  a very  simple  procedure  to  step  it  in 
on  the  median  line  BETWEEN  the  fibers  of  the 
right  side  and  those  of  the  left  side  of  the  sphinc- 
ter muscle,  so  that  none  of  these  were  cut.  When 
the  external  opening  was  stepped  to  the  internal 
opening,  of  course,  there  was  no  more  fistula. 

The  very  unusual  length  of  this  fistula  with  its 
great  depth  and  the  large  unhealed  abscess  cavity 
encountered  posteriorly,  all  required  a long  time 
for  completion  of  the  job,  seven  weeks  in  all. 
But  the  result  justified  the  time  and  effort  as  he 


Case  No.  3 on  being  discharged,  showing  line  of  step  to 
the  posterior  median  line.  Three  sutures  were  used  to  in- 
sure apposition  for  the  walking  patient. 
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made  a complete  recovery.  He  walked  to  and 
from  the  office  every  one  or  two  days.  Here  are 
before  and  after  photos,  7,  8,  and  9,  showing  the 
line  of  step,  also  showing  the  extraction  of  the 
fistulous  tract,  at  the  moment  it  was  taken  out. 

This  is  precisely  the  kind  of  a case  which  might 
have  been  irretrievably  ruined  by  cutting  the 
sphincter. 

Case  4.  Judge  M.,  New  Orleans.  History  of 
discharging  sinus  for  a couple  of  years.  The  ex- 
ternal opening  was  at  the  edge  of  the  scrotum 
six  inches  from  the  anus,  near  the  anterior  median 
line.  The  flexible  silver  probe  readily  followed 
the  channel  to  the  internal  opening  on  the  papil- 
lary line  very  near  the  anterior  commisure.  The 
induration,  the  continuous  (rather  than  inter- 
mittent) discharge  of  ichorus  pus  indicated  the 
advisability  of  removing  the  entire  tract,  and  I so 
advised.  But  the  patient  did  not  want  that. 
Being  a very  busy  lawyer  he  made  special  re- 
quest that  he  be  so  treated  that  he  would  not 
have  to  lose  any  time  at  all  from  his  office  and 
practice.  He  added  that  he  was  perfectly  willing 
to  visit  my  office  any  number  of  times  and  wait 
as  long  as  necessary  for  final  cure,  provided  only 
that  he  could  in  the  mean  time  continue  to  attend 
to  his  practice. 

Under  those  conditions  the  step  by  step  method 
was  adopted,  and  it  was  brought  in  by  short  steps 
directly  on  the  median  line,  passing  between  the 
fibers  of  the  right  half  and  those  of  the  left  half 
of  the  sphincter,  so  that  no  fibers  were  cut.  It 
was  finished  in  about  four  weeks.  It  all  healed 
up  nicely  including  the  internal  and  external 
openings.  But,  in  about  two  weeks  it  broke  down 
again  and  discharged  from  a new  opening  about 
the  middle  of  the  old  tract.  Examination  showed 
no  internal  opening,  it  being  firm  and  well  closed. 
The  cause  of  this  trouble  was  that  old  pyogenic 
lining.  So  I had  one  more  try  before  resorting 
to  the  paste.  I laid  open  about  an  inch  in  the 
middle,  scarrified  the  walls  and  curetted  out  from 
both  directions.  It  reluctantly  healed  and  has 
given  no  more  trouble  in  these  two  months.  The 
ZC  paste  should  have  been  used  at  first,  and  if  it 
ever  troubles  again  it  will  yet  be  used. 

I have  never  seen  a single  return  after  the  paste 
removal. 


Case  No.  5.  Removal  of  coccygeal  dermoid  cyst  with 
Z.  C.  Paste.  The  two  applicators  indicate  anus. 


Case  5.  Mr.  H.,  New  Orleans.  Patient  com- 
plained of  discharge  from  behind  the  anus  for  two 
years.  Examination  showed  the  well  known  hair 
fistula,  the  tract  leading  toward  the  coccyx  in- 
stead of  toward  the  rectum. 

Diagnosis,  a suppurating  dermoid  cyst  in  the 
coccygeal  space. 

Now  complete  excision  is  the  treatment  for 
such  cases.  I had  never  even  heard  of  a der- 
moid being  removed  with  the  ZC  paste,  but  why 
not?  It  could  do  no  harm.  So  under  novocain 
and  with  the  fistula  knife  the  small,  straight  tract 
was  enlarged  criss  cross  down  to,  through,  and 
beyond  the  dermoid  and  packed  with  the  wick  and 
paste.  The  entire  tract  came  away  nicely  with 
the  dermoid  and  hair  coil  adherent.  A photo 
snapped  at  the  moment  of  extraction  may  be  seen 
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No.  I No.  2 No.3 

Fistulous  Tracts — Removed  by  the  escarotic  paste.  The 
first  three  are  from  the  cases  reported.  Reduced  centi- 
meter scale  for  purpose  of  comparison. 
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as  exhibit  No.  10.  It  left  a large,  clean  hole, 
which  could  be  easily  inspected,  for  remnants  or 
branches,  but  there  was  none.  It  healed  up 
nicely.  That  was  fifteen  months  ago,  and  it  is 
still  all  right.  That  is  the  only  dermoid  I have 
tried  it  on,  so  I simply  report  it  for  what  it  is 
worth.  I am  going  to  use  it  on  others. 

SUMMARY. 

The  two  foremost  advantages  of  this 
method  are  the  removal  of  all  fibro- 
pyogenic  tissue,  and  the  preservation  of 
the  integrity  of  the  sphincter  muscle. 
Pennington  believes  that  fibro-scar  tissue 
caused  by  fistula  operations,  clamp  and 
cautery  and  ligature  for  hemorrhoids,  etc., 
is  responsible  for  many  cases  of  carcinoma 
in  later  life.  Other  observers  agree  that 
while  this  fibrous  tissue  is  more  resistant 
to  pus  and  other  ordinary  infections  it  is 
less  resistant  to  carcinoma.  Carcinoma, 


be  it  remembered,  is  still  on  the  increase 
in  America. 

Where  a fistula  is  slit  out  in  the  ordi- 
nary way  and  the  wound  left  oneu  to  heal 
by  granulation,  pus  and  other  infection 
coming  into  direct  contact  with  it,  cause 
the  reformation  of  this  fibro-scar  tissue, 
instead  of  normal  tissue.  But  the  Z.  C. 
paste  method  of  removing  the  entire  cast 
in  toto,  and  immediately  closing  the  in- 
ternal opening  or  source  of  infection, 
prevents  these  infections  from  entering  the 
cavity,  and  so  promotes  the  regeneration 
of  the  normal  surrounding  cells,  instead  of 
fibrous.  For  this  reason  if  for  no  other, 


the  entire  fistulous  tract  should  be  re- 
moved. 


Another  important  advantage  in  this 
method  is  that  these  patients  do  not  have 
to  go  into  a hospital  nor  to  bed.  There  is 
an  undoubted  mental  and  physical  depres- 
sion about  hospital  confinement.  It  is  a 
fact  that  normal  drainage,  normal  circula- 
tion and  recuperative  powers  are  better 
and  more  rapid  while  walking  around, 
pleasantly  occupied,  eating  normally,  than 
when  confined  to  a sick  bed. 

Last  but  not  least  of  its  advantages,  that 
precious  little  guardian  of  comfort  and 
society,  the  external  sphincter  muscle  is 
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not  cut  nor  is  its  functions  in  any  way 
impaired. 

I am  going  to  answer  one  question  before 
it  is  asked:  No,  I did  not  originate  this 

method,  but  wish  I had.  That  honor  be- 
longs to  the  late  Dr.  Henry  F.  Alexander. 
In  his  treatment  room  in  Knoxville,  Ten- 
nessee, he  showed  to  a class  of  us  fistula 
aftei  fistula — eighteen  cases.  We  were 
amazed  that  one  man  should  be  able  to 
demonstrate  eighteen  fistula  cases  at  one 
time.  Each  case  walked  into  the  office,  got 
his  treatment  and  walked  out  and  down 
the  street  and  continued  to  walk  or  play  at 
will.  Every  case  was  treated  by  Z.  C. 
paste,  which  he  called  apple  butter.  Each 
case  was  in  a different  stage  of  treatment, 
so  that  it  was  easy  to  demonstrate  each 
and  every  step  of  the  method  over  and 
over  again.  We  watched  the  results  day 
by  day  with  the  greatest  interest  you  may 
be  sure.  These  were  all  difficult  cases,  not 
a simple  case  in  the  lot,  some  of  them 
having  been  operated,  one  or  more  times. 
These  eighteen  cases  were  all  cured.  In 
line  with  the  old  Biblical  injunction,  “Prove 
all  things  and  hold  fast  to  that  which  is 
good.”  I came  home  and  began  at  once  to 
practice  that  method  and  for  nearly  four 
years  now  have  used  it  in  all  of  my  old 
and  most  difficult  cases  of  rectal  fistulas, 


and  I have  not  seen  a failure  nor  a return 
as  yet. 

Dr.  Alexander  told  me  that  in  fourteen 
years  he  has  not  had  a failure.  And  I 
firmly  believe  that  every  case  of  non-tuber- 
culous  fistula  can  be  cured  by  a proper 
application  of  these  principles  and  technic. 

As  you  have  noted  I find  it  indispensable 
in  these  pyogenic  cases  even  after  they 
have  had  one  or  more  operations,  and  still 
discharge.  Just  pack  and  remove  that  pus 
generator  and  it  heals  right  up. 

For  certainty  and  safety  in  the  cure  of 
these  old,  discharging  sinuses  I regard  it  as 
the  greatest  step  forward  in  a hundred 
years.* 

CONCLUSION. 

Now  in  conclusion  (as  there  has  been  no 
opportunity  for  questions)  I will  just  re- 
iterate that  I believe  every  non-tuberculous 
fistula  can  be  permanently  cured  by  a 
proper  application  of  these  principles  and 
technic. 

For  safety,  certainty  and  positive  results 
I regard  this  method  as  the  greatest  step 
forward  in  fistula  work  in  a hundred  years. 

* Grateful  appreciation  for  courtesies  of  Dr. 
George  L.  Dickerson  for  use  of  electrotypes,  and 
to  Technician  Guy  R.  Buisson  for  preparation  of 
lantern  slides  and  photographs. 
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THE  OPAQUE  CLYSMA  IN  EXAMINA- 
TION OF  COLON.* 

LESTER  J.  WILLIAMS,  M.  D., 

Baton  Rouge,  La. 

The  advantages  of  the  barium  meal  have 
been  so  often  testified  to,  that  it  has  now 
become  a routine  measure  in  the  examina- 
tion of  the  gastro-intestinal  tract,  and  while 
in  most  cases  the  information  on  -the  colon 
derived  from  this  examination  has  been 
sufficient,  in  other  cases  a more  complete 
study  of  the  large  bowel  is  necessary. 

In  the  beginning,  examinations  of  the 
gastro-intestinal  tract  were  disappointing 
because  the  hollow  viscera  cast  no  shadow 
on  the  roentgen-ray  plate,  but  on  the  dis- 
covery that  an  opaque  media  could  be  used 
to  outline  these  organs  the  roentgenogram 
immediately  became  important  to  the  in- 
ternist. 

Bismuth  was  first  used  but  discarded  on 
account  of  the  toxicity  of  some  of  its  im- 
purities and  barium  sulphate  because  of  its 
insolubility,  cheapness  and  non-poisonous- 
ness  was  substituted. 

As  mentioned  in  the  opening  paragraph 
some  cases  demanded  more  information 
than  the  ordinary  gastro-intestinal  roent- 
gen-ray examination  offered  and  an  enema 
by  means  of  the  opaque  media  was  tried. 
This  did  not  prove  satisfactory  at  first  and 
as  late  as  1912  Bythell  and  Barclay  of 
England  “damned  with  faint  praise”  the 
opaque  enema  with  the  following  words: 

“Another  method  of  examination  in 
these  cases  is  that  of  injecting  a suspension 
of  bismuth  per  rectum;  very  frequently  the 
arrest  of  the  shadow  at  a certain  point  is 
of  great  significance,  and  may  indicate  ex- 
actly the  site  of  an  organic  obstruction. 
Unfortunately,  however,  our  experience  of 
this  method  of  examination  has  not  been 
uniformly  successful,  probably  owing  to 
mechanical  kinking  through  a too  rapid 
dilatation  of  the  rectum ; we  do  not  there- 

*Read before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 


fore  place  such  reliance  upon  it  as  we  an- 
ticipated from  a consideration  of  the  pub- 
lished records  and  our  own  early  cases.” 

There  are  several  reasons  why  this  ex- 
amination may  not  have  proved  satisfac- 
tory : 

1.  The  mixture  may  not  have  been 
properly  made.  We  find  that  the  best  re- 
sults are  obtained  with  eight  ounces  of 
barium  sulphate  with  one  pint  of  mucilage 
of  acacia  mixed  with  two  large  cans  of 
evaporated  cream,  the  whole  mixture 
warmed  to  body  heat  and  diluted  with 
warm  water  if  the  mixture  is  too  thick  to 
flow  well. 

2.  The  enema  may  have  been  given  with 
a rectal  tube  as  a high  enema;  this  is  un- 
necessary as  we  daily  prove  that  a low 
barium  enema  fills  every  portion  of  the 
colon,  and  a doubt  is  expressed  whether  the 
high  colonic  flushing  is  ever  indicated. 

3.  Bythell  and  Barclay  mentioned  the 
mechanical  kinking  due  to  a too  rapid 
dilatation  of  the  rectum ; this  was  probably 
caused  by  too  much  pressure  in  having  the 
container  placed  too  high  above  the  patient. 
It  appears  that  three  or  four  feet  above  the 
patient  is  practicable. 

4.  I feel  sure  that  the  enema  given  by 
these  English  authorities  was  not  given 
under  the  fluoroscopic  screen,  but  roentgen- 
ograms were  relied  upon  to  furnish  the 
necessary  data.  The  skiagraph  records 
only  a single  image  seen  at  some  particular 
moment  and  necessarily  has  a restricted 
value.  The  fluoroscope  on  the  contrary 
shows  every  detail  of  the  procedure  from 
the  filling  of  the  ampulla  to  the  detection 
of  the  competence  or  incompetence  of  the 
ileo-caecal  valve.  Under  the  screen  we  note 
such  important  details  as  the  length  of  time 
necessary  to  fill  the  entire  colon,  where  de- 
lays occur,  examination  of  the  haustration, 
filling  defects  whether  constant  or  spas- 
modic, constrictions  and  the  ability  to  pal- 
pate every  inch  of  the  colon. 

May  I pause  just  long  enough  to  make 
a suggestion  that  will  mean  much  to  both 
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the  patient  and  the  radiologist?  Imme- 
diately after  a protoscopic  examination  the 
patient  has  difficulty  in  retaining  an  enema, 
so  for  obvious  reasons  delay  the  request  for 
a barium  enema  until  twenty-four  hours 
have  elapsed. 

The  referring  physician  is  responsible 
for  one  of  the  most  important  steps  in  the 
roentgen-ray  examination  and  that  is  the 
proper  preparation  of  the  patient,  and  upon 
the  thoroughness  of  his  preparation  de- 
pends in  a great  measure  the  satisfactory 
results. 

On  the  day  before  the  examination  a 
light  supper  is  suggested  with  an  ounce  of 
castor  oil  at  10  P.  M.  of  the  same  day.  On 
the  morning  of  the  examination  a soap  suds 
enema  is  given  at  6 o’clock  and  another  at 
7 o’clock.  A cup  of  black  coffee,  if  desired, 
is  given  at  8 A.  M.  with  the  barium  enema 
at  9 A.  M. 

First  in  importance  of  the  conditions  in 
which  the  barium  enema  is  called  up  to  add 
roentgen-ray  evidence  is  the  diagnosis  of 
malignancy  of  the  colon,  and  this  condition 
is  usually  manifested  by  two  very  important 
signs;  first,  the  filling  defect,  and,  second, 
obstruction. 

The  fiUing  defect  is  the  result  of  a tumor 
projecting  into  the  lumen  of  the  intestine 
but  sometimes  it  is  due  to  an  infiltration 
or  stiffening  of  the  intestinal  wall  which 
does  not  expand  with  the  pressure  of  the 
enema. 

The  obstruction  is  shown  by  a termina- 
tion of  the  clysmal  current  either  by  a 
conical  projection  or  a blunt  rounding  off. 
It  is  to  be  remembered,  however,  that  the 
obstruction  may  be  of  such  a nature  as  to 
make  the  stenosis  so  slight  that  the 
enema  only  exhibits  a temporary  retard- 
ation. In  this  case  the  diagnosis  becomes 
more  difficult. 

Carman,  who  up  to  his  death  a few 
months  ago  was  the  greatest  authority  on 
the  roentgen-ray  examination  of  the  gastro- 


intestinal tract,  was  convinced  that  90  per 
cent  colonic  cancer  could  be  detected  by  the 
opaque  enema.  He  also  sounded  a warning 
to  ambitious  radiologists  who  attempted  to 
pass  upon  the  question  of  operability.  Ex- 
perience at  the  Mayo  Clinic  has  shown 
that  some  growths  might  be  resected  re- 
gardless of  location,  extent  or  the  presence 
of  adhesions. 

A very  serious  condition  of  the  colon  that 
often  confronts  the  physician  is  obstruc- 
tion, if  the  obstruction  is  acute,  great  care 
in  the  roentgen-ray  examination  is  neces- 
sary; the  barium  meal  of  course  is  contra- 
indicated, and  even  with  the  barium  enema 
there  is  some  danger  in  spite  of  every  pre- 
caution. I personally  advise  a plain  skia- 
graph, relying  upon  the  gas-filled  intestine 
to  locate  the  point  of  obstruction. 

I don’t  believe  that  the  radiologist  will 
have  any  difficulty  in  differentiating  the 
colon  from  the  small  intestine  nor  in  locat- 
ing and  describing  the  point  of  obstruction 
reading  from  a film  in  which  gas  is  being 
utilized  to  make  the  diagnosis  rather  than 
the  dangers  of  a barium  meal  or  enema. 

There  is  quite  a striking  image  noted 
when  a case  of  Hirschsprung’s  disease  is 
examined  with  the  barium  enema,  this  con- 
dition is  sometimes  called  megacolon  and 
is  a congenital  idiopathic  dilatation  of  the 
colon.  The  few  cases  that  I have  seen 
showed  the  entire  colon  enormously  dilated 
with  the  colon  of  a small  child  as  large  as 
that  of  an  adult.  The  appearance  of  the 
colon  in  its  entirety  was  broad  with  almost 
a complete  absence  of  haustration. 

Chronic  ulcerative  colitis  is  recognized 
during  the  barium  enema  by  a rather  gen- 
eral narrowing  of  the  colon  combined  with 
an  absence  of  haustration.  Carman  refers 
to  two  types,  that  in  which  the  contour  of 
the  bowel  resembles  a gas-pipe  and  a sec- 
ond in  which  he  uses  the  simile  “string  of 
sausage.”  Another  point  noted  in  this 
condition  is  the  rapidity  with  which  the 
colon  is  filled. 


780 


Williams — Opaque  Clysma  in  Examination  of  Colon 


As  a rule  this  disease  of  unknown 
etiology  begins  in  the  descending  and  pro- 
gresses until  it  involves  the  entire  colon. 

There  is  a condition  not  so  common  as 
other  lesions  of  the  colon  and  still  of  real 
importance,  and  that  is  diverticula.  In 
Carman’s  work  on  the  alimentary  canal  he 
devotes  an  entire  chapter  to  diverticulitis. 
The  word  according  to  Dunglison’s  Medical 
Dictionary  refers  to  inflammation  of  diver- 
ticula and  I think  the  chapter  should  be 
headed  diverticulosis  if  I may  use  a word 
that  aptly  brings  to  us  a condition  in  which 
there  are  many  diverticula  present. 

Diverticula  are  divided  into  two  classes, 
congenital  and  acquired  and  the  latter  fur- 
ther subdivided  into  the  true  or  complete 
and  the  incomplete  or  false. 

The  roentgenologic  appearance  is  that  of 
well  rounded  or  oval  shadows  projecting 
from  or  lying  outside  the  lumen.  At  later 
examinations  the  barium  is  retained  in 
these  diverticula  with  the  colon  emptied  of 
its  contents.  If  these  oval  or  rounded 
shadows  are  observed  together  with  spasm, 
narrowing  and  defective  filling  of  the 
colon  the  diagnosis  of  diverticula  is  the  only 
one  possible. 

In  tuberculous  colitis  the  main  signs  upon 
which  a diagnosis  is  based  are  the  follow- 
ing: 

1.  Filling  defects. 

2.  Spastic  phenomena. 

3.  Obstruction. 

Practically  all  of  the  lesions  are  found  in 
the  caecum  and  ascending  colon  and  only 
rarely  in  the  distal  half  of  the  colon. 

The  first  sign  above  mentioned,  the  fill- 
ing defect,  is  sometimes  due  to  organic 
encroachment  upon  the  lumen  and  in  other 
cases  from  spasm  and  failure  to  retain  the 
opaque  clysma. 


The  obstruction  may  be  complete  or  par- 
tial. 

Care  must  be  exercised  in  making  a diag- 
nosis of  this  condition  as  malignancy  or 
chronic  ulcerative  colitis  may  produce  simi- 
lar signs. 

One  of  the  very  rare  conditions  that  must 
be  included  in  a paper  on  the  opaque  clysma 
is  polyposis,  of  which  very  few  cases  have 
been  recorded.  The  roentengologic  appear- 
ance is  that  of  a filled  colon  (except  when 
completely  obstructed)  with  an  irregular 
mottling  in  those  areas  occupied  by  these 
multiple  papillomatous  growths. 

In  a previous  paper  I have  mentioned 
my  experience  with  several  cases  of  situs 
inversus  viscerum  totalis,  a barium  enema 
given  these  cases  results  in  a classic  image 
of  a complete  transposition  of  the  entire 
length  of  the  colon. 

We  who  have  graduated  from  Tulane  can 
remember  the  illuminating  lecture  that  Dr. 
Matas  gave  on  the  long  movable  caecum  or 
caecum  mobile.  He  mentioned  that  in 
chronic  appendicitis  complicated  with 
caecum  mobile,  the  removal  of  the  appendix 
did  not  always  relieve  the  pain,  due  prob- 
ably to  the  twisting  and  stretching  of  the 
nerves  in  the  mesentery.  To  recognize  this 
condition  radiologically  Case  calls  attention 
to  the  abnormal  mobility,  dilatation  and 
elongation  with  stasis  in  the  caecum  long 
after  the  colon  has  been  emptied. 

No  paper  on  the  colon  is  complete  with- 
out some  reference  to  Metchnikoff  whose 
belief  is  that  the  bad  results  of  intestinal 
stasis  are  due  to  the  retention  of  feces  in 
the  colon.  Metchnikoff’s  theory  is  that  the 
colon  in  mammals  is  just  a large  reservoir 
and  enables  them  to  run  long  distances 
without  stopping  to  void  their  excreta,  a 
valuable  consideration  when  pursued  and 
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also  valuable  when  the  tables  are  turned. 
This  reservoir  was  employed  by  the  Ger- 
mans at  the  beginning  of  the  war  during 
that  spectacular  march  on  Paris,  when  I 
am  told  the  soldiers  were  not  allowed  to 
stop  for  defecation. 

Sir  Arbuthnot  Lane  also  in  no  uncertain 
way  stresses  the  dangers  of  chronic  intes- 
tinal stasis  with  such  fervor  that  recent 
writers  have  referred  to  this  condition  as 
Arbuthnot  Lane’s  disease,  and  if  we  be- 
lieve as  he  does  of  the  far-reaching  effects 
of  this  condition,  the  demand  for  barium 
enemas  will  keep  the  radiologist  busy  to 
the  exclusion  of  all  other  work. 
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CHRONIC  DUODENAL  STASIS* 
HAROLD  G.  F.  EDWARDS,  M.  D., 
Shreveport,  La. 

The  growing  interest  in  chronic  duodenal 
stasis  is  the  reason  for  calling  attention  to 
this  relatively  frequent  condition.  It  has 
been  known  under  many  names:  duodenal 
stasis,  duodenal  ileus,  duodenal  dilatation, 
duodenol  obstruction,  etc.  Since  the  princi- 
pal finding  on  roentgen  examination  is 
stasis,  the  writer  will  refer  to  it  as  chronic 
duodenal  stasis. 

The  earliest  reported  case  was  Boerner’s 
in  1752  and  in  1820  Yeats  described  the 
symptoms.  In  America,  it  was  discussed 
by  Anderson  in  1848.  Since  these  early  re- 
ports many  contemporary  writers  have  con- 
tributed to  the  voluminous  literature, 
among  them  Lane,  Wilkie,  Duval,  Weiss, 
Codman,  Kellogg,  Case,  Danna,  Quain  and 
Levin.  Bloodgood,  in  1926,  wrote  a detailed 
account  of  the  condition. 

Ochsner,  Quain,  Hartmann  and  other 
writers  have  noted  the  frequent  persistence 
of  symptoms  in  patients  who  have  been 
operated  upon  for  some  definite  lesion  of 
the  gall  bladder,  stomach,  duodenum  or  ap- 
pendix, and  state  that  a careful  examina- 
tion of  the  duodenum  at  the  time  of  the 
operation  would  have  revealed  duodenal 
obstruction. 

Chronic  duodenal  stasis  occurs  at  all 
ages.  Downes  remarks  that  it  is  found 
more  often  in  infants  than  is  generally  be- 
lieved and  Duval  speaks  of  it  as  a frequent 
occurrence  in  early  life,  disappearing  to  re- 
turn at  a later  period.  Levin’s  cases  and 
many  of  Bloodgood’s  were  in  their  sixth  de- 
cade of  life,  Danna’s  in  their  second  decade. 
In  the  writer’s  series  of  cases  the  youngest 
was  sixteen  and  the  oldest  seventy-one 
years  of  age. 

The  following  types  of  duodenal  stasis 
are  recognized : 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 
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1.  Those  resulting  from  extraduodenal 
causes  such  as  gastroptosis,  peritoneal 
bands,  cholecystitis,  ptosis  of  kidney, 
tumors,  aneurysm  of  abdominal  aorta  and 
arterial  compression. 

2.  Those  resulting  from  intraduodenal 
causes  such  as  changes  in  the  mucous  mem- 
brane, chronic  duodenitis,  primary  simple 
atonic  dilatation  of  the  duodenum,  hyper- 
trophy of  the  valvulae  conniventes,  con- 
genital stenosis,  tumors,  ulcers  and  foreign 
bodies. 

The  writer  presents  the  arterial  type 
which  is  caused  by  compression  of  the  third 
portion  of  the  duodenum  by  the  mesenteric 
pedicle,  resulting  from  : 

1.  A short  mesentery  of  the  first  foot 
of  the  ileum,  causing  the  loaded  cecum  to 
drag  on  the  superior  mesenteric  vessels, 
pinching  the  duodenal  wall  and  producing 
a definite  obstruction  at  that  point. 

2.  A long  transverse  mesocolon,  with  a 
redundant  transverse  colon  down  in  pelvis 
exerting  a direct  pull  on  the  angle  between 
the  aorta  and  the  eolica  media,  compress- 
ing the  duodenum. 

3.  Insufficiency  of  the  muscles  of  the 
abdominal  wall,  frequently  following  preg- 
nancy or  debilitating  illness,  decreasing  in- 
tra-abdominal pressure  and  permitting  the 
small  intestine  to  drag  on  the  superior 
mesenteric  vessels. 

4.  Renal  ptosis  which,  occurring  on  the 
right,  pulls  the  colonic  flexure  and  occur- 
ring on  the  left,  compresses  the  duodenum 
by  the  pressure  exerted  by  the  renal  vein. 

These  may  all  be  accompanied  by  a 
spastic  stenosis  at  the  duodeno-jejunal  junc- 
tion, which,  according  to  Hirsch,  contributes 
largely  to  the  many  and  varied  symptoms. 

CLINICAL  SYMPTOMS. 

Taylor  recognizes  two  types  of  symptoms. 
In  the  first,  pain  is  the  predominating 
factor,  dependent  upon  the  location  and 
character  of  the  obstruction.  It  may  be  a 
severe  intermittent  cramp,  above  the  um- 
bilicus and  often  radiating  to  the  right 


side,  with  nausea  and  vomiting.  In  the 
second,  the  pain  is  much  less  acute,  usually 
a dull  ache  or  a dragging  sensation,  with 
soreness  in  the  epigastrium  coming  on 
after  meals  and  may  be  either  relieved  or 
increased  by  alkalies.  Nausea  more  in- 
tense and  prolonged  than  that  associated 
with  other  gastropathies  and  aggravated 
by  the  passage  of  food  is  a frequent  finding. 
The  patient  is  often  poorly  nourished, 
although  the  condition  has  been  observed 
in  robust  individuals.  Belching  of  gas  is 
frequent.  Nervousness  and  mental  depres- 
sion may  be  outstanding  symptoms.  Accord- 
ing to  Hartsock,  Duval  and  some  French 
authorities,  so-called  “bilious  attacks”  and 
sick  headaches  are  manifestations  of  duo- 
denal toxemia.  A pale  and  sometimes 
“bilious”  appearance  is  developed  with  in- 
creasing malaise  and  both  mental  and 
physical  fatigue.  Other  manifestations  of 
marked  autointoxication  are  constipation, 
lowered  vasomotor  tone  and  a rapid  pulse 
rate  not  explained  by  cardiac  disease  or 
goiter,  with  blood  changes  observed  by 
Haden  and  Orr  such  as  increase  in  blood 
urea  and  decrease  in  chlorides  with  a rise 
in  carbon  dioxide  combining  power  of  the 
blood  finally  resulting  in  an  alkalosis. 

Gastric  analysis  in  cases  of  chronic  duo- 
denal stasis  usually  reveals  no  definite 
information ; bile  may  be  present  with 
hypersecretion  or  there  may  be  subacidity 
or  even  achylia. 

DIAGNOSIS. 

The  roentgen-ray  is  certainly  the  method 
par  excellence  for  determining  the  presence 
of  chronic  duodenal  stasis.  The  most  com- 
plete information  is  secured  by  careful 
fluoroscopic  examination  of  the  stomach 
and  entire  duodenum.  Alteration  of  the 
tone  of  the  stomach  is  a frequent  observa- 
tion, and  in  cases  where  the  obstruction  is 
marked  there  is  hypertonicity  and  hyper- 
peristalsis with  hypertrophy  of  the  gastric 
wall.  In  cases  of  long  standing,  the  stomach 
shows  a gradual  failure  of  musculature  and 
hypotonicity  soon  becomes  evident.  Gastro- 
spasm  may  be  present  though  it  is  an 
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infrequent  finding.  With  the  increased 
peristalsis  and  tonicity  is  associated  in- 
creased motility  of  the  stomach,  which, 
however,  is  not  usually  associated  with  a 
marked  advance  of  the  meal,  a minimal 
six  hours  gastric  retention  being  often 
observed. 

The  duodenum  is  well  outlined  and  shows 
an  increase  in  size,  the  dilatation  occurring 
proximal  to  the  obstruction,  with  the  im- 
portant finding  of  a stasis  or  puddling  in 
the  lower  duodenal  loop.  Care  must  be 
exercised  to  determine  that  this  stasis  is 
pathological,  that  it  is  observed  throughout 
the  examination  and  that  it  is  not  merely 
the  usual  filling  of  the  du/odenum  by  a 
rapidly  emptying  bulbus.  Pathological 
stasis  is  frequently  accompanied  by  a di- 
lated duodenum,  antiperistalsis  and  churn- 
ing of  the  duodenal  contents  and  sometimes 
regurgitation  into  the  stomach.  Fre- 
quently the  patient  must  be  examined  dur- 
ing an  attack  to  demonstrate  the  condition, 
as  the  obstruction  may  be  of  a recurring 
type  and  therefore  not  seen  at  first  ex- 
amination. Pain  in  the  region  of  the  liga- 
ment of  Treitz  is  a common  finding. 

The  diagnosis  of  the  arterial  type  of 
chronic  duodenal  stasis  is  facilitated  by 
Hayes’  maneuver  to  relieve  the  pressure  on 
the  duodenum  by  lifting  the  arterial  crotch. 
Examination  in  the  ventral  or  Trendelen- 
berg  positions  may  show  disappearance  of 
the  stasis  and  churning  movements,  a fact 
which  may  account  for  the  error  sometimes 
made  by  surgeons,  as  no  dilatation  or  stasis 
may  be  present  when  the  abdomen  is 
opened. 

TREATMENT. 

Treatment  of  duodenal  stasis  may  be 
medical  or  surgical,  depending  on  the 
cause. 

Medical  treatment  usually  gives  relief 
in  the  purely  functional  type  mentioned  by 
Simon  and  even  in  the  more  chronic  ar- 
terial types.  Among  the  first  essentials  are 
duodenal  lavage  to  remove  the  stagnating 
material  in  the  duodenum  and  a copious 
washing  of  the  stomach.  Thorough  empty- 


ing of  the  lower  bowel  and  overloaded  ce- 
cum should  not  be  overlooked.  Belladonna 
may  be  administered  for  the  relief  of  the 
existing  spasm  at  the  duodenal  junction. 

In  the  more  toxic  and  moribund  cases  Rin- 
ger’s solution  intravenously  to  combat 
toxins  is  necessary,  as  well  as  other  sup- 
portive rr^easures.  A bland  concentrated 
diet  of  high  caloric  value  to  increase  the 
body  weight  is  indicated.  Rest  by  lying  on 
the  abdomen  with  the  pelvis  supported  on 
pillows,  or  even  by  assuming  the  knee  chest 
position  is  helpful.  Abdominal  exercises 
and  massage  of  the  abdominal  muscles  are 
recommended  to  increase  tone  and  over- 
come the  pull  on  the  mesentery.  Abdomi- 
nal belts  are  not  advised.  When  these  con- 
servative measures  fail  or  there  is  repeated 
occurrence  of  obstruction,  surgery  becomes 
necessary. 

Surgical  treatment  consists  of  section  of 
the  duodenum  and  reconstruction  in  front 
of  pedicle,  simple  gastroenterostomy,  right 
colo-fixation,  right  colectomy  (advocated 
by  Bloodgood  but  later  abandoned  by  him) , 
nephropexy.  The  ideal  operation  is  duo- 
denojejunostomy, recommended  by  Blood- 
good  in  1906  and  performed  by  Staverley 
in  1908.  Delbet  in  these  cases  performs 
gastropyloroduodenostomy.  In  cases  of 
doubt  as  to  the  cause  of  stasis,  duodenoje- 
junostomy is  the  operation  of  choice  and 
may  be  either  submesocolic  or  suprameso- 
colic. 

In  a series  of  23  cases  here  presented, 

12  were  males  and  11  females.  Their  ages 
varied  from  16  to  71  years;  most  were  in 
the  third  decade.  Nine  cases  presented  duo- 
denal stasis  only;  in  eight  this  was  asso- 
ciated with  chronic  appendicitis ; in  two 
with  duodenal  ulcer;  in  one  with  a pene- 
trating ulcer  of  the  stomach;  in  one  with 
a mucous  colitis  and  in  two  with  ptosis  of 
the  hepatic  flexure  and  transverse  colon. 

Four  had  previously  been  operated  upon  for 

appendicitis.  Of  this  series  seven  were 
operated  upon  for  relief  of  the  duodenal 

stasis. 
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CONCLUSION. 

In  offering  this  subject  the  writer  lays 
no  claim  to  originality.  The  literature 
has  been  consulted  freely  and  this  review 
is  presented  in  the  firm  belief  that  chronic 
duodenal  stasis  is  the  correct  diagnosis  in 
many  cases  of  dyspepsia,  “gas  on  the 
stomach,’’  biliousness,  a heavy  feeling  after 
eating,  etc.  Chronic  duodenal  stasis  is  a 
clinical  entity  and  can  be  recognized  in  the 
roentgenological  study. 

DISCUSSION. 

Dr.  L.  A.  Fortier  (New  Orleans,  La.)  : I have 

been  recognizing  this  condition  of  duodenal  stasis 
for  the  last  two  or  three  years,  and  it  is  a definite 
entity  in  which  radiology  can  help  a great  deal 
in  demonstrating  lesions. 

We  have  found  in  our  cases  that  a great  num- 
ber of  them  are  associated  with  the  fish  hook  type 
of  stomach,  and  the  duodenum  first  portion  almost 
always  remains  filled,  spills  over  the  top  and  does 
not  empty  completely  at  any  time.  The  second 
and  third  portions  of  the  duodenum  are  larger 
than  normal  and  remain  filled  almo.st  during  the 
entire  examination.  These  conditions  are  not  pres- 
ent at  all  times.  There  are  some  cases  that  the 
patient  had  to  be  examined  as  many  as  two  or 
three  times  before  we  could  demonstrate  the  pres- 
ence of  duodenal  stasis.  In  some  cases,  the  sec- 
ond portion  are  angulated  or  show  puddling.  The 
condition  requires  close  co-operation  between  the 
clinician  and  radiologists  to  come  to  a conclusion 
as  to  whether  or  not  this  condition  is  really  the 
cause  of  the  patient’s  trouble. 

Dr.  j.  A.  Danna  (New  Orleans,  La.)  : Mr. 

chairman  and  gentlemen,  this  is  the  subject  in 
which  I have  been  very  much  interested  since 
1922,  when  I accidentally  ran  across  my  first  case, 
and  since  then  I have  found  quite  a number.  Up 
to  two  and  one-half  years  ago,  I had  operated  on 
18  cases.  Since  then,  I have  only  operated  on  5. 

The  subject  is  a very  large  one  and  before  I 
go  any  further  I want  to  impress  you  very  strong- 
ly with  this  fact:  that  there  are  two  types  of  cases 
—one  type  due  to  actual  mechanical  obstruction 
which  you  can  demonstrate  when  operating  on 
the  patient;  the  other  is  not  due  to  mechanical 
obstruction  and,  therefore,  mechanical  procedure 
will  not  cure  your  patient.  In  some ’of  the  cases 
I have  operated  on,  they  have  recurred  and  the 
patients  had  a return  of  all  the  symptoms  of  ob- 
struction. Yet  that  was  due  to  functional  inter- 
ference and  not  to  mechanical  obstruction  of 
peristalsis.  How  we  are  going  to  determine  those 
cases,  I can’t  tell  you.  That  is  the  most  difficult 


feature  of  this  whole  subject.  If  you  are  sure 
that  you  have  an  obstruction,  then  surgery  is  the 
only  thing  that  will  do  any  good. 

The  essayist  has  told  us  very  nicely  what  the 
various  procedures  are.  Duodenojejunostomy  is  a 
very  simple  operation.  It  is  simpler  and  easier 
than  gastroenterostomy.  I never  do  gastroen- 
terostomy. 

I was  very  much  interested  about  three  years 
ago  in  hearing  Wilkie  talk  about  this  subject  and 
he  says  that  the  first  case  that  he  saw,  and  that 
called  his  attention  to  the  subject,  was  a man  who 
died  of  perforating  duodenal  ulcer  and  when  they 
did  an  autopsy  on  him,  they  found  he  had  a large 
dilated  duodenum. 

I really  could  talk  here  all  day.  I think  I have 
covered  the  principal  features  of  the  case.  It  isn’t 
anything  you  can  consider  trivially.  Each  case 
has  to  be  studied  seriously.  I made  it  a rule,  after 
my  first  two  or  three  cases,  not  to  operate  on  any 
of  these  patients  until  Dr.  Chaille  Jamison  had 
examined  them  and  had  a trial  at  doing  something 
medically  and  until  he  said,  “This  is  an  operative 
case.”  And  he  and  I are  treating  a number  of 
these  cases  successfully  right  now. 

Dr.  S.  C.  Barrow  (Shreveport,  La.)  : The  sub- 

ject the  doctor  has  so  well  portrayed  is  one  that 
interests  the  radiologist  very  much. 

For  a number  of  years  I was  puzzled  and  won- 
dered because  of  the  number  of  negative  reports 
I had  to  make  on  gastro-intestinal  studies.  Being 
unable  to  locate  any  condition  such  as  ulcer,  car- 
cinoma, chronic  appendix  and  other  usual  condi- 
tion, still  I knew  these  patients  had  something 
wrong,  or  else  they  would  not  be  visiting  the 
doctor. 

About  two  years  ago,  I observed  a case  in  which 
the  marked  dilation  of  the  duodenum,  the  writhing 
and  reverse  peristalsis,  and  stasis  were  so  pro- 
nounced, that  on  more  careful  study,  I was  con- 
vinced that  the  condition  was  one  of  partial  ob- 
struction. The  patient  was  operated  and  a mass 
of  peritoneal  bands  were  found  encircling  the 
third  portion  of  the  duodenum,  which  produced 
and  accounted  for,  all  that  we  observed  by  roent- 
gen-ray  study. 

Since  then  we  have  become  more  observant 
and  we  find  now  a great  many  of  these  cases,  in 
fact  they  are  far  more  common  than  is  the  pres- 
ence of  duodenal  ulcer  and  the  other  conditions 
which  produce  similar  symptoms. 

I think  the  term  “duodenal  stasis”  is  a bad  one 
and  conveys  the  wrong  meaning.  We  usually  use 
the  term  “partial  obstruction,”  in  our  reports, 
which  in  reality  is  the  true  condition.  The  term 
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“duodenal  stasis”  would  indicate  a general  slow- 
down all  along  the  line,  which  is  not  the  case, 
and  a “duodenitis”  would  indicate  an  inflamma- 
tory process. 

The  real  condition  is  a partial  obstruction,  and 
in  our  experience,  with  very  few  exceptions,  the 
obstruction  has  been  found  to  be  due  to  peritoneal 
adhesions,  in  some  of  these  cases,  these  bands 
apparently  having  arisen  from  the  appendiceal 
area,  others  from  the  gall  bladder  area,  and  in 
many,  seemingly  arose  spontaneously. 

I feel  that  the  radiologist  in  these  cases,  should 
not  attempt  to  do  more  than  can  be  actually  de- 
termined by  the  roentgen-ray.  An  attempt  to  go 
further  than  to  state  a partial  obstruction  is  pres- 
ent, will  lead  us  into  error  and  bring  the  specialty 
into  disrepute. 

In  closing,  I wish  to  compliment  the  essayist 
on  his  paper  which  has  been  so  a.bly  presented, 
and  I feel  sure  the  presentation  will  be  of  great 
value  to  those  who  are  interested  in  the  study  of 
gastro-intestinal  conditions. 

Dr.  A.  J.  Thomas  (Shreveport,  La.)  : I would 

like  to  stress  a point  brought  out  by  Dr.  Danna 
in  the  discussion  that  some  of  these  cases  can 
be  managed  mighty  successfully  by  means  of  med- 
ical treatment. 

Sometime  ago  in  making  a radiological  exami- 
nation, a beautiful  picture  presented  itself  during 
the  fluoroscopic  examination.  When  the  contrast 
meal  was  passing  through  the  duodenum,  right  at 
its  terminal  point  there  was  a dilation  about  this 
size.  (Indicates  size  of  an  over-size  egg.)  And 
no  meal  passed  distal  to  that  point,  but  within 
this  area  was  just  a whirlpool — around  and  around 
— then  a reverse  flow  occurred  back  into  the 
stomach  which  went  to  and  fro  with  pendulum- 
like  movement  for  about  five  or  six  minutes.  In 
preparing  everything  and  changing  the  setting  to 
get  a plate,  you  could  see  the  other  portion  of 
the  small  intestine,  which  showed  there  was  not 
a total  obstruction.  By  studying  the  plate  care- 
fully, you  could  see  such  a matter  as  6 to  8 cir- 
cular objects  that  you  could  stretch  your  imagi- 
nation that  they  were  a cluster  of  worms.  So  in 
submitting  my  report,  in  conclusion,  I stated  that 
this  was  a sub-total  obstruction  within  the  small 
intestines  that  possibly  may  have  been  due  to 
the  clumping  of  round  worms.  This  patient  was 
in  a very  poor  nutritional  state,  gave  a history 
of  a loss  of  something  like  30  pounds  in  weight, 
with  vomiting,  nausea,  gastric  distress,  upper  ab- 


dominal distention  and  they  had  made  a clinical 
diagnosis  of  pyloric  obstruction.  The  doctor  in 
charge  of  this  case  accepted  my  radiologic  diag- 
nosis and  gave  the  patient  specific  treatment  for 
round  worms — calomel  and  santonin,  etc.,  which 
resulted  in  a clinical  cure.  I saw  this  man  on  the 
street  sometime  ago  and  did  not  recognize  him. 
He  told  me  he  was  cured,  had  regained  the  30 
pounds  weight,  and  was  in  perfect  health. 

Dr.  S.  W.  Boyce  (Shreveport,  La.)  : I want  to 

thank  Dr.  Edwards  for  bringing  this  paper  for 
discussion.  Once  a pioneer  saw  the  idea  that 
there  might  be  something  wrong  with  the  duo- 
denum. And  he  decided  to  investigate,  and  when 
he  did  this,  he  took  out  of  the  class  of  neurotics, 
numbers  of  condemned  patients,  and  made  them 
subjects  for  successful  treatment. 

As  we  usually  consider  it,  we  would  think  of  a 
duodenal  stasis  of  three  types;  namely,  one  from 
inflammatory  adhesions,  one  from  congenital  ad- 
hesions, and  the  other  one  due  to  an  arterial 
pedicle  pressure.  The  essayist  in  discussing  this 
condition  has  referred  to  treatment,  namely,  from 
the  standpoint  of  curing  the  obstruction  due  to 
pedicle  pressure.  However,  it  has  been  our  experi- 
ence that  by  far  the  greater  number  of  cases  are 
not  of  that  type.  This  occasion  requiring  that 
operation  is  rare.  The  occasion  for  operating  for 
an  obstruction  in  the  second  portion  is  very  fre- 
quent. Another  thing  you  will  notice  is  that  you 
will  get  the  majority  of  cases  out  of  the  neurotic 
type. 

I regard  these  mostly  cases  of  congenital  ad- 
hesions, realizing  it  is  a debatable  question.  They 
occur  more  frequently  and  more  naturally  in  the 
hyposthenic  type  because  that  is  the  type  where 
you  have  fallen  colon,  and  all  those  abnormalities 
of  the  organs  due  to  malocclusion  of  the  gastro- 
intestinal tract.  That  is  my  idea  of  why  you  find 
so  many  duodenal  stasis  cases  in  cases  who  have 
been  classed  formerly  as  the  neurotics. 

Another  question  arises  “Why  is  it  that  a man 
is  born  congenitally  with  these  defects  and  goes 
to  the  third  decade  before  the  symptoms  appear?” 
My  experience  is  that  he  reaches  some  crisis  in 
his  life  and  he  is  never  able  to  come  out  of  it 
like  the  simple  and  pure  neurotic.  They  occur 
some  time  during  life.  We  have  operated  here 
probably  on  ten  or  twelve  cases — most  have  been 
congenital  and  inflammatory  adhesions  in  the 
second  and  third  portions.  One  case  was  a dis- 
mal failure. 
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Operation  to  relieve  inflammatory  adhesions — 
another  operation  which  we  failed  to  mention, 
and  which  we  have  used  very  extensively  is  to 
free  these  adhesions,  cut  off  a piece  of  omentum 
and  put  it  over  the  resulting  raw  area  as  a patch. 
We  had  several  cases  in  the  clinic  that  we  cor- 
rected, or  hope  we  corrected,  by  putting  a patch 
on  the  raw  surface  after  the  surface  was  free. 
The  main  thing  I want  to  say  is  that  the  surgery, 
you  will  find,  is  not  so  often  a duodenojejunos- 
tomy for  the  arterial  pedicle  case,  but  the  oper- 
ation to  remove  stasis  due  to  adhesions — congeni- 
tal or  post-inflammatory. 

Dr.  W.  S.  Kerlin  (Shreveport,  La.) : We  have 

just  heard  the  discussion  of  this  subject  by  the 
radiologists  and  I would  now  like  to  discuss  it 
from  the  view  point  of  the  internist.  It  has  been 
my  good  fortune  and  pleasure  within  the  past 
two  years  to  study  a number  of  these  cases  clin- 
ically and  also  roentgenologically  with  Dr.  Bar- 
row.  He  is  of  the  opinion  that  the  radiologist 
is  the  only  one  that  can  make  a correct  diagnosis. 
I am  not  so  sure  but  that  he  is  correct,  at  least, 
we  should  admit  that  he  is  entitled  to  the  final 
word.  The  symptoms  and  objective  findings  are 
by  no  means  classical.  Some  cases  simulate 
duodenal  ulcer,  others,  however,  give  a fairly 
typical  gall  bladder  symptomatology,  upper  right 
quadrant  pain  is  fairly  constant  and  comes  on 
usually  a short  while  after  eating  associated  with 
bloating  and  epigastric  distress.  They  do  not  as 
a rule  have  the  hunger  pain  of  the  peptic  ulcer 
patient.  There  is  invariably  a gastric  hypersecre- 
tion associated  at  times  with  hyperchlorhydria. 

I have  been  fortunate  to  observe  a number  of 
these  cases  under  the  screen  with  Dr.  Barrow  and 
feel  that,  as  a result,  I am  in  a better  position  to 
advise  the  proper  treatment. 

I do  not  believe  that  all  cases  reported  by  the 
radiologist  as  chronic  duodenal  stasis,  sub-total  or 
partial  duodenal  obstruction  should  be  referred 
for  operation.  Furthermore,  I think  the  decision 
as  to  the  best  plan  of  treatment  should  be  left 
up  to  the  internist  or  at  least  to  the  one  who 
has  the  patient  under  observation.  Several  cases 
have  been  under  observation  from  a few  months 
to  two  years  and  are  symptomatically  relieved  by 
proper  diet,  sedatives,  anti  spasmotics  and  postural 
treatment.  On  tbe  other  hand  a few  cases  have 


been  referred  for  operation  after  the  above  meas- 
ures have  failed  and  the  operative  results  have 
been  excellent. 

The  cases  that  I have  referred  for  operation 
were  due  to  adhesive  bands  from  the  region  of  the 
gall  bladder  and  cystic  duct.  In  two  cases  the 
obstruction  was  caused  by  very  fine  adhesions  con- 
stricting the  jejunum  near  the  ligament  of  Treitz. 

Dr.  Boyce  mentioned  the  fact  that  the  symptoms 
usually  did  not  begin  until  adult  life.  This  has 
been  my  observation  also.  It  is  not  improbable 
as  stated  by  Dr.  Boyce  that  the  bands  of  adhesions 
are  congenital  in  origin  in  a number  of  cases. 
Dr.  Edwards  has  presented  his  subject  in  a very 
thorough  manner. 

Dr.  Edwards  (closing) : I want  to  thank  the 

various  members  who  have  entered  into  the  dis- 
cussion, and  I am  especially  favored  to  have  Dr. 
Fortier  and  Dr.  Danna  discuss  it  because  they 
have  done  special  pioneer  work  on  this  particular 
subject. 

Unquestionably  there  is  a functional  type  and 
if  this  type  is  operated  on,  we  will  not  obtain 
the  results  we  expect.  Purely  functional  types, 
due  to  chronic  appendicitis  and  hook-worm,  men- 
tioned by  Dr.  Henderson  some  five  or  six  years 
ago,  will  certainly  not  be  relieved  by  duodenoje- 
junostomy. I purposely  omitted  the  etiology  of 
the  bands  because  whether  they  come  from  man 
or  monkey,  it  is  a rather  large  subject,  and  my 
paper  was  to  deal  primarily  with  the  arterial 
type. 

One  writer  has  remarked  that  the  duodenal 
statis  is  a causative  factor  of  every  duodenal 
ulcer.  He  is  emphatic  in  his  belief  that  many 
duodenal  ulcers  which  he  sees  come  as  a result 
of  duodenal  stasis.  The  question  as  to  whether 
or  not  the  arterial  type  occurs  more  than  the 
adhesive  or  band,  I am  not  prepared  to  say.  How- 
ever, I think  that  the  arterial  type  is  more  fre- 
quent, in  my  experience  at  least. 

I believe  the  roentgenologist,  whose  field  is 
the  widest  of  all  specialists,  should  have  a knowl- 
edge of  medicine  and  surgery  and  the  sky  should 
be  the  limit  as  to  his  knowledge  in  order  that, 
when  he  is  consulted,  he  should  pass  on  to  the  con- 
sultant all  the  available  information,  the  clinical 
as  well  as  the  radiological  findings. 
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VENTRICULOGRAPHY  AND  ENCE- 
PHALOGRAPHY IN  DIAGNOSIS  AND 
TREATMENT  OF  LESIONS  OF 
THE  BRAIN.* 

E.  R.  CARPENTER,  M.  D., 

Dallas,  Tex. 

The  brain  is  a large  structure  subject  to 
considerable  distortion  unattended  at  times 
by  neurologic  indication  of  disturbance,  or 
in  other  instances  well  recognized  neurol- 
ogic findings  are  insufficient  to  make  accu- 
rate diagnosis  and  localization.  Naturally 
additional  meanes  of  investigation  are  re- 
quired for  this  class  of  patients  and  un- 
doubtedly the  employment  of  air  to  replace 
the  cerebral  fluid  and  roentgen-ray  films  of 
the  head  to  enable  proper  study  of  the  in- 
jected brain  is  the  most  important  advance- 
ment ever  made  in  neurosurgical  diagnosis. 

Before  entering  in  detail  discussion  on 
this  special  method  of  diagnosis  it  is  desir- 
able to  call  attention  to  the  general  order 
of  a well  conducted  neuro-surgical  exami- 
nation as  demanded  now  and  constantly 
being  improved: 

1.  Detailed  history  and  the  general  con- 
dition of  the  patient. 

2.  Neurologic  examination. 

3.  General  eye,  ear,  nose  and  throat  ex- 
amination. 

4.  Laboratory  and  roentgen-ray  find- 
ings. 

5.  Special  investigation  required  in  fifty 
per  cent  of  all  cases  (early  stage). 

a.  Quantitative  perimetry  (Walker 
method  preferred). 

b.  Vestibular,  and  optic  nystagmus, 
tests. 

c.  Aphasia  test  in  detail. 

d.  Air  tests,  ventriculography  and  ence- 
phalography in  many  instances. 


*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29-May  1,  1930. 


e.  Exploration  with  biopsy  (immediate 
supravital  preparations  and  tissue  culture 
of  tumors),  when  needed. 

Proper  consideration  of  the  findings  un- 
der this  scheme  makes  it  possible  to  deter- 
mine the  character  and  location  of  surgi- 
cal lesions  of  the  brain  in  a high  per  cent- 
age  of  cases  at  a favorable  stage  to  obtain 
the  best  result. 

As  indicated  in  the  scheme,  direct  injec- 
tion of  air  into  the  ventricles  known  as 
ventriculography,  and  injection  by  lumbar 
puncture  or  suboccipital  puncture  known 
as  encephalography,  are  not  considered  as 
a rule  until  all  other  information  has  been 
acquired,  although  often  they  could  be  used 
to  advantage  at  an  early  period  in  the  in- 
vestigation. These  tests  are  somewhat  un- 
pleasant for  the  patient  and  in  certain 
cases  they  are  attended  with  danger  dur- 
ing the  late  stages  of  expanding  lesions, 
but  this  feature  is  becoming  less  important 
as  our  knowledge  increases  concerning  the 
technique  and  the  proper  stage  at  which  to 
make  the  tests.  The  writer  stressed  these 
features  some  years  ago  in  an  article  pub- 
lished in  the  American  Journal  of  the  Med- 
ical Sciences,  and  other  journals,  but  at 
that  time  ventriculography  was  being  used 
as  a rule  only  and  in  the  late  stages  of  tumor 
and  in  the  study  of  hydrocephalus.  Since 
then  the  application  of  these  tests  have  be- 
come quiet  general  in  the  class  of  cases 
discussed  in  the  paper  and  they  are  now 
indispensible  when  used  intelligently. 

VENTRICULOGRAPHY. 

The  employment  of  ventriculography  is 
considerably  restricted  for  the  reason  an 
operation  is  required  to  make  the  test  and 
the  mortality  has  been  high,  but  these  fea- 
tures have  not  brought  it  into  disrepute. 
In  fact  its  use  is  more  general  today  than 
at  any  time.  The  situation  under  which  it 
is  employed  justifies  anything  that  offers 
help,  and  it  is  becoming  generally  recog- 
nized this  situation  could  be  obviated  to  a 
great  extent  if  the  surgeon  had  the  oppor- 
tunity to  apply  the  test  at  the  proper  time 
in  development  of  the  lesion. 
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Ventriculography  finds  its  greatest  use- 
fulness in  the  localization  of  tumors  of  the 
brain.  With  the  tendency  toward  more  and 
more  radical  procedures  in  the  treatment 
of  these  lesions  accurate  localization  be- 
comes imperative.  By  means  of  ventricul- 
ography often  we  are  enabled  to  estimate 
the  depth,  size,  and  character  of  tumors 
that  otherwise  would  remain  beyond  the 
possibility  of  accurate  exploration  until  too 
late  to  be  helped.  Slowly  but  surely  these 
lesions  are  coming  under  better  control  in 
every  way. 

Ventriculography  is  of  material  advant- 
age in  the  differential  diagnosis  be- 
tween tumor  and  primary  hydrocephalus, 
and  at  times  in  localization  of  chronic  ab- 
scess of  the  brain,  or  in  the  investigation 
of  any  expanding  lesion  of  indefinite  origin 
unaccompanied  by  acute  hyperpyrexia.  As 
a rule  other  character  of  lesions  can  be  in- 
vestigated to  better  advantage  by  encepha- 
lography. The  ventricular  puncture  should 
be  made  with  the  greatest  of  care,  using  a 
specially  constructed  small  needle  inserted 
through  a trephine  not  more  than  one  half 
inch  in  diameter  either  in  the  occipital  or 
in  the  parietal  region.  Under  proper  con- 
ditions the  mortality  should  not  exceed  two 
or  three  per  cent,  but  this  has  been  around 
eight  per  cent  in  the  hands  of  most  inves- 
tigators. 

ENCEPHALOGRAPHY. 

Encephalography  is  a simpler  and  less 
dangerous  procedure  and  furnishes  more 
extensive  information  than  ventriculogra- 
phy, yet  neither  can  supplant  the  other. 
Each  has  quite  definite  indications  although 
occasions  arise  when  both  methods  may  be 
used  to  advantage  after  the  ventricular 
pressure  has  been  reduced  to  within  nor- 
mal limits.  As  a rule  encephalography 
should  not  be  used  where  a marked  in- 
crease of  intracranial  pressure  is  present 
as  indicated  by  the  roentgenograms,  certain 
types  of  severe  headache,  choked  discs, 
cerebral  form  of  vomiting,  or  where  cere- 
bellar symptoms  are  present  or  are  indi- 
cated by  the  vestibular  tests. 


Patients  appropriate  for  encephalogra- 
phy are  those  who  have  well  marked  indi- 
cation of  intracranial  disturbance  yet  the 
cause  cannot  be  ascertained  by  the  usual 
means  or  without  undue  delay.  The  com- 
plaint is  likely  to  be,  vague  mental  symp- 
toms, certain  types  of  recurring  headache, 
local  spasmodic  or  parstic  seizures  or  gen- 
eral convulsions,  or  certain  injuries  of  the 
head  with  late  complications.  In  fact  the 
test  is  useful  in  a wide  range  of  disturb- 
ances as  it  reveals  quite  accurately  the 
gross  condition  of  the  brain  thus  enabling 
the  investigator  to  classify  the  probable 
source  of  the  symptoms  and  to  employ  the 
most  intelligent  means  in  treatment  of  the 
patient. 

Naturally  considerable  reaction  would  be 
expected  from  injection  of  air  into  the 
subarachnoid  space  surrounding  the  brain, 
but  under  proper  precautions  this  is  not 
alarming.  The  reaction  varies,  but  by  the 
use  of  opiates,  chloral,  larges  doses  of 
luminal,  intravenous  injection  of  sodium 
amytal,  or  even  general  anaesthesia,  the 
immediate  and  later  discomfort  from  ence- 
phalography can  be  controlled  if  necessary. 
Occasionally  slight  shock  occurs  but  fur- 
er  complications  arise  only  in  exceptionally 
rare  cases.  In  reviewing  the  literature  Fay 
found  twenty  deaths  to  be  attributed  to  the 
employment  of  encephalography  among 
fifteen  hundred  and  twenty-nine  patients, 
but  fourteen  of  them  included  tumor  of 
the  brain.  Lumbar  encephalography  should 
be  performed  with  a two  way  stop  cock  and 
needle  or  with  two  special  small  needles 
having  double  inlets,  one  needle  for  the 
fluid  and  one  for  connection  to  the  spinal 
manometer,  and  the  patient  should  be  in 
the  unright  position  at  all  times  after  the 
fluid  begins  to  escape  until  the  roentgeno- 
grams have  been  made.  Suboccipital  ap- 
proach is  equally  as  safe  for  this  procedure 
as  the  lumbar  method  and  does  not  require 
complete  drainage  of  the  cerebral-spinal 
fluid,  but  this  method  is  not  yet  in  general 
use. 
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THERAPEUTIC  VALVE. 

Although  these  tests  were  originally  em- 
ployed as  an  aid  in  diagnosis  yet  they  have 
proved  to  be  of  considerable  value  in  treat- 
ment. It  has  been  observed  by  the  writer 
and  by  other  investigators  that  certain  pa- 
tients recover  from  headache  and  similar 
complaints  following  the  injection  of  air 
into  the  subarachnoid  space.  This  is  more 
likely  to  occur  where  the  meninges  have 
been  involved  by  injury  or  inflammatory 
reaction..  Sufficient  success  has  been  re- 
ported in  regard  to  this  form  of  treatment 
in  traumatic  headache,  and  in  a limited 
group  of  other  types  of  headache,  that  the 
method  is  worthy  of  trial  in  intractable 
cases  after  a reasonable  time  has  elapsed 
following  the  onset  of  the  disturbance.  Pos- 
sibly better  results  could  be  obtained  in 
these  patients  if  the  air  were  injected  un- 
der somewhat  higher  pressure  than  is  em- 
ployed for  diagnosis.  Distention  of  the 
membranes  and  the  acute  irritation  follow- 
ing the  injection  of  air  are  sufficient 
reasons  to  explain  the  favorable  results 
that  occur.  At  least  they  are  more  logical 
than  the  contentions  for  the  employment  of 
numerous  popular  therapeutic  agents  that 
are  in  use. 

CASE  REPORTS. 

I wish  to  present  the  following  cases  to  illus- 
trate the  advantages  of  ventriculography  and 
encephalography  (see  Figures  1 to  20.) 

Fig.  1.  A man,  aged  24  years,  had  convul- 
sions for  two  years.  He  lost  much  weight  and 
was  an  invalid  in  bed.  Ventriculography  revealed 
normal  findings.  Large  doses  of  iodides  and 
arsenic  by  mouth  resulted  in  complete  relief  which 
has  continued  for  four  years. 

Fig.  2,  A man,  aged  26  years,  had  had  head- 
ache and  mental  difficulty  for  two  years.  He  was 
classed  as  a “tumor  suspect.”  Encephalography 
revealed  normal  ventricles.  He  committed  suicide 
six  months  later. 

Fig.  3,  A woman,  aged  38  years,  had  headache 
and  choked  disks,  unsteadiness  of  gait,  nystagmus, 
ataxia,  adiadokinesis,  astereognosis,  and  a right 
Babinski.  Diagnosis  was  uncertain  as  to  frontal 
or  cerebellar  tumor.  Ventriculography  revealed 
a frontal  lesion.  (Cushings  case). 

Fig.  4,  A man,  aged  32  years,  had  choked 
disks  and  headache.  Ventriculography  revealed  a 


frontal  lobe  lesion.  Operation  verified  the  find- 
ings. Recovery. 

Fig.  5.  A man,  aged  28  years,  had  headache, 
choked  disks  and  convulsions.  V entriculography 
revealed  a lesion  in  the  frontal  region  which  ex- 
tended out  into  the  left  lateral  ventricle.  Later 
operation  and  autopsy  verified  the  finding,  a tumor 
of  the  septum  lucidum. 

Fig.  6.  A man,  aged  40  years,  had  right  side 
purulent  otitis  media  and  right  side  sinus  infec- 
tion and  had  been  quite  ill  for  four  months.  He 
was  in  coma  when  brought  to  the  hospital.  Ven- 
triculography revealed  indication  of  a lesion  in 
the  right  frontal  lobe  which  at  operation  proved 
to  be  an  abscess. 

Fig.  7.  A girl,  aged  16  years,  had  choked 
disks  and  poor  vision.  Ventriculography  revealed 
indication  of  a lesion  at  the  junction  of  the 
temporo-frontal  lobes.  No  aphasia,  no  headache. 
Glioma  found  at  operation.  Radium  and  roent- 
gen-ray used.  Recovery,  and  she  was  well  four 
years  later. 

Fig.  8.  A man,  aged  40  years,  had  headache 
and  mental  disturbance  for  six  months.  Ventri- 
culography revealed  indication  of  a lesion  of  the 
temporal  lobe  which  was  verified  by  operation  and 
it  proved  to  be  a metastatic  tumor. 

Fig.  9.  A man  had  headaches  for  two  months. 
He  had  no  past  pointing  with  the  right  hand  to 
the  right  when  turned  to  the  right  or  when  the 
right  ear  was  irrigated  with  cold  water.  Ven- 
triculography revealed  moderate  symmetrical  en- 
largement of  each  lateral  ventricle,  and  a small 
tumor  was  found  on  the  upper  surface  of  the 
right  cerebellar  lobe,  by  operation. 

Fig.  10.  A man,  aged  35  years,  had  choked 
disks  and  astereognosis  of  the  right  hand  and  com- 
plained of  pain  in  the  left  parietal  region.  Ex- 
ploration was  made  at  the  painful  area  but  there 
was  no  evidence  of  a tumor.  Ventriculography 
revealed  a moderate  amount  of  symmetrical  hy- 
drocephalus and  the  third  ventricle  was  filled  with 
air.  Cerebellar  operation  revealed  a tuberculoma 
on  the  right  side  extending  down  into  the  foramen 
mangum.  Primary  lung. 

Fig.  11.  A woman,  aged  40  years,  had  head- 
ache and  choked  disks.  Ventriculography  on  each 
side  revealed  that  the  passage  between  the  ven- 
tricles was  blocked  by  a tumor  of  the  foramen  of 
Monroe.  (Metastatic  carcinoma,  from  the  breast). 

Fig.  12.  A girl,  aged  12  years,  had  frequency 
of  urination  for  several  months,  followed  by  head- 
ache and  choked  disks.  Ventriculography  re- 
vealed blocking  of  the  third  ventricle,  evidently 
a tumor,  with  symmetrical  enlargement  of  the 
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Fig.  5 
Tumor,  Sept 


Fig.  6 
Abscess,  Fr. 


Fig.  7 
Tumor, 
Temp.—Fr, 


Fig.  8 

Tumor 

Temp. 


Fig.  9 
Cerebell. 
Tumor 


Fig. 10  Fig. 11 

Cerebell.  Tumor  Foram. 
Tumor  Monroe. 


Fig. 12 
Tumor 
3rd  Vent. 


Back  and  Front  Tumor  Lat. 

Ventricle 


Fig. 19 
Absorption 
Brain,  L. 


Fig. 16 
Abscess 


Primary 

Hydroceph. 


Some  abnormalities  revealed  by  the  air  tests 
in  the  absence  of  clinical  localization. 


See  Text  for  History 


Ventricles  Black. 
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lateral  ventricles.  Autopsy  verified  the  findings. 

Figs.  13  and  14.  A man  had  headache  and  con- 
vulsions and  left  side  motor  disturbances  but  there 
was  no  evidence  as  to  whether  the  lesion  was 
anterior  or  posterior  to  the  fissure  of  Rolando. 
Ventriculography  revealed  evidence  that  a tumor 
was  at  the  base  and  back  of  the  motor  area. 
Death  in  six  months. 

Fig.  15.  See  Fig.  5. 

Fig.  16.  A boy,  aged  12  years,  had  infection 
of  both  frontal  sinuses.  Operation.  Later  he  had 
osteomyelitis  of  the  frontal  bone  with  removal 
of  the  superior  longitudinal  sinus.  He  developed 
severe  headache  and  choked  disks  and  was  stupei- 
ous  when  he  entered  the  hospital.  V entriculogra- 
phy  revealed  evidence  of  a right  frontal  lobe 
tumor  which  was  verified  by  operation.  Recovery. 

Figs.  17  to  18.  A boy,  aged  16  years,  had  had 
convulsions  about  once  a month  for  a period  of 
three  years.  Ventriculography  revealed  normal 
ventricle  but  the  sulci  were  outstanding  all  over 
the  surface  of  the  brain  and  there  were  pools 
of  air  near  the  midline.  Diagnosis,  atrophy  of 
the  brain.  Mental  disturbances  and  headache 
often  reveal  a similar  picture. 

Fig.  19.  A boy,  aged  12  years,  had  had  con- 
vulsions for  several  years.  There  was  a history 
of  some  brain  disturbance  at  two  years  of  age. 
Ventriculography  revealed  that  the  left  ventricle 
was  greatly  enlarged  but  the  right  ventricle  was 
normal.  Diagnosis,  absorption  of  the  brain  on 
left  side. 

Fig.  20.  A child,  aged  four  years,  suffered 
from  spasticity  of  the  limbs  and  had  convulsions. 
Encephalography  revealed  all  ventricles  to  be 
markedly  enlarged  and  all  communicating.  Pri- 
mary hydrocephalus:  impaired  absorption  of  the 
cerebrospinal  fluid. 

SUMMARY. 

In  the  process  of  evolution  changes  have 
occurred  in  the  brain  whereby  purely  neu- 
rologic findings  are  not  always  sufficient  to 
detect  certain  lesions  from  a surgical  stand- 
point, consequently  additional  methods  of 
examination  have  been  devised  among 
which  ventriculography  and  encephalogra- 
phy are  outstanding  and  indispensable. 


The  character  of  the  disturbance  for 
which  they  are  useful  in  examination  is 
discussed,  and  considerable  therapeutic 
value  is  attributed  to  their  employment. 
Eighteen  cases  are  reported  and  20  ence- 
phalograms are  included. 

DISCUSSION. 

Dr.  Roy  Carl  Young  (Shreveport,  La.) : I have 

enjoyed  Dr.  Carpenters’  paper  very  much. 

Dr.  Carpenter  brought  out  the  very  important 
fact  that  an  early  diagnosis  of  brain  tumors,  brain 
abscesses,  and  many  intracranial  conditions  can 
very  often  be  made  in  the  early  stages  and  surgi- 
cal interference  can  be  brought  into  use  and 
very  good  results  obtained. 

Probably  in  no  branch  of  medicine  or  surgery 
has  greater  progress  been  made  than  in  neuro- 
surgery during  the  last  ten  years.  By  the  proper 
methods  of  diagnosis,  localization,  such  as  Dr.  Car- 
penter has  shown  here,  the  mortality  rate  in  these 
cases  has  been  cut  down  as  high  as  twenty  per 
cent.  That  is  something  to  think  about  when 
ten  or  twelve  years  ago  the  mortality  rate  was 
practically  ninety-eight  to  one  hundred  per  cent, 
except  in  some  of  the  dural  tumors. 

I think  we  are  very  fortunate  to  have  Dr.  Car- 
penter here,  and  I want  to  thank  him  for  the  very 
excellent  paper  he  presented. 

Dr.  J.  Dalton  Young  (Shreveport,  La.):  Ven- 

trilography  and  encephalography  both  have  defi- 
nite indications.  Encephalography  should  never 
be  used  in  infratentorial  tumors  but  only  in 
supratentorial  tumors.  Ventrilography  should  be 
used  especially  in  infratentorial  tunioTS  and  also 
in  supratentorial  tumors. 

I first  began  to  do  ventrilography  and  encepha- 
lography in  1923  and  since  then  have  done  a few 
dozen. 

The  normal  flow  of  spinal  fluid  Is  from  lateral 
ventricles  through  the  foramen  of  Munroe  into  the 
third  ventricle,  then  through  the  cerebral  aque- 
duct into  the  fourth  ventricle,  then  through  the 
foramen  of  Magendie  and  foramen  of  Luschka 
into  the  cisterna  magna,  then  around  the  pons 
into  the  cisterna  pontis  to  the  cisterna  chiasmat- 
ica,  then  through  the  three  or  four  rivulets  or 
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sulci  to  the  frontal  area  and  to  and  through  the 
lateral  cerebral  sulcus. 

In  atrophy  of  the  brain,  the  fluid  and  air  flows 
through  many  new  channels  to  the  vortex.  Tumors 
above,  below  or  to  either  side  of  the  ventricles 
shove  or  displace  the  air  shadow  up  or  down  or  to 
either  side. 

The  normal  anteroposterior  air  ventricle  pic- 
ture is  of  butterfly  formation  and  this  becomes 
changed  in  tumors,  enlarged,  pushed  aside  or 
changed  in  other  ways. 

Ventrilography  and  encephalography  are  to  the 
neurologist  and  brain  surgeon  what  cholecystog- 
raphy is  to  the  gastro-enterologist.  The  proper 
interpretation  of  the  picture  depends  on  a knowl- 
edge of  the  normal  and  abnormal. 

Dr.  E.  R.  Carpenter  (closing) : In  connection 

with  Dr.  Young’s  discussion  I wish  to  state;  three 
thing  chiefly  are  required  to  make  surgery  of 
the  brain  a successful  specialty;  neurology,  roent- 
genology, and  brain  surgeons  who  are  parexcel- 
lence  diagnosticians.  General  surgeons  cannot  do 
this  work  now. 

I use  a small  needle  of  my  own  design  in  the 
ventricular  test  and  make  a puncture  in  the 
dura,  thus  I avoid  extensive  trauma.  Some  sur- 
geons use  needles  that  remind  me  of  a crowbar 
and  perform  large  trephiens.  The  lumbar  punc- 
ture method  requires  a spinal  manometer  and  it 
is  best  to  use  needles  with  two  openings  in  the 
inlet  to  prevent  blocking  by  the  nerve  fibers. 

It  is  encouraging  to  see  that  the  eye  and  ear 
physicians  take  more  interest  in  brain  work  than 
formerly  as  they  examine  these  patients  at  an 
early  stage  in  the  disturbances  and  can  do  much 
to  make  the  work  more  successful  by  demanding 
that  the  complaints  be  traced  to  the  actual  cause, 
which  is  possible  in  most  cases  at  an  early  stage. 
Recent  advances  in  tumor  work,  such  as  imme- 
diate supravital  preparations,  tissue  culture,  and 
electrosurgery,  are  very  important,  but  the  best 
results  will  be  obtained  when  the  surgeon  gets 
these  patients  at  the  time  they  first  seek  relief  at 
the  hands  of  the  general  physician  and  the  opthal- 
mologist.  By  proper  examination,  as  indicated 
in  the  schema  which  I discussed,  but  few  surgical 
lesions  of  the  brain  will  escape  correct  diagnosis  in 
the  hands  of  experienced  investigators. 


A PLEA  FOR  BETTER  COOPERATION 
BETWEEN  SURGEONS  AND 
PATHOLOGISTS.* 

WILLIS  P.  BUTLER,  M.  D„ 
Shreveport,  La. 

During  the  last  several  years,  more  time 
has  been  devoted  to  the  study  of  tumors 
from  a microscopical  than  from  a clinical 
standpoint,  with  the  result  that  much  has 
been  found  out  about  the  histological 
structure  with  less  attention  paid  to  the 
clinical  appearance  and  disposition..  Diag- 
nosis gradually  passed  from  the  surgeon 
and  clinician  to  the  pathologist  with  the 
erroneous  supposition  that  the  final  word 
on  diagnosis  and  prognosis  must  lie  in  the 
microscopical  findings.  This  should  only 
partly  be  true.  There  should  be  a close 
cooperation  between  the  surgeon  or  clini- 
cian and  the  pathologist.  The  microscope 
only  determines  the  finer  structure  of 
tumors  and  offers  a classification.  If  the 
tumor  falls  into  a well  known  group  the 
prognosis  common  to  that  group  can  be 
made  with  a reasonable  degree  of  accu- 
racy, but  if  it  happens  to  be  otherwise, 
the  pathologist  may  be  left  in  uncertainty 
as  to  the  diagnosis  and  prognosis.  It  is 
true,  however,  that  from  a certain  type  of 
structure  a certain  behavior  may  be  pre- 
dicted. The  pathologist  sees  only  the 
tumor,  the  surgeon  sees  the  patient,  and 
to  the  surgeon  only  can  be  known  what 
finally  happens;  There  should,  therefore, 
be  an  earnest  cooperation  of  the  surgeon 
and  pathologist. 

The  surgeon  should  furnish  the  path- 
ologist with  every  available  fact  concern- 
ing his  examination  and  findings  in  the 
case,  the  age,  sex,  location  and  duration 
of  the  tumor,  whether  single  or  multiple, 
the  rapidity  of  growth,  whether  it  has 
been  previously  operated  on  or  been  radi- 
ated, together  with  any  other  data  having 
bearing  on  the  case.  From  the  microscope 
alone  without  history  of  clinical  findings  in 
the  case  it  is  at  times  impossible  to  form 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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a correct  diagnosis  and  prognosis.  The  his- 
tological structures  of  two  tumors  may  be 
very  similar,  but  depending  upon  the  age, 
location,  duration,  etc.,  there  may  be  a vast 
difference  in  the  prognosis  or  even  in  the 
diagnosis.  In  the  final  analysis,  the  prog- 
nosis of  the  tumor  is  far  more  important 
to  the  surgeon  than  the  diagnosis.  The 
average  surgeon  apparently  thinks  that 
when  the  removal  of  the  tumor  has  been 
skillfully  performed  his  responsibility  is  at 
an  end.  This  is  a mistake.  The  case  should 
be  followed  to  its  conclusion. 

Much  embarrassment  and  misinformation 
is  to  be  expected  from  the  mystification 
method  of  treating  the  pathologist  adopted 
by  some  surgeon  who  send  specimens  to 
the  laboratory  intentionally  or  carelessly 
suppressing  essential  information.  In  some 
cases  it  is  impossible  for  the  pathologist  to 
tell  what  the  tissue  is  or  where  it  comes 
from.  A microscopic  examination  of  a 
tumor  is  made  for  the  purpose  of  assist- 
ing in  the  discovery  of  its  true  nature  and 
disposition.  And  to  this  end  all  of  the 
clinical  details  should  be  placed  in  the 
hands  of  the  pathologist  to  facilitate  his 
efforts  in  every  way  possible.  Not  to  do 
this  is  an  injustice  and  places  a patholo- 
gist in  such  position  that  his  opinion  may 
be  of  no  value  to  his  surgical  colleague  and 
may  result  in  injury  to  the  patient.  The 
surgeon  should  select  a pathologist  in 
whom  he  has  confidence,  both  personally 
and  professionally,  one  whom  he  knows  to 
be  honest  and  capable  and,  if  he  does 
not  feel  this  way  toward  the  pathologist, 
he  is  doing  wrong  to  send  him  his  tissues 
at  all. 

Many  times  tissues  come  in  with  no 
data  other  than  the  surgeon’s  name  and 
the  notation  that  malignancy  is  suspected, 
just  as  if  this  was  as  easy  or  certain  and 
accurate  as  the  finding  of  tubercule  bacilli 
in  sputum  or  plasmodium  of  malaria  in 
the  blood.  Under  such  conditions  it  may 
be  possible  to  give  the  information  and 
diagnosis  desired,  but  it  is  just  as  prob- 
able that  nothing  whatever  can  be  told 


about  the  case.  If  the  case  is  so  simple 
that  a mere  glance  at  a microscopical  sec- 
tion suffices  to  make  a diagnosis  in  the 
case,  then  the  diagnosis  could  probably  be 
made  as  well  grossly  or  by  the  naked  eye. 

After  all,  the  surgeon  wishes  a path- 
ological diagnosis,  either  to  confirm  or  re- 
fute his  own  diagnosis  in  order  that  a 
proper  prognosis  can  be  arrived  at.  Some 
of  our  surgeon  friends  seem  to  either  not 
realize  the  importance  of  giving  the  path- 
ologist any  information  or  to  distrust  the 
pathologist,  as  might  be  illustrated  by  the 
experience  of  one  pathologist  who,  when 
he  asked  the  surgeon  for  some  history  of 
the  case,  got  this  reply!  If  the  pathologist 
has  to  be  told  what  it  is,  it  is  clear  that 
he  does  not  know*  his  business,  so  he  need 
not  bother  further,  adding,  that  if  the 
surgeon  has  known  what  the  tissue  was 
he  would  not  have  asked  the  pathologist. 

Nearly  every  surgeon  wants  a name  for 
his  tumor.  Names  of  tumors  are  often 
makeshifts  and  only  serve  to  classify  them 
for  the  future.  Names  vary  in  different 
places  and  at  different  times.  There  is  no 
standard  nomenclature,  though  most  of  the 
names  used  are  well  understood.  If  the 
tumor  is  one  that  is  common  and  well 
understood,  it  is  well  and  good,  otherwise, 
a description  with  suggestions  as  to  its 
course  and  prognosis  is  the  best  way  at 
present.  There  can  be  no  uniformity  of 
opinion  as  to  what  a tumor  shall  be  called 
until  it  is  more  definitely  known  what  a 
tumor  is. 

It  is  a mistake  to  suppose  that  any  part 
of  a tumor  is  always  representative  of  the 
whole  tumor  and  to  be  content  with  the 
examination  of  a single  small  fragment. 
The  tumor  should  be  cut  in  many  direc- 
tions, but  it  is  best  that  this  be  done  by 
the  pathologist  and  that  he  should  receive 
the  tumor  complete.  The  older  center  and 
the  more  recent  marginal  portions  of  a 
tumor  rarely  correspond  in  structure.  The 
well  vascularized  and  rapidly  growing 
portions  are  usually  quite  unlike  the  older 
compressed  degenerated  and  necrotic  areas. 
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Roentgen-ray  and  radium  have  varying 
influence  on  various  tumors  and  now  with 
the  surgeon  and  pathologist,  another 
specialist,  namely,  the  radiologist,  should 
cooperate  in  the  scientific  study  of  tumors, 
their  diagnosis,  prognosis  and  treatment. 

In  conclusion  let  me  appeal  for  a closer 
cooperation  between  surgeons  and  path- 
ologists. 

DISCUSSION. 

Dr.  F.  M.  Johns  (New  Orleans,  La.):  Dr.  But- 

ler’s beautiful  presentation  consists  of  two  parts, 
apparently:  first,  a brief  presentation  of  essential 
facts,  stripped  of  all  flowers,  in  which  he  proves 
his  point  beyond  a shadow  of  a doubt;  and  then 
a series  of  lantern  slides  which  tends  to  contradict 
the  paper  by  showing  that  the  microscope  does 
make  the  diagnosis  in  many  of  instances!  I hope 
Dr.  Butler  will  pardon  my  levity. 

Dr.  Butler  definitely  does  show  that  there  is  a 
growing  tendency  to  relegate  the  laboratory  pro- 
cedures to  disinterested  groups  of  individuals  who 
are  supposed  to  automatically  examine  any  surgi- 
cal removal  sent  in,  and  when  the  surgeon  arrives 
the  next  day  he  finds  the  report  pinned  to  the 
sheet,  the  idea  being  that  the  whole  organization 
should  work  like  the  vaunted  claims  of  “Cascara.” 
Clinical  diagnosis,  and  surgical  diagnosis  in  par- 
ticular, can  never  be  accomplished  in  that  way. 
The  problems  are  so  deep  and  so  far  reaching 
that  it  is  only  by  the  combined  effort  on  the  part 
of  the  family,  the  head  nurse,  the  intern,  the 
pathologist,  the  surgeon  and  the  whole  staff  that 
a diagnosis  can  often  be  made. 

I have,  by  preference,  not  affiliated  with  hos- 
pital practice  so  that  I probably  see  the  worst 
feature  of  surgical  pathology  in  that  my  entire 
work  is  a sort  of  mail  order  business.  When  I 
find  a piece  of  meat  crammed  in  a bottle  with 
two  drops  of  formaldehyde,  it  takes  me  two  or 
three  hours  to  determine  what  part  of  the  anat- 
omy the  meat  comes  from.  The  pathologic  diag- 
nosis is  as  much  of  a guess  as  the  part  of  the  anat- 
omy the  tissue  comes  from.  In  some  instances,  I 
have  seen  scraps  retrieved  from  the  operating 
floor  and  sent  in  to  the  laboratory  for  diagnosis. 

I think  the  lesson  we  should  learn  from  this  is 
that  the  head  surgeon  himself,  or  whoever  the 
doctor  is  who  is  responsible  for  the  patient  and 
who  is  responsible  for  the  pre-operative  diagnosis 
and  who  is  responsible  to  the  American  College  of 
Surgeons  for  the  final  analysis  of  cases,  should 
at  least  consider  it  worth  while  to  dictate  the 
case  report  to  accompany  the  tissue  to  the  labora- 
tory. That,  of  course,  is  the  very  least  he  should 


do.  The  pathologist,  I am  sure,  will  make  free  to 
go  deeper  into  such  a case  than  he  would  if  a 
simple  routine  card  is  made  out  by  the  nurse 
giving  a suspected  diagnosis  which  she  “over- 
heard” the  surgeon  repeat  to  his  assistants. 

A PLEA  FOR  THE  CO-OPERATION  OF 

THE  ORLEANS  PARISH  MEDICAL 
SOCIETY  WITH  THE  NEW 
ORLEANS  HEALTH 
DEPARTMENT.* 

W.  H.  ROBIN,  M.  D., 

New  Orleans. 

In  appearing  tonight  before  this  gather- 
ing of  my  colleagues,  I am  here  on  behalf 
of  the  New  Orleans  Health  Department  to 
appeal  for  better  co-operation  from  the 
members  of  the  Orleans  Parish  Medical 
Society  in  connection  with  the  handling  and 
control  of  communicable  diseases. 

In  former  years,  it  was  the  custom  to 
automatically  file  an  affidavit  in  the  local 
courts  against  all  physicians  found  to  be 
treating  an  unreported  case  of  any  of  the 
reportable  diseases.  Many  doctors  were 
fined  for  failing  to  report  cases  of  tuber- 
culosis, typhoid  and  other  minor  communi- 
cable diseases.  I have  personally  discon- 
tinued such  measures  during  my  tenure  of 
office  and  have  attempted  to  have  the  Health 
Department  rely  upon  the  ethical  conduct 
of  you  doctors,  but  I am  grieved  to  say  that 
our  confidence  has  been  seriously  betrayed 
by  quite  a few  members  of  this  society. 

Some  physicians  are  regularly  inoculat- 
ing patients  with  twenty-thousand  units  of 
diphtheria  antitoxin,  without  even  report- 
ing the  case  as  suspicious  of  diphtheria. 

Please  understand  me  clearly,  doctors, 
the  law  does  not  require  you  to  report  any 
positive  cases.  A positive  diagnosis  is  not 
mentioned  in  any  of  the  ordinances.  But, 
all  of  the  laws  and  ordinances  do  make  it 
mandatory  that  physicians  must  report  all 
cases  “presenting  symptoms  suspicious  of 
any  of  the  reportable  diseases.” 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, March  23,  1931. 
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Whenever  a physician  inoculates  a 
patient  with  twenty -thousand  units  of  anti- 
diphtheria serum,  he  certainly  suspects  the 
presence  of  diphtheria  bacilli,  or  he  would 
never  resort  to  such  serum  therapy.  Other 
physicians  avoid  the  necessity  of  reporting 
diphtheria  cases  by  hiding  behind  a nega- 
tive diagnostic  culture.  Such  cultures  were 
never  originated  for  that  purpose.  A cul- 
ture is  supposed  to  be  an  aid  in  corrobor- 
ating a clinical  diagnosis,  and  the  fact  that 
a physician  gets  a negative  report  on  a 
diagnostic  culture  does  not  relieve  him  of 
the  responsibility  of  making  a clinical  re- 
port. Any  one  can  get  a negative  culture 
if  such  a report  is  desired  by  the  medical 
attendant.  We  all  know  that  it’s  a great 
deal  easier  to  get  a negative  than  it  is  to 
get  a positive,  even  with  conscientious 
technic. 

In  this  respect  some  New  Orleans  phy- 
sicians have  been  so  unfair  with  the  Health 
Department  that  we  are  seriously  thinking 
of  having  an  ordinance  passed  that  will  re- 
quire every  druggist  to  report  his  antitoxin 
sales  to  our  office  within  twenty-four  hours 
from  the  occurrence  of  the  transaction. 

Scarlatina  also  has  its  difficulties.  Many 
convalescent  cases  are  found  and  the 
mothers  inform  our  employees  that  the  doc- 
tor said  the  case  was  so  mild  he  would  do 
her  a favor  and  not  report  it,  and  that  if 
the  Health  Department  should  accidentally 
discover  the  case,  the  mother  is  to  claim 
that  she  had  no  physician  and  that  she 
treated  the  case  with  home  remedies.  This 
may  help  some  physicians  to  retain  their 
practice,  but  it  places  an  unfair  burden  up- 
on the  Health  Department  and  the  com- 
munity. 

Some  physicians  report  cases  of  scarla- 
tina and  in  a few  hours  realize  that  their 
report  has  been  somewhat  premature.  They 
then  want  us  to  immediately  abolish  all 
health  regulations  but  are  unwilling  to  give 
us  any  written  excuse  for  so  abruptly  ter- 
minating the  quarantine. 


The  attitude  of  our  Board  in  connection 
with  the  scarlatina  question  is  probably 
unknown  to  the  majority  of  the  profession. 
About  two  years  ago,  we  circularized  every 
large  city  in  the  United  States  asking  for 
their  regulations  on  scarlatina.  We  also 
consulted  the  Washington  files  of  the  United 
States  Public  Health  Service.  This  inves- 
tigation proved  that  we  were  more  lenient 
in  our  regulations  than  the  majority  and 
exceeded  none  in  severity.  While  we  be- 
lieve that  desquamation  plays  no  part  in 
the  transmission  of  the  disease,  we  do  hold 
such  cases  out  of  school  until  desquamation 
has  terminated  on  the  hands.  This  is  done 
purely  for  psychological  purposes  in  order 
to  avoid  fear  on  the  part  of  teachers  and 
other  pupils  who  might  become  apprehen- 
sive if  they  witnessed  such  exfoliation. 

If  a child  is  excluded  from  school  because 
of  post-scarlatinial  desquamation  on  his 
hands,  we  keep  him  out  of  school  until  the 
hands  are  clean,  but  we  do  not  placard  his 
home  or  place  any  unnecessary  hardships 
upon  the  family. 

After  an  absence  of  several  years,  New 
Orleans  is  now  visited  by  an  outbreak  of 
smallpox  that  has  been  exceedingly  difficult 
to  combat  because  of  the  attitude  of  our 
local  physicians.  Many  of  our  physicians 
have  been  treating  these  cases  for  varicella. 
We  do  not  know  whether  the  diagnosis  of 
varicella  is  a sincere  one,  or  one  that  is 
conveniently  made  in  order  to  avoid  a diag- 
nosis of  variola. 

I wish  to  stress  the  fact  that  the  report- 
ing of  varicella  is  every  bit  as  mandatory 
as  the  reporting  of  smallpox.  We  have  suf- 
ficient evidence  of  these  cases  to  make  affi- 
davits against  many  of  our  leading  physici- 
ans who  utterly  neglect  to  report  their  cases 
of  chickenpox  and  it  is  this  accumulation 
of  violations  that  prompted  me  to  appear 
here  tonight  to  ask  your  co-operation.  Any 
Health  Officer  be  he  state,  federal,  county, 
or  municipal,  would  far  rather  have  the 
co-operation  of  their  respective  medical 
societies  than  the  money  obtained  through 
fines. 
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There  have  been  two  absolutely  distinct 
strains  of  smallpox  here  this  winter.  One 
is  of  the  discrete  type  and  has  been  often 
confused  with  varicella.  The  other  has 
been  of  the  confluent  type. 

Quite  a few  of  these  cases  that  came  to 
our  attention  several  weeks  after  having 
been  treated  for  chickenpox  gave  a history 
of  severe  prodromes,  with  temperature  of 
104°  to  106,°  accompanied  by  marked 
delirium.  Some  of  these  cases  presented 
severe  eye  involvements  during  convales- 
cence. 

Section  26,  of  Ordinance  6022  A.  S.,  gives 
the  Health  Officer  the  authority  to  remove 
every  case  of  smallpox  to  a smallpox  hos- 
pital for  the  protection  of  the  community. 
This  section  does  not  differentiate  between 
private  dwellings  and  tenement  houses.  We 
have  moved  every  case  to  our  hospital  dur- 
ing the  past  six  years  and  expect  to  con- 
tinue to  do  so,  even  if  we  have  to  go  to  court 
to  effect  the  removal. 

A case  of  smallpox  means  one  individual. 
Laws  are  designed  to  protect  the  masses. 
Whenever  we  move  a case  of  smallpox  to 
our  hospital  we  are  placing  a potential  men- 
ace in  absolute  quarantine  in  order  to  pro- 
tect the  other  460,000  members  of  our  com- 
munity. Every  court  and  every  law  in  the 
country  is  predicated  on  the  fact  that  the 
majority  rules  and  it  is  upon  this  fact  that 
we  insist  upon  moving  all  cases. 

We  have  encountered  rather  rigid  oppo- 
sition in  several  instances,  but  have  moved 
such  cases  by  force,  with  the  advice  that 
the  families  were  free  to  institute  the  neces- 
sary litigation  to  sue  the  Board  for  dam- 
ages. I am  happy  to  say  that  each  indi- 
vidual that  was  moved  by  force,  has  proven, 
after  his  release  from  the  hospital,  to  be  our 
best  booster.  These  patients  to  whom  I 
refer  are  prominent  business  men  of  our 
city  and  we  are  proud  of  their  endorse- 
ments. 

The  last  matter  that  I wish  to  stress  is 
the  one  that  is  really  most  obnoxious  to 


me.  It  is  the  matter  of  the  so-called  health 
certificates  required  for  persons  engaged  in 
food-handling  occupations. 

Contrary  to  the  general  belief,  that  is  not 
a city  law,  and  we  are  not  responsible  for  it. 
We  consider  it  a most  inefficient  piece  of 
present-day  health  legislation.  This  taw  is 
the  result  of  a State  Act — was  made  by  the 
State  Board  of  Health  and  is  being  per- 
petuated by  them.  The  State  Board  re- 
quires us  to  enforce  this  law.  Any  indivi- 
dual can  obtain  an  honest  certificate  of 
health  today.  He  can  contract  any  venereal 
or  other  communicable  disease  tomorrow 
and  is  permitted,  in  many  cases,  to  evade 
detection  because  his  health  certificate  is 
good  for  one  year. 

One  of  our  leading  and  highly  reputable 
physicians,  about  two  years  ago,  gave  a 
white  man  a health  certificate  in  order  to 
permit  the  individual  to  obtain  a marriage 
license.  Thirty  days  after  the  wedding,  the 
man  was  removed  to  the  Carville  leper 
home  with  a case  of  leprosy  of  two  years 
duration.  Can  you  blame  us  for  question- 
ing such  certificates? 

These  certificates  for  food-handlers  are 
causing  some  of  the  members  of  this  society 
to  pi’ostitute  our  profession.  They  are  cut- 
ting prices,  knocking  each  other  and  resort- 
ing to  every  unethical  tactic  to  get  this  type 
of  business  from  food  establishments,  pig- 
stands,  etc.  They  are  even  issuing  such 
certificates  for  fifty  cents.  Imagine  a doc- 
tor making  a health  examination  for  fifty 
cents.  We  recently  received  a complaint 
from  the  State  Health  Officer,  stating  that 
a young  physician  was  soliciting  this  type 
of  business  with  the  aid  of  a peddler.  The 
peddler  visits  food  establishments;  solicits 
the  business,  and  brings  the  certificates  to 
the  physician  who  signs  them  without  hav- 
ing ever  visited  the  establishment  or  having 
seen  the  individual.  The  individual  then 
pays  the  peddler  fifty  cents ; he  keeps  twen- 
ty-five cents  and  gives  the  physician  twen- 
ty-five cents  for  signing  the  document.  We 
have  assigned  some  of  our  male  and  female 
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operatives  to  keep  this  man’s  work  under 
surveillance.  We  feel  that  these  cases 
should  be  handled  by  the  Orleans  Parish 
Medical  Society,  through  a committee  on 
ethics,  rather  than  to  be  tried  in  the  Crim- 
inal District  Courts,  which  would  result  in 
an  unfavorable  reflection  upon  our  profes- 
sion. 

The  various  consular  representatives  of 
the  Latin-American  countries  require  not 
only  a certificate  of  vaccination  but  the 
patient  must  present  physical  evidence  of 
a recent  scarification  and  the  certifidate 


must  be  signed  by  the  Health  Department. 
Certificates  signed  by  private  practitioner 
are  not  accepted  for  passports.  This  regu- 
lation was  made  by  the  consular  service 
and  not  by  our  department. 

I have  brought  this  matter  to  the  society 
not  to  appear  arbitrary,  but  to  call  the 
attention  of  the  majority  of  the  members 
of  this  organization  who  have  always  lent 
their  co-operation,  in  order  that  they  may 
know  that  there  are  some  members  who  do 
not  take  the  same  interest,  towards  the 
obligation  they  owe  to  the  profession  and 
the  public,  as  they  do. 


CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


ACUTE  OSTEOMYELITIS.* 

A.  G.  PAYNE,  M.  D., 

Greenville,  Miss. 

There  are  only  two  prime  factors  to  con- 
sider in  the  subject  of  osteomyelitis,  and 
this  subject  is  just  as  important  as  another 
frequent  condition  that  medical  men  and 
surgeons  are  both  called  on  to  treat,  namely, 
appendicitis.  The  two  conditions  depend 
upon  exactly  the  same  basic  principles  if 
we  expect  gratifying  results:  early  diag- 
nosis and  prompt  surgical  intervention 
must  prevail. 

There  is  a vast  difference,  however,  in 
the  mode  of  approach  of  the  two  conditions 
by  medical  men  generally,  for  in  the  case  of 
pain  in  the  right  side,  lower  quadrant,  of 
the  abdomen,  we  are  always,  and,  some- 
time too  prone,  to  think  of  the  appendix  as 
the  causative  factor,  even  the  patient  and 
family  many  times  suggesting  or  making 
the  diagnosis  for  us  before  the  medical  man 
even  sees  the  patient.  But  acute  osteomye- 
litis is  diagnosed  promptly,  so  infrequently 
that  we  fail  to  hope  for,  much  less  get  the 
gratifying  results  that  we  do  in  acute 
appendicitis,  operated  early.  The  general 
practitioner  is  blamed  unjustly  for  many 
things,  but  the  tragedies  of  acute  osteomye- 

*Read before  the  Staff  Meeting  of  the  King’s 
Daughter’s  Hospital,  Greenville,  Miss. 


litis  only  too  often  lie  at  his  door.  He  sees 
the  patient  first,  he  makes  the  diagnosis. 
In  a regretably  large  number  of  cases  he 
makes  it  incorrectly  and  he  makes  the  mis- 
take of  temporizing  with  medicine  and  local 
applications  until  the  time  is  passed  for  the 
gratifying  results  that  might  have  been 
attained  by  early  surgical  intervention,  and 
many  times  causes  the  loss  of  limb  or  life. 

Acute  osteomyelitis  is  not  hard  to  diag- 
nose if  we  but  remember  thg  cardinal  signs 
and  symptoms  of  the  disease  and  not  con- 
fuse it  with  acute  articular  rheumatism 
and  arthritis.  We  must  remember  that  the 
disease  is  not  nor  is  the  pain  in  the  joint, 
but  just  above  or  below  it  and  that  there 
is  no  swelling  in  the  joint  as  we  find  in 
acute  infectious  arthritis. 

Acute  osteomyelitis  occurs  most  fre- 
quently in  young  children,  the  infection 
gaining  entrance  through  wounds  on  the 
legs  and  feet,  and  also  from  the  greatest 
source  of  infection  of  the  body : those 
structures  above  the  clavicle,  and  also  in  no 
inconsiderable  number  the  infection  follows 
closely  on  trauma.  The  first  symptom 
of  acute  osteomyelitis  is  persistent  localized 
pain,  fellowed  by  a chill  and  the  tempera- 
ture rising  as  high  as  104°,  with  the  usual 
manifestations  of  toxemia  and  a definite 
leukocytosis.  At  this  time  an  roentgen-ray 
examination  will  not  reveal  a bone  lesion 
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but  if  we  wait  until  the  roentgen-ray  does 
show  a bone  lesion  we  have  waited  too  long 
to  give  the  relief  that  we  might  have  got- 
ten had  proper  treatment  been  instituted 
earlier,  as  by  this  time  bone  destruction 
will  have  become  too  bad  to  get  the  benefi- 
cial results,  if  properly  treated  earlier. 

If  we  will  but  bear  in  mind  when  con- 
fronted with  bone  and  joint  lesions  that 
acute  osteomyelitis  is  always  a single 
affair  and  that  acute  articular  rheumatism 
and  acute  infectious  arthritis  are  practically 
always  multiple  affairs,  involving  several 
joints,  we  will  make  fewer  mistakes  in 
diagnosis  and  render  our  patients  that 
service  they  desire  and  should  have. 

In  the  correct  and  proper  diagnosis  of 
any  disease  lies  the  success  of  its  treat- 
ment; and  just  as  in  the  case  of  an  acute 
fulminating  appendicitis,  as  Osier  taught, 
there  is  no  medical  treatment,  when  con- 
fronted with  a case  of  acute  osteomyelitis, 
there  is  also  no  medical  treatment,  and  the 
case  should  have  surgical  relief  immediately 
if  we  expect  to  relieve  pain  and  prevent 
destructive  bone  changes,  septicemia  or 
death. 

There  is  a difference  of  opinion  among 
surgeons  as  to  the  proper  course  to  pursue 
in  operating  on  these  cases,  and  I think 
that  each  individual  case  should  be  handled 
individually  as  should  all  surgical  proce- 
dures, but  acute  pyogenic  osteomyelitis 
without  a wound  does  not  begin  in  the 
epiphysis  but  in  the  medullary  canal, 
therefore,  in  my  opinion,  since  the  primary 
seat  of  the  lesion  is  in  the  medullary  canal 
there  should  be  an  incision  into  the  bone 
marrow  as  this  offers  effectual  drainage 
and  does  away  with  the  necessity  of  further 
operative  procedure.  There  is  never,  in 
my  opinion,  any  harm  caused  by  drill  holes 
in  the  bone.  The  treatment,  as  in  all  bone 
and  joint  lesions,  is,  immediately  following 
the  operation  to  put  the  bone  at  rest, 
mobilized  or  immobilized  as  seems  indi- 
cated, use  wet  dressings,  and  last  but  not 
least,  receive  the  well  earned  plaudits  of 
the  patient  and  family. 


THE  USE  OF  EPHEDRINE  SULPHATE 
IN  INFANTILE  ECZEMA. 

T.  A.  MAXWELL,  M.  D., 

New  Orleans. 

The  itching  that  occurs  in  the  infantile 
or  reflex  eczema  of  young  children  up  to 
and  through  the  age  of  three  years  is  a 
most  distressing  condition.  It  is  appar- 
ently due  to  a vicious  cycle,  instituted  by 
the  original  cause  and  kept  going  by  the 
irritation  of  the  products  of  inflammation 
which  are  scratched  by  the  patient,  causing 
added  inflammation,  when  probably  the 
original  cause  of  the  trouble  has  been  re- 
liever. In  treating  these  conditions  it  is 
true  the  cause  must  be  found  and  remedied. 
In  the  male  patient  a circumcision  often 
works  wonders.  The  diet  of  the  patient 
has  to  be  studied  and  carefully  regulated 
as  this  condition  is  so  often  the  result  of 
an  intestinal  derangement. 

Now  a few  words  can  be  said  here  in 
reference  to  the  local  treatment  which 
chieflly  affects  the  face  in  the  malar  region. 
The  lesions  are  bilateral  and  symmetrical 
and  at  times  may  cover  most  of  the  body. 

When  the  lesions  are  situated  on  the 
face,  a simple  pack  of  saturated  solution 
of  boracic  acid  will  remove  the  crusts  in  a 
very  short  time  and  change  the  picture 
from  a crusted,  sero-sanguinous  one  to  the 
erythema  which  is  the  signal  light  of  any 
inflammation.  If  the  lesions  are  on  the 
rest  of  the  body,  boracic  acid  baths  two  or 
three  times  a day  accomplish  the  same 
purpose. 

As  the  itching  continues  to  a great  ex- 
tent even  after  these  measures  I have  been 
in  the  habit  of  using  this  solution  inter- 
nally: two  to  three  minimums  of  a 3 per 
cent  solution  of  ephedrine  sulphate  every 
two  hours,  if  necessary,  and  especially  just 
before  the  child  is  put  to  sleep.  This  treat- 
ment can  be  given  again  during  the  night 
at  three  hour  intervals  if  it  awakes. 

The  use  of  ephedrine  sulphate  in  con- 
nection with  the  other  treatments  have 
given  me  gratifying  results  in  a short  time. 
It  acts,  I believe,  by  breaking  up  the  vicious 
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cycle.  As  far  as  I have  been  able  to  deter- 
mine there  have  been  no  bad  effects  from 
long  continued  use  of  the  drug.  To  cite 
one  case:  A mother  had  given  the  child 

the  same  prescription  containing  two  min- 
imums  of  ephedrine  sulphate  (three  per 
cent)  solution  three  times  a day  for  two 
years.  The  child  certainly  showed  no  ill 
effects  and  had  been  perfectly  well  from 
the  date  I had  discharged  it. 

FOREIGN  BODY  IN  ZYGOMATIC 
FOSSA. 

ARTHUR  L.  WHITMIRE,  M.  D., 

New  Orleans. 

J.  D.,  aged  42  years,  employed  by 
Lukens  Steel  Company,  on  being  brought 
into  the  hospital  stated  that  while  at  work 
operating  a punching  machine  which  made 
two-thirds  inch  holes  in  five-eighth  inch 


cold  steel  plate,  something  hit  him  in  the 
right  eye  about  the  same  time  that  he 
noticed  the  punch  had  failed  to  penetrate 
the  plate. 

When  seen  by  me  on  March  4,  1929, 
following  the  accident,  there  was  a lacera- 
tion of  the  skin  below  outer  canthus  of 
right  eye  with  slight  hemorrhage.  Exam- 
ination of  right  eye  was  as  follows : 
Tension  normal,  sluggish  pupillary  reac- 
tion to  light  with  patches  of  old  choroiditis 
below  and  to  temporal  side  of  disc.  Vision 
2/60.  A blood  Wassermann  which  was  four 
plus,  explained  the  above  symptoms,  but 
fearing  that  small  particles  of  steel  had 
possibly  penetrated  the  globe  an  X-ray  was 
ordered  and  the  tip  of  metal  two-thirds 
wide  by  three-fourths  long  lay  in  the 
zygomatic  fossa  having  fractured  the 
zygomatic  process  with  only  a slight  swell- 
ing in  the  temporal  region. 


Location  of  the  foreign  body  in  the  zygomatic  fossa  of  J.  D. 
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NEW  OFFICERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY. 

The  very  general  expressions  of  pleasure 
that  were  heard  when  announcement  was 
made,  after  the  1931  meeting  of  the  House 
of  Delegates  of  the  Louisiana  State  Med- 
ical Society,  that  Dr.  Roy  B.  Harrison  of 
New  Orleans  Was  made  President-Elect  of 
the  organization,  are  an  indication  of  the 
reception  that  this  news  will  receive 
throughout  the  State.  Dr.  Harrison  is 
well  known  to  Louisiana  physicians.  He 
is  very  generally  admired,  so  much  so  that 
this  admiration  for  him  as  a man  of  ac- 


complishment and  a charming  personality 
resulted  in  a spontaneous  expression  from 
the  members  of  the  House  of  Delegates; 
he  was  elected  unanimously  to  be  the 
leader  of  organized  medicine  in  the  State 
after  the  term  of  office  of  Dr.  S.  C.  Bar- 
row  of  Shreveport  has  been  completed. 
Dr.  Harrison  has  for  so  many  years  been 
Secretary-Treasurer  of  the  Louisiana  State 
Board  of  Medical  Examiners,  and  an  active 
antagonist  to  quacks  and  quackery,  to  ir- 
regular practitioners  and  cults  in  the  State 
of  Louisiana.  It  is  largely  through  his 
efforts  that  our  State  has  such  a magnifi- 
cent Medical  Practice  Act,  and  it  is 
through  his  endeavors  that  the  high  stand- 
ards of  medical  practice  have  been  main- 
tained in  Louisiana. 

Dr.  D.  I.  Hirsch  of  Monroe  was  elected 
First  Vice-President.  Dr.  Hirsch  is  one 
of  the  outstanding  urologists  in  the  State, 
whose  reputation  is  not  local  but  wide- 
spread. 

For  the  position  of  Second  Vice-Presi- 
dent the  House  of  Delegates  selected  Dr. 
J.  T.  Nix  of  New  Orleans.  Dr.  Nix  has 
long  had  an  enviable  fame  in  this  city;  it 
will  be  recalled  that  last  year  he  was 
awarded  a prize  of  a life  membership  in 
the  organization  for  the  best  series  of  re- 
ports presented  to  the  American  College 
of  Surgeons. 

The  honor  of  election  to  the  Third  Vice- 
President  fell  to  Dr.  C.  E.  Hamilton  of 
Lafayette,  one  of  the  most  intelligent  and 
scientific  practioners  of  medicine  in  the 
State.  Dr.  Hamilton  is  well  known  to  his 
many  confreres  as  a student  of  medicine 
and  a practitioner  beloved  by  patients 
and  respected  by  colleagues. 

For  the  Councillars,  Dr.  C.  C.  DeGravelles 
of  Morgan  City  and  Dr.  D.  C.  lies  of  Lake 
Charles,  were  re-elected.  Dr.  J.  H.  Slaugh- 
ter of  Bogalusa  and  Dr.  J.  H.  Landrum  of 
Alexandria,  were  elected  as  representatives 
of  the  Sixth  and  Eighth  Districts  re- 
spectively. Both  of  these  two  gentlemen 
have  been  active  in  organized  medicine  in 
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the  State,  and  will  he  faithful  and  dili- 
gent representatives  of  the  doctors  in  their 
districts. 

The  excellent  parlimentarian,  Dr.  J.  J. 
Ayo  of  Raceland,  was  again  made  Speaker 
of  the  House  of  Delegates,  an  honor  which 
he  has  held  for  some  years  and  which  he 
well  merits. 

The  list  of  committees  that  were  elected 
will  appear  in  the  report  of  the  House  of 
Delegates  to  the  Louisiana  State  Medical 
Society  under  the  section  devoted  to  the 
State  Medical  Society  news. 


CANCER  OF  THE  BREAST 

A recent  article,  appearing  in  English 
medical  literature,  accentuates  several 
features  for  the  treatment  of  cancer  of  the 
breast,  which  while  trite  nevertheless  are 
worthy  of  repetition.  Martindale*  says 
that  in  operable  cases  successful  results 
depends  upon  early  treatment;  that  is 
when  the  disease  is  still  in  the  breast. 
Under  these  circumstances,  first  a radical 
operation  must  be  performed,  second 
adequate  roentgen-ray  therapy  should  fol- 
low, beginning  not  later  than  three  to 
seven  weeks  after  operation;  in  the  more 
advanced  cases  radium  needles  should  be 
implanted  in  the  3rd,  4th,  5th,  and  6th 
intercostal  spaces  with  the  idea  of  de- 
stroying the  cancer  cells  lying  in  the  in- 
ternal mammary  group  of  lymphatic 
glands.  If  the  cases  are  inoperable, 
radium  and  roentgen-ray  therapy  should 
be  employed,  and  if  the  nodule  becomes 
freely  movable  it  should  be  eradicated  by 
surgical  measures.  The  author  calls  at- 
tention to  the  fact  that  American  surgeons 
and  German  surgeons  are  apparently  in 
advance  of  their  English  colleagues  in  the 
use  of  radio-therapy.  She  states  in  her 
own  cases  that  a considerable  number  of 
them  did  not  have  what  she  considered 
adequate  postoperative  radio-therapy.  She 


*Martindale,  L.,  Treatment  of  cancer  of  the 
breast,  Lancet,  January  31,  1931,  p.  229. 


reiterates  that  the  operation  must  be  ex- 
tensive and  that  because  of  the  rapid 
dessemination  of  the  cancer  cells  follow- 
ing the  incision  as  Gyne  has  shown,  the 
operation  should  be  carried  out  in  one 
stage  and  with  a fair  degree  of  rapidity. 
Martindale  has  rather  a pessimistic  out- 
look on  the  control  of  carcinoma  of  the 
breast.  She  suggests  as  a prophylactic 
measure  that  every  woman  who  is  past 
the  age  of  thirty-five  should  have  her 
mammary  glands  examined  every  six 
months  by  one  competent  to  make  such 
an  examination. 


PUBLIC  HEALTH  AND  THE  DOCTOR. 

The  taking  over  by  the  State  of  practically 
all  methods  of  control  of  the  contagious 
and  infectious  diseases  has  removed  a 
potent  source  of  worry  to  the  medical 
profession  but  has  rendered  necessary  its 
active  cooperation  and  assistance.  Un- 
fortunately at  times  this  cooperation  is 
not  given  as  freely  and  as  willingly  as  it 
should  be.  If  the  individual  physician  will 
sit  down  and  give  thought  to  the  difficul- 
ties that  those  who  have  control  of  public 
health  have  to  contend  with,  it  would  be 
almost  a surety  that  he  would  pay  punctili- 
ous attention  to  the  requirements  of  Boards 
of  Health.  One  of  the  features  that  the 
health  officers  complain  of  is  the  failure  to 
report  communicable  diseases,  and  sad  to 
say  unfortunate  tendency  of  a few  physi- 
cians to  report  cases  dishonestly.  Hap- 
pily most  of  the  mistakes  that  are  made 
are  those  of  omission,  and  are  done 
through  carelessness  or  laziness.  Dr.  W. 
H.  Robin,*  at  a recent  meeting  of  the  Or- 
leans Parish  Medical  Society,  called  atten- 
tion to  these  professional  lapses  most 
forcibly.  He  stressed  the  fact  that  small- 
pox, relatively  prevalent  in  New  Orleans 
at  the  present  time,  is  frequently  being 
reported  as  chicken-pox.  He  pointed  to 
the  fact  that  measures  to  control  this 
plaque  depend  very  largely  upon  the  health 


Robin,  W.  H.:  Current  Issue,  p.  794. 


802 


Hospital  Staff  Transactions 


officer,  and  that  unless  this  individual  can 
get  the  proper  cooperation  from  the  med- 
ical profession  measures  to  control  the 
disease  are  seriously  nullified.  So  im- 
portant was  this  communication  held  by 
the  Orleans  Parish  Medical  Society  that 
it  requested  unanimously  that  Dr.  Robin’s 
article  be  published  immediately  in  the 
New  Orleans  Medical  and  Surgical  Journal. 

All  that  Dr.  Robin  has  to  say  in  con- 
junction with  the  health  measures  in  the 
Orleans  Parish  applies  with  equal  force 


to  State,  Parish  and  Country  Health  Of- 
ficers in  Louisiana,  Mississippi  and  other 
States  as  well.  The  mere  reporting  of 
communicable  diseases  to  the  proper  au- 
thority is  a matter  at  most  of  a minute 
or  two.  The  health  authorities  are  cer- 
tainly not  asking  much  of  the  physician 
to  give  this  brief  interval  of  time,  in  his 
busy  daily  life  to  assist  in  carrying  out 
the  whole  big  scheme  of  the  control  of 
transmittable  and  directly  communicable 
diseases. 


HOSPITAL  STAFF  TRANSACTIONS 


FRENCH  HOSPITAL. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Friday,  March  27,  1931,  Dr. 
M.  J.  Lyons  presiding.  Those  present  were:  Drs. 
F.  F.  Ader,  H.  B.  Alsobrook,  J.  J.  Baron,  C.  J. 
Brown,  E.  N.  Haller,  W.  H.  Harris,  R.  L.  Gordon, 
L.  J.  Menville,  M.  J.  Lyons,  S.  C.  Lyons,  J.  F. 
Sicomo,  D.  N.  Silverman,  E.  Socola,  M.  L.  Sta- 
diem,  W.  R.  Strange,  C.  A.  Wallbillich,  and  E. 
L.  Zander. 

Dr.  Brown  read  the  report  of  discharges  and 
gave  a summary  of  the  deaths  for  the  month  of 
February.  A case  of  Parturition,  Parametritis 
and  Mesenteric  Thrombosis  was  opened  to  general 
discussion.  A craniotomy  was  performed  in  this 
qase  as  forceps  could  not  be  applied  nor  could 
a version  and  extraction  be  done  as  the  patient 
had  a deformity  of  the  pelvis  due  to  an  ankylosed 
hip. 

Dr.  S.  C.  Lyons  presented  a paper  on  “The 
Treatment  of  Varicose  Veins  and  Ulcers  with 
Special  Reference  to  the  Wright  Technic  and  the 
Use  of  Elastoplast  and  Trichoplast  Bandages.”  He 
presented  a patient  of  his  to  illustrate  the  advant- 
ages these  bandages  afford  and  the  facility  in 
applying  them.  Dr.  Lyons  then  spoke  on  the 
treatment  of  varicose  veins  by  the  use  of  scleros- 
ing solutions.  The  most  effective  solutions  are 
quinine  chloride,  urethan,  and  glucose  adminis- 
tered in  dose  of  .25  to  1.0  cc.  The  immediate 
results  are  a localized  redness  and  tenderness 
which  appears  at  the  site  of  injection  within  3 
to  6 hours  and  subsides  in  3 to  ? days,  and  a hard 
mass  wdiich  entirely  disappears  in  1 to  6 months. 

The  minor  complications  are: 

1.  Marked  edema  at  site  of  injection. 

2.  Stiffness  which  disappears  on  walking. 


3.  Ecchymosis. 

4.  Swelling  over  bony  prominences. 

5.  Itching. 

6.  Pigmentation. 

However,  these  are  trivial  when  one  considers 
that  the  patient  is  urged  to  continue  his  routine 
life  after  undergoing  this  treatment,  whereas  with 
the  old  method  all  activity  ceased  and  the  patient 
was  confined  to  bed  and  absolute  rest  for  several 
weeks. 


There  being  no  further  business  the  meeting 
adjourned. 


C.  J.  Brown,  M.  D. 


HOTEL  DIEU,  NEW  ORLEANS. 

The  regular  monthly  meeting  of  the  Visiting 
Staff  of  Hotel  Dieu  was  held  Monday,  April 
20,  1931. 

Dr.  Oswald  E.  Denney  of  the  United  States 
Leprosorium  at  Carville  was  the  guest  of  the 
evening,  and  presented  a most  interesting  lecture 
on  leprosy.  Prior  to  the  meeting  Dr.  Denney 
was  the  dinner  guest  of  the  Executive  Committee 
and  members  of  the  Staff. 

Following  Dr.  Denney’s  talk  the  subject  of 
leprosy  was  discussed  by  the  staff,  after  which 
the  routine  statistical  report  and  business  of  the 
staff  was  transacted. 


OUR  LADY  OF  THE  LAKE  SANITARIUM, 
BATON  ROUGE. 

A Clinico-Pathological  Conference  was  held  at 
Our  Lady  of  the  Lake  Sanitarium,  April  1,  1931, 
with  the  following  physicians  and  surgeons  pres- 
ent: Drs.  J.  M.  Adams,  H.  W.  A.  Lee,  Cecil  Lorio, 
J.  H.  McCaa,  H.  T.  Nicolle,  T.  C.  Paulsen,  H.  G. 


Hospital  Staff  Transactions 


803 


Riche,  C.  A.  Weiss,  Ed.  Young.  Dr.  Riche,  the 
chief  of  Staff,  presided  over  the  meeting. 

The  following  cases  were  discussed: 

1.  Diphtheria,  Dr.  Cecil  Lorio. 

2.  Epilepsy  and  Encephalitis. 

3.  Dermoids,  Dr.  H.  G.  Riche. 

4.  Tuberculosis  of  the  Testicle. 

5.  Papillary  Cysadenoma,  Dr.  T.  S.  Jones. 

The  following  is  an  abstract  of  the  cases: 

Case  1.  A.  H.,  aged  2 years,  colored  male, 
was  admitted  February  5,  1931  and  died  on  the 
same  day.  The  patient  was  first  seen  at  home,  at 
which  time  he  was  tossing  from  side  to  side  in 
the  bed  with  very  difficult  and  labored  breathing. 
He  had  been  ill  for  three  days.  The  throat  was 
examined  and  found  to  be  red  but  no  membrane. 
The  breath  very  foul  and  smelled  like  diphtheria. 
Before  the  antitoxin  could  be  given  the  patient 
died.  Authority  was  obtained  to  perform  a par- 
tial autopsy.  The  larynx  was  removed.  This  was 
found  to  be  filled  with  a thick  grayish  white  mem- 
brane extending  from  just  below  the  epiglottis 
about  1%  inches  down  probably  to  the  first  or 
second  tracheal  cartilage. 

Case  2.  M.  M.,  white,  female,  aged  46  years, 
was  admitted  March  12,  1931  and  died  March  14, 
1931.  Chief  complaint:  Patient  had  been  having 
convulsions  alternating  with  periods  of  coma  for 
some  time.  Past  history:  Patient  was  operated  on 
20  years  ago.  Since  that  time  she  has  had  epileptic 
seisures  which  have  become  more  frequent.  She 
had  been  taking  luminal  soda  which  kept  the  con- 
vulsions somewhat  in  check  but  about  a week 
ago  the  luminal  was  stopped.  Since  that  time 
they  are  more  frequent.  When  the  convulsions 
begin,  the  right  fore-arm  begins  to  shake  and 
from  then  the  twitchings  extend  to  the  rest  of 
the  body.  Lately  there  was  a macular  eruption 
on  the  legs  and  on  the  arms. 

Physical  examination  was  essentially  negative 
except  for  the  state  of  coma  and  contracted 
pupils.  Laboratory  examinations:  Urine,  acid, 
1.035,  albumen  trace,  acetone  and  diacetic  acid 
positive,  hyaline  cast  few,  pus  moderate  amount. 
Blood  WBC  7,500,  L 4,  M 5,  P 81.  Spinal  fluid 
27  cells,  negative  Wassermann. 

Progress  notes:  When  the  patient  was  admitted 
she  was  having  one  convulsion  after  the  other. 
She  was  given  sodium  amytal  grs.  7.5  at  11.10 
a.  m.  on  March  12.  This  diminished  the  number 
of  convulsions.  That  night  she  only  had  two 
convulsions.  She  remained  in  a coma  until  her 
death.  She  was  also  given  bromidia  and  sodium 


luminal.  The  temperature  ranged  from  102°  to 
107°.  An  autopsy  was  performed  March  14,  1931. 
Only  the  head  was  opened.  On  removal  of  the 
calvarium,  the  meninges  and  brain  were  found 
intensely  hyperemic.  The  meninges  were  attached 
to  the  brain  in  spots  on  both  sides  of  the  longitu- 
dinal sinus  to  such  an  extent  that  portions  of  the 
brain  were  pulled  off.  The  meninges  were  also 
adherent  to  the  brain  at  the  lower  portion  of  the 
fissure  of  Rolando  on  the  left  side.  There  was 
apparently  an  old  hemorrhage  at  this  point.  The 
meninges  at  this  area  were  greatly  thickened  and 
more  firmly  attached  to  the  bone.  On  section 
the  brain  was  found  to  be  hyperemic,  with  the 
blood  vessels  very  prominent.  The  lateral  ven- 
tricles were  somewhat  distended  and  filled  with 
fluid.  The  choroid  plexus  is  larger  than  normal 
and  somewhat  granular  in  appearance.  This  is 
due  to  an  extreme  hyperemia.  No  hemorrhagic 
areas  were  found.  The  cerebellum  is  apparently 
normal  except  that  long  fibrous  adhesions  were 
observed.  Examination  of  the  gray  matter  of  the 
lower  end  of  the  fissure  of  Rolando  shows  the 
right  side  to  be  apparently  normal.  The  left, 
however,  is  much  lighter  in  color.  The  micro- 
scopical examination  shows  it  to  be  due  to  de- 
generation. On  this  side  the  nerve  cells  are 
hazy,  the  nuclei  are  not  clear  cut  and  there  are 
-fewer  blood  vessels.  Diagnosis:  Encephalitis  ?, 
Epilepsy. 

Case  3.  M.  G.,  aged  14  months,  under  the  care 
of  Dr.  H.  G.  Riche.  At  birth  or  very  shortly  after 
there  was  seen  a small  nodule  at  the  lower  portion 
of  the  forehead,  in  the  center  line,  almost  between 
the  eyes.  Since  that  time  the  nodule  had  increased 
but  very  little  in  size.  It  was  not  painful.  It  was 
attached  to  the  bone. 

Physical  examination  showed  a normal  child, 
well  nourished.  On  the  forehead  there  was  an 
enlargement  between  the  eyes  and  at  root  of  the 
nose  the  size  of  a marble.  The  upper  portion  of 
the  mass  was  freely  moveable.  The  skin  covering 
appeared  thin  and  pale,  there  was  no  break  in 
the  skin.  The  condition  is  congenital  and  has 
not  grown  to  any  appreciable  extent  since  birth. 
The  examination  otherwise  was  negative.  There 
was  no  general  lymph  enlargement.  On  March 
2,  under  general  anesthesia,  this  mass  was  re- 
moved. Patient  made  an  uneventful  recovery. 

Tumor  removed  from  forehead  measured  2x1.5 
xl.3.  Cut  surface  was  white,  mottled,  fairly  hard. 
There  was  no  distinct  capsule  although  it  was 
surrounded  with  connective  tissue.  The  micro- 
scopical examination  showed  the  tumor  to  be  com- 
posed of  connective  tissue,  interwoven  in  strands, 
between  which  there  was  both  white  and  gray 
nerve  tissue.  Certain  areas  give  the  impression 
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of  a large  nerve  cut  transversely  while  other 
areas  give  the  impression  of  brain  tissue. 

Case  4.  White  male,  aged  27  years,  was  ad- 
mitted March  14,  1931  and  discharged  March  19, 
1931.  Previous  history:  Left  scrotum  began  to 
swell  in  the  spring  1930.  A hard  lump  at  first 
appeared  at  the  bottom  of  the  testicle.  A few 
months  later  fluid  appeared.  This  increased  un- 
til it  was  larger  than  a man’s  fist.  Consulted  a 
doctor  who  gave  him  some  medicine  to  take.  No 
results.  He  then  consulted  another.  He  advised 
lancing  it.  Then  he  went  to  a third  who  told  him 
it  was  a hydrocele  and  that  it  would  not  do  any 
good  to  draw  off  the  fluid,  and  that  he  should  be 
operated  on.  In  January,  1931,  he  consulted  a 
specialist  in  New  Orleans  who  advised  removal 
of  the  testicle.  From  the  history  and  the  exami- 
nation, I pronounced  it  a malignancy  and  advised 
removal.  Previous  history  negative  except  for 
mumps  three  years  ago  when  he  had  terrific  pains 
in  the  left  testicle  but  no  swelling.  In  1922  he 
fell  and  traumatized  the  left  testis.  It  was  swollen 
for  two  weeks.  There  was  considerable  pain  but 
not  enough  to  go  to  bed.  It  finally  became  well 
and  remained  so  until  about  a year  ago.  Specific 
urethritis  Nov.,  1930,  which  lasted  about  one 
month. 

Physical  examination:  The  left  testis  was  the 
size  of  a man’s  fist.  About  6 ounces  of  fluid  was 
removed.  The  organ  could  be  felt  as  hard  as  a 
marble,  not  especially  tender.  The  cord  and  cord 
structures  were  apparently  normal.  No  soreness. 
Inguinal  glands  not  enlarged.  Wassermann  nega- 
tive. 

Operation:  Testicle  removed  March  15.  Find- 
ings, gross;  testicle  about  four  times  normal  in 
size,  hard  and  characteristic  feel  of  sarcoma. 
After  incising  the  testicle  through  the  center 
there  is  a rounded  area  on  one  side  and  a smallei 
area  on  the  other  which  has  the  appearance  of 
sarcoma.  However  the  middle,  there  is  a greenish 
spot  that  looks  suggestive  of  tuberculosis.  Testi- 
cle was  removed  trough  an  incision  above  Pou- 
part’s  ligament;  cord  dissected;  cut;  testis  pulled 
and  removed. 

Laboratory  examinations:  Urine;  acid,  1.020, 

albumen  trace,  hyaline  casts  few.  Blood;  WBC 
8,000,  L 12,  M 11,  P 73,  E 4.  Tissue  examination: 
Left  testicle  measures  10x6x6  CM.  Hard.  There 
is  a small  amount  of  fluid  in  the  tunica.  On  sec- 
tion the  testicle  is  white,  somewhat  mottled  and 
in  the  center  there  is  a greenish  white  area.  Micro- 
scopical: This  shows  the  center  to  be  necrotic. 
Sections  at  other  portions  show  an  increase  of 
connective  tissue,  with  agglomerations  of  round 
and  epitheloid  cells.  There  are  a few  giant  cells. 
Diagnosis:  Tuberculosis  of  the  testis. 


MISSISSIPPI  STATE  HOSPITAL,  FONDREN 
MISSISSIPPI. 

Staff  Meeting  — March,  1931. 

Case  Report:  Tumor  of  the  Brain  near  Hypo- 
physis.— Dr.  R.  B.  Zeller. 

The  patient,  a single,  white  male,  aged  56, 
oyster  fisherman,  was  admitted  to  Mississippi 
State  Hospital,  Nov.  24,  1928,  due  to  the  fact 
that  he  had  become  unmanageable  at  home.  He 
has  two  insane  cousins.  No  history  of  alcoholism 
or  venereal  disease.  About  Nov.,  1927,  vision 
began  to  fail  in  both  eyes  and  in  Dec.,  1927,  his 
hearing  became  impaired,  at  first  in  right  ear, 
later  in  the  left. 

Physical  Examination:  Well  nourished  white 

male.  Legs  and  trunk  devoid  of  hair.  Prominent 
pubic  fold.  Blood  pressure  190-95.  Heart  slight- 
ly enlarged  to  the  left.  Lungs  normal.  Eyes; 
blind  in  both  eyes  except  to  very  strong  lights; 
unable  to  distinguish  ordinary  daylight,  both 
pupils  contracted.  Ears:  Complete  deafness  in 
right  ear.  On  left  side  is  able  to  understand 
loud  distinct  conversation.  No  tenderness  over 
mastoid  area.  Drum  membranes  show  a normal 
cone  of  light.  Speech:  Toneless.  Reflexes:  Pa- 
tellar reflexes  slightly  exaggerated  but  equal. 
Motor  Functions:  No  atrophies  or  paralyses.  In- 
fective Foci:  Edentulous;  tonsils  appear  healthy. 
No  palpable  lymph  glands. 

Blood  Wassermann  negative;  spinal  fluid  Was- 
sermann negative;  cells,  5,  no  increase  in  globu- 
lin, colloidal  gold  normal.  Urinalysis,  stool  ex- 
amination and  white  cell  count  normal.  Roentgen- 
ray:  Shows  marked  widening  of  sella  turcica. 

Diagnosis:  Tumor  of  the  brain  in  the  region 

of  the  optic  chiasma  and  involving  the  pituitary 
body.  This  diagnosis  was  made  on  the  basis  of 
the  bilateral  aural  and  visual  defects  beginning 
about  the  same  time;  the  diminished  hair  dis- 
tribution, prominent  pubic  fold  and  the  roentgen- 
ologic findings. 

Course:  Patient  became  bed-ridden  Sept.  6, 

1929.  At  that  time  had  difficulty  in  controlling 
defecation.  Aug.  22,  1930,  systolic  blood  pres- 
sure had  dropped  to  85.  He  had  now  lost  all 
control  of  bowel  movements  requiring  complete 
change  of  linen  five  to  sixteen  times  daily;  was 
rapidly  losing  weight. 

Dec.  18,  1930 — Defecation  was  becoming  more 
and  more  projectile.  Inasmuch  as  repeated  stool 
examinations  failed  to  reveal  parasites  of  any 
kind,  it  was  thought  that  by  metastasis,  the  defe- 
cation center  may  have  become  involved. 
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Jan.  19,  1931 — Patient  died,  having  lost  75 
pounds  in  weight  since  admission.  Primary  cause 
of  death  was  apparently  brain  tumor.  Autopsy 
was  not  obtained. 

Case  Report:  Glioma  of  Left  Frontal  Lobe. — 

R.  B.  Zeller,  M.  D. 

The  patient,  E.  P.,  a white  male,  aged  56,  was 
admitted  to  the  Mississippi  State  Hospital  Jan. 
27,  1928;  occupation,  physician.  The  complaints 
were  gradual  loss  in  weight,  occasional  epileptoid 
convulsions  and  some  slurring  of  speech.  First 
symptoms  said  to  have  been  noticed  in  1924.  Per- 
sonality had  changed  from  geniality  to  that  of 
irritability. 

Physical  Examination:  Weight,  169  pounds. 
Heart  enlarged  to  the  left;  sounds  accentuated. 
Blood  pressure  220/110.  Superficial  arteries 
somewhat  sclerosed.  Eyes:  pupils  equal;  react 
normally  to  both  light  and  accommodation.  Ears: 
hearing  slightly  impaired  in  both  ears.  Reflexes: 
deep  reflexes  exaggerated.  Motor  functions: 
slight  tremor  of  extended  fingers.  Mild  Rhomberg 
sway.  Serology:  blood  Wassermann  negative; 
spinal  fluid,  cells  10,  Wassermann  negative,  globu- 
lin not  increased,  colloidal  gold  normal.  Urinaly- 
sis: specific  gravity,  1.022,  no  albumin  or  sugar. 
Roentgen-ray:  shadow  of  left  frontal  lobe  ante- 
rior to  fissure  of  Rolando  with  slight  encroach- 
ment upon  the  fissure;  area  of  shadow  about  nine 
centimeters  antero-posteriorly.  Ventriculography 
not  available. 

Course. : Patient  showed  a temporary  gain  in 
strength.  Was  fretful;  had  ideas  of  neglect  and 
persecution  on  the  part  of  his  wife.  Gait  dis- 
turbed, but  he  gets  around  fairly  well  with  the 
use  of  a cane.  Has  the  freedom  of  the  grounds. 
October  1,  1928;  patient  placed  upon  a closed 
ward  due  to  increasing  irritability.  April  30, 
1929:  Shows  increasing  difficulty  in  getting  about; 
memory  impairment  of  an  artero-grade  character 
progressing. 

February  1,  1930:  Gait  disturbance  increasing, 
is  of  a shuffling  nature.  Must  now  be  shaved  on 
the  ward,  being  unable  to  walk  to  the  hospital 
barber  shop.  Increasing  dyspnea  on  slight  exer- 
tion. 

June  7,  1930:  Had  five  seizures  this  morning  at 
10:30  a.  m.  in  a period  of  15  minutes.  Were  not 
preceded  by  a definite  aura,  but  were  preceded 
for  two  days  by  increased  irritability.  The  seiz- 
ures consisted  of  tonic  spasms  of  the  lower  ex- 
tremities and  trunk.  No  period  of  consciousness 
between  seizures.  Patient  remained  comatose 
until  9:00  p.  m.  at  which  time  appeared  to  recog- 
nize those  about  him. 


June  8,  1930:  This  morning  patient  is  speaking, 
but  his  speech  is  quite  thick.  Has  marked  diffi- 
culty in  thinking. 

July  21,  1930:  One  seizure  less  severe  than 
preceding,  but  preceded  by  increased  irritability. 

July  23,  1930:  Five  seizures,  following  which 
his  pulse  rate  was  64;  blood  pressure  164-95. 

January  1,  1931:  Patient  has  extreme  difficulty 
in  getting  about.  Spends  most  of  his  time  in  bed. 

February  25,  1931:  Patient  had  three  seizures 
at  6:30  a.  m.  followed  by  coma  and  profuse  per- 
spiration. Temperature  97.6°  F.  Pulse  rate  64. 

February  27,  1931:  Still  stuporous,  pulse  rate 
102,  respiration  28,  temperature  100°  F.  Shows 
physical  signs  of  brancho-pneumonia. 

March  2,  1931:  At  4:00  a.  m.  temperature  106° 
F.  Patient  died  at  5:35  a.  m.  Autopsy  not  ob- 
tained. 

Diagnosis:  The  change  in  disposition,  negative 
serology  with  increased  spinal  fluid  cell  count, 
seizures  and  neurological  disturbance  together 
with  the  roentgen-ray  findings  definitely  indicated 
some  form  of  growth  of  the  brain  anterior  to  the 
fissure  of  Rolando,  but  adjacent  to  it. 

Comment:  The  increased  irritability  before  the 
seizures  and  the  fact  that  death  did  not  ensue  for 
seven  years  after  the  onset  of  symptoms  were  the 
most  interesting  features  of  the  case.  Only 
symptomatic  treatment  was  possible. 

VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING. 

APRIL  10,  1931. 

Abstract — Duodenal  Ulcer  writh  Acute  Perfora- 
tion.— Dr.  A.  Street. 

Patient— Male,  aged  47  years,  married,  one 
child,  carpenter;  admitted  to  hospital  March  4, 
1931. 

Chief  Complaint — Severe  epigastric  pain.  On- 
set two  days  ago  intermittent  at  first,  but  for  six 
hours  constant  and  much  worse;  not  relieved  by 
morphine.  Appetite  has  been  good  until  today, 
and  he  ate  a good  breakfast  this  morning. 

Previous  History — He  has  noticed  for  a year  or 
more  a gnawing  discomfort  in  epigastrium  about 
two  to  four  hours  after  meals  and  occasionally  at 
night.  The  history  appears  otherwise  unimport- 
ant. 

Physical  Examination — Temperature  98°  F.; 
systolic  blood  pressure  90;  pulse  70.  Well  devel- 


806 


Hospital  Staff  Transactions 


oped  and  wel  nourished.  Pupils  equal  and  react 
normally;  knee  jerks  are  present.  Teeth  are  in 
bad  condition.  There  is  a left  reducible  inguinal 
hernia.  There  is  right  and  left  costo-vertebral 
tenderness.  The  abdomen  is  flat,  shows  boardy 
rigidity  and  general  tenderness,  possibly  worse 
on  the  rig*ht.  Blood  count  shows  leukocytes 
20,100;  small  lymphocytes  9 per  cent,  large  lym- 
phocytes 6 per  cent,  large  mononuclears  1 per 
cent,  polymorph,  neutrophiles  84  per  cent.  Urine 
examination  normal. 

Procedure — Immediate  operation  under  spinal 
anesthesia.  Right  upper  para-median  incision. 
The  peritoneal  cavity  contained  much  slimy  fluid 
and  the  intestines  were  matted  together  with  fresh 
fibrinous  exudate.  Fluid  was  pouring  out  from  a 
punched  out  perforation  on  the  anterior  surface 
of  the  first  portion  of  the  duodenum.  The  fluid 
was  removed  by  aspiration,  the  perforation  closed 
and  infolded  by  suture  with  No.  0 chromic  cat  gut. 
The  aspirator  was  then  passed,  guided  by  the 
hand,  into  the  right  sub-phrenic  space,  the  right 
lumbar  gutter,  and  into  the  pelvis,  removing  fluid 
as  thoroughly  as  possible.  Rubber  tissue  drain 
was  placed  in  the  sub-phrenic  space  and  brought 
out  through  the  wound.  The  wound  was  then 
closed  to  exit  of  the  drain. 

Post  Operative  Course — Uneventful.  The  drain 
was  removed  on  the  seventh  day  and  patient  dis- 
charged on  the  twelfth  day.  Has  since  returned 
for  observation  and  has  no  symptoms. 


Abstract — Diaphragmatic  Hernia,  with  Opera- 
tive Findings  and  Method  of  Repair. — Dr.  J.  A. 
K.  Birchett,  Jr. 

Patient — White,  male,  aged  36  years,  steward, 
admitted  to  hospital  March  24,  1931. 

Complaint— Fullness  in  chest,  indigestion,  and 
belching  of  gas  or  rumbling. 

In  April,  1930,  began  having  indigestion  and 
sense  of  fullness  after  eating,  with  heart  burn, 
which  was  somewhat  relieved  by  taking  soda. 
After  dragging  along  with  digestive  discomfort 
for  some  time,  he  was  seen  by  me.  Symptoms 
and  history  were  typical  of  gall-bladder  disease 
and  he  was  put  on  alkali  and  dietary  restrictions. 
There  was  prompt  improvement,  in  fact  all  diges- 
tive disturbance  passed  off.  In  September,  1930, 
while  at  his  place  of  business,  lifted  two  gallons 
of  hot  water  above  the  level  of  his  head.  Just  as 
he  went  to  tip  the  contents  into  a coffee  urn,  his 
left  foot  slipped  and  he  felt  a sudden  acute  pain 
in  the  left  side  of  the  chest  at  the  rib  margin. 
After  a little  rest  this  discomfort  passed  off;  did 
not  have  any  nausea  or  desire  to  vomit.  Since 
that  time  he  has  complained  of  the  sense  of  full- 
ness in  the  chest  and  dull  aching  in  the  epigastric 


region;  some  slight  dyspnea  on  exertion;  and  has 
lost  several  pounds  in  weight.  Has  not  vomited, 
but  has  suffered  with  severe  constipation. 

Past  History — -General  health  good  up  until  last 
April.  Usual  diseases  of  childhood;  appendix  re- 
moved in  1924;  no  venereal  disease;  no  respira- 
tory disease;  no  circulatory  disturbance  until  last 
fall  when  he  had  dyspnea  and  palpitation  on  exer- 
tion. No  digestive  disturbance  until  April,  1930, 
except  acute  attack  of  appendicitis  in  1924. 

Has  been  unusually  constipated  during  the  past 
year.  Never  had  any  accident;  no  crushing  injury 
of  abdomen;  no  severe  straining. 

Family  History — No  tuberculosis.  Father’s 
sister  died  of  cancer;  father  dead,  pneumonia; 
mother  well;  one  brother  dead  due  to  head  injury 
at  age  of  9;  one  sister  well. 

Physical  Examination — Well  developed  and 
nourished,  not  acutely  ill.  Teeth  in  good  condi- 
tion; tonsils  present;  no  thyroid  enlargement; 
thorax  symetrical;  both  lungs  hyperresonant  on 
percussion,  no  rales,  no  tubular  breathing;  heart 
sounds  normal,  except  somewhat  muffled.  Abdo- 
men rather  thin;  no  masses  or  areas  of  tenderness 
noted,  except  over  right  upper  quadrant  in  region 
of  gall-bladder  where  tenderness  was  elicited. 
Well  healed  right  rectus  scar  of  old  appendectomy. 
Genito-urinary  negative;  skin  normal;  reflexes 
present. 

Laboratory  findings — Wassermann,  Kline  and 
Young,  and  Kahn  tests  negative.  Urinalysis  nega- 
tive. Hemoglobin  77  per  cent;  erythrocytes 
5,648,000;  leukocytes,  8,100;  differential  leuko- 
cyte count:  small  lymphocytes,  21  per  cent,  large 
lymphocytes,  3 per  cent,  large  mononuclears  13, 
polymorph.,  neutrophiles  60  per  cent,  with  15 
immature  forms,  eosinophiles  3 per  cent,  no 
malaria  found. 

Procedure — With  history  at  hand  and  definite 
evidence  of  some  intra-abdominal  lesion,  possibly 
gall-bladder  disease,  a thorough  study  of  the  gall- 
bladder and  gastro-intestinal  tract  was  advised. 
On  November  7,  1930,  gastric  contents  showed  no 
free  hydrochloric  acid;  fluoroscopic  examination 
showed  left  diaphragm  very  high,  apparently  from 
gas  bubbles  in  cardia;  stomach  fills  and  is  of 
peculiar  shape.  There  is  a constriction  rather 
consistent  with  ulcer  though  no  definite  findings 
of  ulcer  noted.  Stomach  empties  rapidly.  Roent- 
gen-ray films  showed  high  diaphragm  on  left, 
heart  displaced  to  right,  stomach  completely  in- 
verted. The  skiagraph  of  the  colon  showed  splenic 
flexure  at  level  of  sixth  rib  and  up  against  high 
left  diaphragm;  caecum  normal;  ileo-caecal  valve 
patent.  The  next  day  study  showed  a non-filling 
gall-bladder  which  was  diagnosed  as  being  patho- 
logical. By  giving  patient  a bismuth  meal  and 
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placing  him  in  a prone  position  on  the  fluro- 
scopic  table,  the  barium  shadow  was  noted  well 
above  the  fifth  rib  and  completely  displacing  the 
heart  to  the  right.  A diagnosis  of  hernia  through 
the  left  half  of  diphragm  was  made,  and  surgery 
advised.  Patient  returned  home. 

On  March  24,  1931,  after  gradual  aggravation 
of  symptoms,  patient  presented  himself  for  surgi- 
cal relief.  After  a pre-operative  rest  period  of 
five  days  during  which  time  the  stomach  was 
washed  daily  through  a duodenal  tube  and  general 
tonic  treatment  was  administered,  under  spinal 
anesthesia  introduced  high,  an  incision  extending 
from  the  ensiform  cartilage  to  the  right  of  the 
midline  was  made  to  give  free  access  to  the  sus- 
picious gall-bladder  and  to  allow  observation  of 
the  left  diaphragm.  The  gall-bladder  was  not 
apparently  diseased;  there  were  no  glands;  no 
thickening  of  the  walls;  and  of  normal  color.  It 
was  not  molested. 

The  hand  was  then  passed  through  the  opening 
in  the  diaphragm  which  was  oval  with  its  axis 
parallel  to  the  transverse  diameter.  This  opening 
was  at  least  6 to  8 inches  in  length.  Stomach, 
small  bowel,  splenic  flexure  of  colon,  and  spleen 
were  replaced  in  the  abdomen,  but  were  with  great 
difficulty  held  there.  As  the  heart  swung  back  to 
its  normal  position  patient  began  to  complain  of 
dyspnea  and  pain,  and  at  this  juncture,  inhalation 
anesthesia  was  resorted  to,  though  the  spinal 
anesthesia  was  perfectly  satisfactory  for  the  ab- 
dominal work.  The  suction  of  the  lung  and  con- 
tents of  thorax  was  tremendous  and  it  was  with 
difficulty  that  the  reclaimed  abdominal  viscera 
could  be  kept  from  being  taken  back  into  the 
thorax. 

The  borders  of  the  split  diaphragm  were  outlined 
and  the  two  were  brought  together  with  a con- 
tinuous suture  of  chromic  cat  gut  reinforced  by 
interrupted  sutures  of  the  same  material.  After 
complete  closure  the  suction  sounds  of  the  open- 
ing were  not  evident,  a point  of  importance  in 
determining  complete  closure.  The  sac  of  this 
hernia  was  not  dissected  out,  only  the  edges  of  the 
neck  being  brought  together.  It  is  believed  that 
the  serous  sac  above  the  closure  will  gradually 
atrophy  as  the  lung  expands. 

Subsequent — The  patient  has  made  an  unevent- 
ful recovery  and  roentgen-ray  taken  on  the  14th 
post-operative  day  shows  the  present  relation  of 
the  stomach  to  the  diaphragm  to  be  normal  and 
with  due  precaution  against  straining  we  believe 
this  patient  will  remain  cured. 

Abstract — Rat  Bite  Fever. — Dr.  S.  W.  John- 
ston. 

The  reason  that  I am  presenting  this  case  to 
you  tonight  is  due  solely  to  the  fact  that  the 
disease  is  so  extremely  rare  in  this  country.  Hav- 


ing practiced  medicine  for  more  than  32  years  and 
having  during  that  time  seen  a large  variety  of 
diseases,  the  case  I am  to  report  is  the  first  that 
ever  fell  under  my  observation. 

Rat  bite  fever  is  described  as  an  infectious  dis- 
ease caused  by  the  bite  of  a rat  or  some  animal 
which  preys  upon  rats,  and  is  characterized  by 
inflammation  of  the  wound,  paroxysms  of  fever 
and  an  exanthem.  It  is  attributed  to  either  a 
streptothrix  or  a spirochete,  the  former  known  as 
the  Streptothrix  muris  ratti  and  the  latter  as  the 
Spirochaeta  morsus  muris.  The  weight  of  opinion, 
however,  favors  the  latter. 

The  case  mentioned  is  that  of  a negro  boy  aged 
fifteen.  On  the  morning  of  March  18,  about 
seven  o’clock,  while  getting  an  ear  of  corn  from  a 
barrel  a large  fully  grown  rat,  about  the  size  of  a 
squirrel,  bit  this  boy  on  the  index  finger  of  the 
right  hand.  The  boy  says  the  rat  was  very 
vicious  and  after  biting  him  tried  to  bite  him 
again.  He  ran  and  the  rat  escaped.  No  atten- 
tion was  paid  to  the  bite,  except  the  mother 
poured  turpentine  over  the  wound.  He  showed 
no  symptoms  and  had  forgotten  entirely  about  the 
bite  until  Wednesday,  March  25,  while  at  school 
he  was  seized  with  a rather  severe  headache  and 
pain  in  the  right  axilla.  He  vomited  several 
times.  He  left  school  and  went  to  bed.  His  tem- 
perature was  high  that  afternoon  and  about  bed- 
time he  perspired  profusely,  when  he  seemed  to 
be  better.  A dose  of  castor  oil  was  given  him 
and  Thursday  and  Friday  he  continued  to  have 
high  fever  and  suffered  intensely  with  his  should- 
ers and  arms. 

A physician  was  called  to  see  him  Saturday  and 
told  them  that  he  had  fever  from  the  infected 
finger.  I saw  him  Monday,  March  30.  At  this 
time  his  temperature  was  103°,  pulse  130  and 
weak.  The  boy  gave  all  appearances  of  being 
sick.  The  wound  on  the  finger  did  not  look  bad. 
It  looked  more  like  a chancre.  There  was  no  in- 
flammation around  the  wound,  but  it  was  circular 
and  the  edges  hard  and  circumscribed.  There  was 
absolutely  no  pus  nor  serum  escaping.  I iodized 
the  wound  and  applied  a wet  Dakin’s  dressing.  I 
instructed  the  mother  to  keep  the  finger  wet 
with  Dakin’s.  He  had  a severe  headache  and  the 
muscles  of  the  back  and  neck  were  very  rigid. 
I suspected  meningitis.  He  was  suffering  with 
pains  in  his  shoulders  and  his  arms.  The  lower 
part  of  the  back  ached  and  he  had  no  desire  for 
food.  I gave  him  quinine,  bromides,  aspirin  and 
a little  morphine.  I saw  him  again  Tuesday  and 
his  condition  having  grown  worse  I went  back  to 
see  him  Wednesday.  His  hemoglobin  was  50  per 
cent.  There  was  a large  trace  of  albumin  in  the 
urine.  The  white  blood  count  was  23,000.  I 
took  a slide  the  first  day  I saw  him  which  showed 
no  malaria.  At  this  time,  Wednesday,  the  finger 


808 


Hospital  Staff  Transactions 


looked  about  the  same,  though  the  boy  seemed  a 
great  deal  worse.  His  temperature  was  103°, 
pulse  about  140.  He  looked  as  if  he  had  had 
typhoid  fever  for  about  four  weeks.  The  pains 
were  still  confined  to  his  back,  shoulders  and  arms. 
The  glands  in  the  axilla  were  tender  and  enlarged. 
There  was  no  rash  at  this  time.  I gave  him  0.06 
grams  neosalvarsan  and  discontinued  the  quinine. 
The  next  day,  Thursday,  he  seemed  some  better. 
On  Friday  he  was  decidedly  better.  The  tempera- 
ture was  100°  and  the  pulse  110.  I did  not  see 
him  again  until  Sunday,  April  5.  He  was  free  of 
pains,  except  in  the  shoulder,  which  were  not 
severe.  At  this  time  there  was  a marked  papular 
rash  over  his  arms  and  body.  There  was  very 
little  rash  on  the  lower  limbs.  I saw  him  again 
Thursday,  April  9,  which  was  the  twenty-second 
day  of  his  illness.  He  was  still  very  weak  and  his 
hemoglobin  was  still  low — 60.  The  rash  was  more 
marked  than  it  was  on  Sunday.  His  appetite  was 
better  and  his  pulse  and  temperature  normal.  I 
discharged  him,  but  instructed  him  to  stay  in  bed 
several  days  more.  The  wound  had  entirely 
healed  and  there  was  no  scar. 

Judging  from  the  quick  response  to  neosalvar- 
san I am  inclined  to  the  belief  that  the  disease 
must  be  caused  by  a spirochete.  I failed  to  state 
that  the  boy  gave  a negative  Wassermann,  the 
specimen  taken  before  the  injection  of  the  neo- 
arsphenamine. 

The  main  points  of  interest  are  that  the  wound 
looks  innocent,  the  aching  is  tense,  the  shock  is 
profound  and  the  rash  is  papular  rather  than  exan- 
thematous. The  disease  promptly  responded  to 
one  injection  of  neo. 


Abstract — Retro-Bulbar  Abscess. — Dr.  C.  J. 
Edwards. 

Patient — White,  female,  age  4 years,  10 
months;  first  seen  by  me  on  March  5,  1931. 

History — About  six  weeks  ago  had  scarlet  fever 
with  numerous  complications,  including  sore 
throat,  blocked  nose,  purulent  ears,  and  pneu- 
monia. She  was  given  serum  for  scarlet  fever  on 
the  fifth  day  of  illness.  The  nose  and  ears  con- 
tinued to  discharge.  The  temperature  has  not 
exceeded  104°. 

Examination — Both  tonsils  congested  and  red; 
naso-pharynx  edematous;  both  nares  full  of  pus; 
both  ears  purulent;  sagging  of  posterior  walls; 
left  eye  protruding  one-half  inch  outward  and 
downward  with  edema  of  left  upper  lid. 

Roentgen-ray  findings — Empyema  of  both 
antra;  bilateral  mastoid  and  rupture  of  ethmoids; 
retrobulbar  abscess,  left  eye. 

The  patient,  on  admission  to  the  hospital,  had 
a temperature  of  103°  F.  Leukocytes  were 
17,000;  small  lymphocytes  9 per  cent,  large  lym- 
phocytes 28  per  cent,  polymorth.  neutrophiles  62 


per  cent,  with  44  immature  forms,  basophiles  L 
per  cent.  Urine  showed  slight  trace  of  albumin. 
She  was  immediately  put  on  vaccine;  glucose  was 
given  by  rectum;  boric  acid  solution  was  used  for 
eye;  general  systematic  treatment  included  in- 
travenous mercurochrome.  This  palliative  treat- 
ment was  kept  up  for  three  days  and  on  March  8, 
her  third  day  in  the  hospital,  under  novocain 
anesthesia,  a brow  incision  was  made  through 
adnexa  and  periosteum,  carefully  peeling  away  to 
the  ethmoid  labyrinth.  There  was  a rupture 
through  the  posterior  ethmoid  cells  into  the  orbit 
and  about  one-half  ounce  of  pus  was  obtained. 
An  abscess  with  about  the  same  amount  of  pus 
in  the  left  biceps  muscle  was  incised  at  the  same 
time.  There  were  many  small  punctate  ulcers 
over  both  anteror  surfaces  of  legs  which  were 
also  drained.  A drainage  tube  was  anchored  in 
place  and  specimen  taken  from  the  pus.  Cultures 
showed  streptococcus. 

Suction  was  used  to  remove  pus  from  the  nose 
with  fair  results.  Up  to  this  time  the  temperature 
had  not  exceeded  103°  F.  A blood  transfusion  of 
250  cc.  was  given  and  patient  seemed  to  improve, 
although  temperature  persisted.  Appetite  in- 
creased and  small  abscesses  made  their  appear- 
ance over  the  extremities,  three  of  which  required 
incision  and  drainage. 

After  a week  with  temperature  steadily  climb- 
ing, reaching  as  high  as  105°  F.,  patient  become 
cyanotic.  Glucose  was  given  intravenously.  Blood 
count  at  this  time  showed  leukocytes  20,400; 
erythrocytes  3,584,000.  A second  transfusion 
was  given.  Both  antra  were  next  drained  under 
local  anesthesia;  both  contained  pus. 

The  temperature  persisting  but  not  exceeding 
105°  F.,  two  days  later  the  patient  again  become 
cyanotic.  Glucose  was  given  intravenously.  Tem- 
perature reached  as  high  as  106°.  Blood  count 
now  showed  leukocytes,  4,000. 

As  the  patient  had  been  fighting  the  right  ear 
for  the  past  48  hours,  it  was  decided  to  drain  the 
mastoids,  which  was  done  on  the  fourteenth  hos- 
pital day.  Under  sodium  amytal,  three  grains,  in- 
travenously, simple  bilateral  mastoidotomy  was 
performed.  Patient  did  not  react  from  the  amytal 
until  the  next  morning  and  then  remained  in  a 
stupor  from  which  she  did  not  arouse  and  expired 
on  the  eighteenth  day  of  the  disease. 

From  the  onset  there  seemed  to  be  a fair  chance 
of  recovery.  The  conditions  which  manifested 
themselves  were  carefully  gone  into  before  inter- 
ference. From  the  symptoms  and  complications 
which  were  dealt  with,  it  is  my  opinion  that  the 
gravest  was  the  retrobulbar  abscess  as  it  was 
under  the  periosteum  and  deep.  I believe  the 
cause  of  death  was  meningitis,  infection  having 
traveled  in  along  the  optic  sheath.  This  was  not 
proven  as  an  autopsy  was  not  obtained. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR. 

May  1. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

May  1. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

May  4. — Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  8 P.  M. 

May  8. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

May  8. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

May  8. — French  Hospital  Staff,  8 P.  M. 

May  11.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8 P.  M. 

May  13. — Touro  Infirmary  Staff,  8 P.  M. 

May  15. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

May  15. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

May  15. — Mercy  Hospital  Staff,  8 P.  M. 

May  18. — Hotel  Dieu  Staff,  8 P.  M. 

May  19. — I.  C.  R.  R.  Hospital,  12  Noon. 

May  19. — Baptist  Hospital  Staff,  8 P.  M. 

May  19. — Charity  Hospital  Medical  Section,  8 
P.  M. 

May  20. — Charity  Hospital  Surgical  Section,  8 

P.  M. 

May  21. — Eye,  Ear,  Nose  and  Throat  Club,  8 
P.  M. 

May  21. — New  Orleans  Hospital  Council. 

May  22 — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  and  12  Noon. 

May  22. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 

May  25.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8 P.  M. 

May  29. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

May  29. — Physiology  Seminar,  Tulane  Medical 
School,  5 P.  M. 


During  the  month  of  April,  besides  the  meeting 
of  the  Board  of  Directors,  the  Society  held  one 
joint  scientific  and  quarterly  executive  meeting. 


The  quarterly  executive  meeting  scheduled  for 
April  13  was  dispensed  with  on  account  of  eon- 
fliction  with  the  meeting  of  the  Louisiana  State 
Medical  Society. 

At  the  meeting  held  April  27,  Dr.  Walter 
Clarke,  Associate  General  Director  of  the  Ameri- 
can Social  Hygiene  Association,  was  the  guest  of 
the  Society,  and  read  a paper  on  “New  Orleans’ 
Burden  of  Syphilis  and  Gonorrhea.” 

Quarterly  reports  of  Officers  and  Committees 
were  read  and  adopted.  The  following  resolutions 
op  the  death  of  Dr.  Solon  G.  Wilson  were  adopted: 

“His  colleagues  have  learned  with  sorrow  and 
regret  of  the  untimely  death  of  Dr.  Solon  G. 
Wilson,  in  the  prime  of  his  life  and  at  the  height 
of  his  usefulness.  His  urbane,  kindly  manner,  his 
friendly  spirit  and  jovial  disposition,  had  gained 
him  many  friends  who  respected  and  honored  him. 
His  patients,  attached  to  him  by  his  constant  de- 
votion to  their  interests,  loved  him  and  regard  his 
death  as  a personal  calamity. 

“The  Orleans  Parish  Medical  Society  desires, 
therefore,  to  record  its  sense  of  loss  and  to  express 
to  Dr.  Wilson’s  family  its  sympathy  and  condo- 
lence. 

“Be  it  therefore  resolved  that  the  above  be 
inscribed  in  the  minutes  of  the  Society,  and  that 
the  secretary  be  instructed  to  send  a copy  to  the 
bereaved  family.” 


The  Committee  on  Arrangements  for  the  meet- 
ing of  the  Louisiana  State  Medical  Society  worked 
very  hard  in  completing  plans  for  the  entertain- 
ment of  members  and  guests  attending.  The  suc- 
cess of  this  meeting  was  due  largely  to  the  work 
of  this  committee. 


Dr.  Amey  Chappell  was  elected  to  Interne  Mem- 
bership at  the  last  meeting  of  the  Board  of 
Directors. 


TREASURER’S  REPORT. 


Actual  Book  Balance....:.. $1,398.04 

Credits  2,813.65 

$4,211.69 

Expenditures  $1,637.00 

Actual  Book  Bal.  3/31/31 $2,574.69 


LIBRARIAN’S  REPORT. 

One  hundred  and  forty-nine  books  have  been 
added  to  the  Library  during  March.  Of  these 
93  were  received  by  binding,  12  from  the  New 
Orleans  Medical  and  Surgical  Journal,  17  by  gift 
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and  27  by  purchase.  New  titles  of  recent  date 
are  listed  below. 

Plans  for  the  entertainment  of  the  Medical 
Library  Association,  May  19-21,  are  almost  form- 
ulated. Medical  Librarians  from  all  over  the 
country  are  expected  to  be  in  attendance.  Pro- 
grams will  be  mailed  to  the  membership  of  the 
Orleans  Parish  Medical  Society  about  May  1. 

NEW  BOOKS. 

Poynton — Recent  Advances  in  Rheumatism. 
1931. 

Kidd — Common  Infections  of  the  Female  Ure- 
thra and  Cervix.  1929. 

Munch — Bioassays.  1931. 

Crowe — Vaccine  Treatment  in  Chronic  Rheuma- 
tism. 1930. 

Groves — Textbook  for  Nurses.  1930. 

Fulton — Physiology.  1930. 

Webster — Legal  Medicine  and  Toxicology. 

1930. 

DaCosta Modern  Surgery.  1930. 

Clendenning — Modern  Methods  of  Treatment. 

1931. 

Fairbiarn — Textbook  for  Midwives.  1930. 

Koby — Slit-lamp  Microscopy  of  the  Living  Eye. 
1930. 

Weaver — General  Medicine.  1930. 

William  Henry  Welch  at  80.  1930. 

Wallace — Appraisal  of  Public  Health  Activities 
of  Portland.  1929. 

Toyoda — Experimental  Research  of  Etiology 
of  Scarlet  Fever.  1929. 

Wiggers — Die  pathologische  Physiologie  des 
Kreislaufs.  1929. 

Phelps Socialization  of  Medicine.  1931. 

H.  Theodore  Simon,  M.  D., 

Secretary. 

INSTALLATION  MEETING. 

Address  of  Retiring  President, 

C.  GRENES  COLE,  M.  D. 

Ladies  and  Gentlemen,  Fellow  Members,  Friends 
and  Guests: 

Custom  ordains  that  you  shall  be,  on  this  occa- 
sion, subjected  to  and  forced  to  listen  to  a sum- 
ming up  as  it  were  of  the  accomplishments  of  my 
administration,  and  to  be  advised  of  any  recom- 
mendations for  the  good  of  organized  medicine 
that  I might  deem  worthy  and  proper  to  offer  the 
incoming  administration. 


It  seems  but  yesterday  that  you  honored  me 
with  the  Presidency  of  this  organization,  an  honor 
which  I assure  you  has  been  and  will  continue  to 
be  greatly  appreciated  and  cherished  as  the  great- 
est distinction  which  my  professional  confreres 
could  have  possibly  bestowed  upon  me. 

The  splendid  and  well  attended  Scientific  meet- 
ings which  we  have  been  privileged  to  listen  to 
during  the  past  twelve  months  have  been  due 
to  the  untiring  energy  and  constant  interest 
and  attention  of  Dr.  E.  L.  King,  the  Chairman  of 
the  Scientific  Essays  Committee,  with  the  faith- 
ful and  fullest  co-operation  of  the  other  members 
of  this  committee.  I wish  to  extend  my  sincere 
thanks  to  this  committee  for  the  wonderful  and 
instructive  programs  they  provided  us  with  and 
only  those  in  attendance  at  these  meetings  can 
realize  what  the  absent  members  were  denied  in 
their  failure  to  attend  these  Scientific  programs. 
We  also  wish  to  thank  the  Essayists  for  their 
wonderful  contributions. 

In  addition  to  the  scientific  contributions  by 
our  local  talent  we  were  treated  to  scientific 
gems  by  Dr.  Charles  L.  Scudder  of  Boston,  Chair- 
man Committee  on  Fractures,  American  College 
of  Surgeons,  by  Dr.  Otto  H.  Schwarz  in  a joint 
meeting  with  the  New  Orleans  Gynecological  and 
Obstetrical  Society,  by  Dr.  Frank  Smithies  of 
Chicago  in  a joint  meeting  with  the  New  Orleans 
Gastroenterological  Society  and  by  Dr.  Irving  S. 
Cutter,  Dean  of  Northwestern  Medical  School, 
and  Dr.  M.  Weinberg,  Professor  of  Pathology  of 
the  Pasteur  Institute  of  Paris  at  the  Chaille  Me- 
morial meeting.  While  these  meetings  were  well 
attended  I do  not  think  the  membership  as  a 
whole  came  to  these  meetings  as  they  should, 
thereby  encouraging  and  supporting  the  efforts 
of  your  officers  and  Scientific  Essay  Committee 
in  bringing  to  you  these  highups  in  the  Scientific 
world  for  your  enlightenment  and  betterment.  It 
is  the  cherished  hope  of  your  retiring  President 
that  each  individual  member  will  pledge  him  and 
herself  tonight  to  attend  more  regularly  these 
meetings  and  it  is  a solemn  duty  you  owe  to 
your  officers,  your  organization  and  to  yourself 
that  you  fulfill  this  pledge. 

We  are  glad  to  inform  you  that  our  efforts 
to  secure  the  meeting  of  the  Southern  Medical 
Association  for  New  Orleans  in  1931  were  suc- 
cessful, and  I wish  to  thank  the  members  who 
joined  us  in  this  fight  for  their  co-operation  and 
assistance.  We  have  also  invited  the  American 
Society  of  Tropical  Medicine  to  meet  here  in 
1931  on  the  same  dates  as  the  Southern  Medical 
and  have  every  reason  to  believe  they  will  ac- 
cept, as  it  is  usually  the  custom  for  these  two 
organizations  to  hold  joint  deliberations. 
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The  American  Medical  Association  was  also 
tendered  an  invitation  by  this  Society  to  come 
here  in  1932,  and  I sincerely  hope  they  will 
accept. 

Your  Board  approved  a tentative  survey  of 
social  Hygiene  in  the  City  of  New  Orleans  spon- 
sored by  the  Local  Central  Council  of  the  Social 
Agencies  in  co-operation  with  the  American 
Social  Hygiene  Association.  We  believe  this 
survey  will  disclose  some  interesting  and  instruc- 
tive data  concerning  the  prevalence  of  communi- 
cable Venereal  diseases  in  this  City  and  we  are 
hopeful  that  these  findings  will  lead  to  an  edu- 
cational campaign  to  properly  inform  the  public 
on  subjects  of  social  hygiene  and  prevention  of 
these  diseases,  which  will,  in  a measure,  at  least, 
reduce  the  number  of  unfortunates  so  inflicted 
with  these  maladies. 

Your  committee  on  State  Medicine  and  Legis- 
lation showed  their  interest  and  activity  and  while 
in  Baton  Rouge  at  the  last  meeting  of  the  Legis- 
lature we  had  passed  favorably  in  committee,  an 
act  to  abolish  the  physicians  occupational  tax  and 
had  it  not  been  for  the  upset  condition  of  affairs 
at  Baton  Rouge  during  the  closing  days  of  the 
Legislative  session,  preventing  our  bill  from  com- 
ing up  for  action,  I feel  confident  that  our  bill 
would  have  favorably  passed  in  both  Senate  and 
House. 

The  repeal  of  the  useless  and  duplicate  State 
Narcotic  act  can,  I believe,  be  passed  at  the  next 
meeting  of  the  Legislature  and  I respectfully  rec- 
ommend to  the  incoming  administration  to  cen- 
tralize their  efforts  to  this  end. 

Our  Board  has  made  a concerted  effort  to  have 
the  State  Society  dues  of  seven  dollars  ($7.00) 
abolished  so  far  as  Interne  members  are  con- 
cerned, and  have  requested  the  Louisiana  State 
Medical  Society  to  give  this  proposal  their  earnest 
and  favorable  consideration.  We  feel  that  it  is 
unfair  to  our  Internes  to  require  them  to  pay 
these  dues  thereby  making  it  prohibitive  for  them 
to  avail  themselves  of  the  facilities  offered  by  our 
local  Society,  where  dues  for  Internes  are  only 
one  dollar  ($1.00)  per  year.  It  is  an  appalling 
fact  that  out  of  over  one  hundred  and  thirty  (130) 
Internes  in  this  city  only  one  Interne  is  a mem- 
ber of  our  local  and  State  Society. 

We  have  also  asked  the  Louisiana  State  Med- 
ical Society  to  prorate  their  dues  so  that  when 
a physician  has  been  elected  to  our  Society  dur- 
ing the  last  half  or  latter  quarter  of  the  year  that 
he  will  not  be  required  to  pay  the  full  year’s 
dues. 

We  feel  confident  that  our  Mother  Society  will 
take  care  of  her  Children,  seeing  the  wisdom  of 
their  appeals,  and  will  grant  them  their  requests. 


An  Amendment  to  our  Constitution  was  passed 
whereby  the  President  during  his  term  of  office 
automatically  becomes  a delegate  to  the  Louisi- 
ana State  Medical  Society. 

It  is  a matter  of  serious  moment  and  sincere 
regrets  that  some  of  our  members  have  seen  fit 
for  one  reason  or  other  to  discontinue  their  group 
insurance.  It  is  indeed  unfortunate  that  we  can- 
not retain  enough  members  in  this  group  insur- 
ance to  continue  our  low  premium  rate  and  allow 
all  of  our  members  to  avail  themselves  of  this 
high  class  life  insurance  at  a reasonable  premium. 
The  sad  part  of  it  is  that  a goodly  number  of 
our  members  cannot,  for  physical  reasons,  secure 
life  insurance  in  any  other  way,  and  I would 
suggest  to  the  next  administration  that  they  con- 
tinue to  energetically  appeal  to  the  membership 
for  their  support  in  this  matter. 

It  is  a source  of  great  pleasure  and  satisfaction 
to  your  retiring  President  to  record  another  most 
successful  “Longer  Life  Week”  and  Dr.  F.  L. 
Fenno,  Chairman,  and  the  other  members  of  this 
committee  are  to  be  congratulated  on  their  suc- 
cess in  this  meritorius  work  and  I wish  to  thank 
them  for  their  splendid  services. 

While  we  realize  that  there  still  exists  a great 
amount  of  hospital  abuse  our  committee  felt 
that  during  this  period  of  depression  was  no  time 
to  try  to  force  this  issue  to  completion.  We  wish 
to  report,  however,  that  the  Charity  Hospital 
Board  has  employed  a man  for  no  other  purpose 
but  to  check  up  on  these  cases  and  he  is  stationed 
in  the  admitting  room  to  carry  out  the  mandates 
of  the  Board  in  their  desire  to  reduce  hospital 
abuse. 

The  druggists,  I am  informed,  are  treating  a 
large  number  of  the  sick  people  of  our  city  in 
violation  of  the  Medical  Practice  Act  of  our  State 
and  are  depriving  our  members  of  thousands  of 
dollars  in  yearly  incomes  and  I would  like  to 
suggest  to  the  new  administration  that  some  joint 
investigation  in  co-operation  with  the  members  of 
the  Louisiana  State  Board  of  Medical  Examiners 
be  made  to  determine  ways  and  means  of  com- 
batting this  evil  to  patient  and  physician. 

It  is  rumored  that  the  affairs  and  practices  of 
the  Child  Welfare  Association  so  far  as  it  con- 
cerns organized  medicine  needs  investigation  and 
I recommend  that  some  consideration  be  given 
this  subject  by  our  new  administration. 

The  Orleans  Parish  Medical  Society  owes  the 
Board  of  Administrators  of  Tulane  University  a 
great  debt  of  gratitude  for  the  wonderful  privi- 
lege accorded  organized  medicine  now  enjoyed  in 
being  domiciled  in  this  magnificent  building.  Our 
offices  are,  I believe,  at  present  in  keeping  with 
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the  best  in  the  land.  Our  Library  unsurpassed 
in  regard  to  space,  equipment  and  accommoda- 
tions and  should  be  a stimulus  to  our  members 
to  use  these  splendid  facilities  far  more  frequently 
in  the  future.  The  only  thing  needed  to  make  our 
Library  complete  at  present  is  for  some  generous 
and  philanthropic  individual  to  donate  funds  suf- 
ficient to  complete  our  files  and  endow  the  Li- 
brary for  future  necessities  and  expansion. 

Your  Board  has  spared  no  expense  in  equipping 
your  home  with  furnishings  in  keeping  with  the 
dignity  of  our  organization  and  location  and  we 
hope  you  will  give  us  your  hearty  endorsement  in 
this  matter. 

I want  to  thank  Dr.  Bass  and  the  Board  of 
Administrators  of  Tulane  University  and  wish 
to  assure  them  that  we  appreciate  their  most 
generous  courtesy  and  want  them  to  realize  that 
we  are  happy  to  be  with  them. 

We  are  all  made  sad  when  we  think  of  our 
departed  members  and  realize  that  we  shall  see 
them  no  more  nor  have  them  join  in  our  future 
deliberations  and  pleasures.  To  the  relatives  of 
Drs.  Paul  W.  Wipperman,  E.  S.  Kelly,  A.  LeDoux 
and  Sara  T.  Mayo  we  extend  our  heartfelt  sym- 
pathy in  this  their  hour  of  sad  bereavement  and 
assure  them  that  their  loss  has  also  been  our  loss. 
While  not  a member  of  the  Orleans  Parish  Medical 
Society,  having  retained  his  Membership  with  the 
Shreveport  Medical  Society,  Organized  Medicine 
has  sustained  a great  loss  in  the  person  of  Dr. 
Oscar  Dowling  and  we  extend  to  his  widow  and 
relatives  our  sincere  sympathy  in  this  their  hour 
of  sadness. 

To  those  of  our  members  who  are  ill  and  unable 
to  be  with  us  tonight  we  extend  to  them  our 
sincere  regrets,  and  assure  them  that  we  miss 
them  and  wish  for  them  a most  complete  and 
speedy  recovery. 

Our  thanks  and  appreciations  are  extended  to 
the  members  of  the  Women’s  Auxiliary  for  their 
untiring  and  hearty  co-operation  in  lending  us 
a helping  hand  at  all  times  and  especially  do  I 
thank  them  for  their  splendid  and  loyal  partici- 
pation in  assuming  charge  of  the  arrangements 
for  your  entertainment  on  this  inaugural  occa- 
sion. 

1 wish  to  extend  greetings  and  best  wishes  to 
Dr.  Emmett  Irwin,  my  successor  and  offer  con- 
gratulations to  this  society  on  having  elected  to 
the  Presidency  a man  who,  I am  sure,  will  wisely 
and  judiciously  administer  your  affairs  for  the 
coming  year. 

To  the  Board  members  I wish  to  extend  my 
thanks  and  appreciation  for  their  loyal  and  earn- 
est co-operation  and  to  assure  them  that  I shall 


long  remember  our  pleasant  association  and  de- 
liberations. 

I am  greatly  indebted  to  our  very  efficient  Sec- 
retary, Dr.  Simon,  and  to  our  capable  assistant. 
Miss  Lucille  Maier,  for  the  splendid  services  given 
and  the  co-operation  accorded  me  at  all  times. 

To  our  Treasurer,  Dr.  Lanford,  and  our  Li- 
brarian, Dr.  Silverman,  I wish  to  give  thanks  for 
their  untiring  efforts  in  keeping  their  departments 
up  to  a standard  of  efficiency  unsurpassed  in  past 
administrations. 

In  conclusion  I wish  to  thank  you,  my  confreres, 
for  the  unanimous  approval  you  have  given  this 
administration  by  loyally  supporting  all  of  our 
policies.  It  has  been  a great  pleasure  and  a dis- 
tinct privilege  to  have  served  you  during  the  past 
year  and  I sincerely  hope  that  your  confidence 
and  trust  in  me  remain  still  unbroken  and  that  I 
shall  continue  to  merit  your  consideration  and 
respect. 

Inaugural  Address  of  President, 
EMMETT  IRWIN,  M.  D. 

SOME  PASSING  THOUGHTS 

Once  again  custom  brings  together  the  mem- 
bers of  this  Society  to  witness  a change  in  its 
administrative  personnel.  You  have  come  to  listen 
to  an  enumeration  of  the  many  accomplishments 
of  the  preceding  officials,  to  hear  a dedication  of 
policy  from  the  incoming  administration  and  in 
eager  expectation  of  fanciful  and  grandiose  prom- 
ises from  the  lips  of  the  New  Executive.  As  re- 
gards the  former,  much  has  been  accomplished 
during  the  year  just  concluded  and  my  predeces- 
sor deserves  the  commendation  and  thanks  of 
each  member  of  this  Society  for  the  magnificent 
manner  in  which  its  affairs  have  been  conducted. 
As  for  the  latter,  this  administration  will  con- 
sider its  work  well  done  if  it  can  only  credibly 
carry  out  the  stupendous  tasks  prepared  for  us 
by  the  outgoing  officials. 

Tonight  we  launch  upon  a year  which  holds 
in  store  possibly  the  most  trying,  strenuous,  and 
laborious  problems  yet  faced  by  this  organization. 
During  this  month  the  Sectional  Meeting  of  the 
American  College  of  Surgeons  will  meet  in  this 
city.  This  Society  in  April  will  entertain  the 
Louisiana  State  Medical  Society  in  annual  ses- 
sion, and  during  November  will  be  host  to  the 
Southern  Medical  Association.  In  the  event  the 
1932  meeting  of  the  American  Medical  Associa- 
tion is  secured  for  New  Orleans,  necessarily  the 
major  portion  of  the  working  details  for  this 
gathering  will  be  carried  out  during  this  year. 
These  facts  are  placed  before  you  in  order  that 
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you  may  foresee  the  laborious  duties  already  con- 
fronting your  officers.  In  order  that  these  plans 
may  be  written  into  the  pages  of  the  glorious 
history  of  this  Society  as  successful  achievements, 
the  whole-hearted  and  sincere  cooperation  of 
every  member  is  needed,  putting  aside  any  and 
all  individual  differences,  ever  remembering  we 
are  but  equal  members  of  a constituted  group 
representing  a worthy  and  noble  profession. 

A community’s  greatest  asset  is  the  good 
health  of  its  citizenry  and  already  in  previous 
years  there  has  been  an  increasing  endeavor  to 
educate  the  people  of  our  city  to  the  need  for 
having  annually  a complete  physical  examination 
so  that  disease  may  be  detected  in  its  incipiency 
and  through  proper  advice  and  care  at  the  hands 
of  the  family  physician  early  restoration  to  health 
assured.  While  great  progress  has  been  made  in 
this  undertaking  it  may  be  more  forcefully  im- 
pressed by  example  in  the  universities  where  a 
thorough  physical  examination  should  be  required 
at  the  beginning  of  each  school  year  and  cer- 
tainly the  same  plan  should  be  executed  in  the 
Hospitals  for  the  House  Staffs,  Interne  and  Nurs- 
ing Corps.  While  enlightening  the  public  why 
should  not  the  prefession  itself  become  self-con- 
scious of  this  desirability. 

In  this  never  ending  campaign  against  disease 
and  in  the  interest  of  better  health  for  the  indi- 
vidual through  lifting  the  veil  of  mystery  from 
the  practice  of  Medicine,  taking  the  public  into 
professional  confidence,  educating  them  through 
writings  and  public  meetings,  the  physicians  can 
do  much  to  assist  in  causing  those  affected  with 
seemingly  innocent  maladies  to  seek  the  aid  of 
competent  medical  assistance  early  thus  more 
likely  assuring  success  of  treatment  by  cure  of 
the  patient.  Even  after  the  vast  amount  of  pub- 
licity given  to  the  necessity  for  early  recognition 
and  treatment  of  cancer,  too  many  persons  are 
reporting  for  relief  in  the  advanced  stages  when 
all  procedures  fail.  Many,  fearful  of  surgical  pro- 
cedures, are  insistent  upon  patronizing  the  quacks 
receiving  at  their  hands  applications  of  most  dan- 
gerous so  called  remedies,  until  hopeless,  when  as 
a last  minute  resort  seek  aid  at  the  altar  of  science 
expecting  the  miracle  to  be  performed.  It  is  too 
late.  This  Society  should  keep  alive  the  campaign 
of  publicity  against  cancer  and  it  is  hoped  one 
meeting  each  year  will  be  dedicated  to  thijs 
cause,  at  which  meeting  the  public  may  be  given 
the  latest  information  concerning  this  dreaded 
affection 

New  Orleans,  with  her  beloved  State  Charity 
Hospital  and  magnificent  Medical  College,  aug- 
mented by  an  efficient  Medical  profession  equal 
to  any  in  America,  is  one  of  the  Nation’s  leading 
centers  for  the  dissemination  of  Medical  knowl- 


edge. However,  even  with  these  assets  the  ad- 
vancement of  Medical  Science  in  our  Community 
to  the  degree  deserving  of  such  assets,  is  ma- 
terially hampered  by  lack  of  proper  financial  aid. 
Research  in  the  sciences  requires  a vast  expendi- 
ture of  money,  but  when  the  dividends  are  de- 
clared through  extermination  of  disease,  relief  of 
suffering,  better  health,  promulgation  of  life,  and 
a more  desirable  community  in  which  to  live,  the 
investment  is  quite  small.  In  comparison  with 
other  large  cities  there  are  relatively  few  dona- 
tions of  consequence  here  for  the  endowments  of 
Departments,  Professorships,  or  foundations  for 
the  study  of  certain  specific  disease.  Would  not  the 
establishment  in  New  Orleans  of  a well-endowed 
and  administered  foundation  for  Medical  re- 
search, or  for  the  study  of  cancer  or  investigation 
of  other  diseases,  be  a most  wonderful  gift  to 
the  people  from  some  kind  benefactor?  Why 
should  not  New  Orleans  as  a famous  medical  cen- 
ter take  the  lead  in  these  vast  research  problems 
and  claim  her  just  position  in  the  Medical  World? 
The  answer  is  simple;  a lack  of  proper  and  suf- 
ficient financial  endowments.  She  already  is  en- 
dowed with  proper  medical  knowledge  and  skill. 

Of  late  there  has  been  much  talk  and  writing 
about  the  so-called  high  cost  of  medical  aid  and 
hospital  care.  This  state  of  affairs  exists  mostly 
in  the  mind  and  is  simply  an  attitude  created 
within  the  individual  rather  than  an  existing  fact. 
There  was  a time  when  the  physician  rendered 
his  services  gratuitously  and  survived  upon  dona- 
tions from  grateful  and  sympathetic  friends  in  a 
somewhat  similar  situation  as  the  ministers  found 
themselves.  Over  a long  period  of  time  many 
have  received  medical  aid  at  a minimum  or  free, 
so  it  is  now  difficult  for  these  same  persons  to 
meet  the  changing  conditions,  and  likewise  it  has 
been  hard  for  the  physician  to  readjust  himself. 
He  is  fundamentally  a man  of  tender  and  sym- 
pathetic feeling,  one  poor  in  business,  and  easily 
the  subject  of  imposition.  Because  of  his  profes- 
sion he  is  expected  to  pay  his  debts,  but  makes 
his  charges  with  a prayer  and  hope  of  receiving 
compensation  for  his  services.  There  is  no  regu- 
lated or  specified  price  for  a particular  service,  the 
doctor  making  his  fee  in  accordance  with  his 
idea  of  the  value  of  the  service  rendered.  Most 
people  when  acutely  ill  are  quite  exacting  and 
wish  the  physician  to  answer  his  beck  and  call 
and  are  ready  to  admit  the  great  skill  and  su- 
perior knowledge  possessed  by  their  doctor — 
But,  when  the  pain  has  gone  and  health  restored 
he  frequently  feels  he  has  been  imposed  upon  by 
having  been  sick  and  the  bill  is  out  of  all  pro- 
portion to  the  service  rendered  for  he  would  have 
recovered  anyway  and  besides  he  was  not  very 
sick. 
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It  is  commonly  believed  the  physician  charges 
his  patient  in  accordance  with  the  latter’s  ability 
to  pay — “The  sliding  scale  of  charges  for  the 
same  service  rendered  different  patients  in  dif- 
ferent levels  of  social  and  financial  standing.”  To 
some  very  slight  extent  this  may  be  true  and  has 
gained  popular  belief  because  of  the  wide  spread 
publicity  given  a few  cases  in  which  wealthy  per- 
sons were  charged  seemingly  exorbitant  fees.  This 
is  the  exception  and  not  the  rule.  One’s  ability  to 
pay  is  a rather  relative  term  and  most  difficult 
to  determine.  Likewise  is  the  value  of  a service 
rendered  difficult  to  be  translated  into  terms  of 
money — which,  it  is  asked,  may  be  a more  satis- 
factory service  to  a person — one  hundred  thousand 
dollars  as  a fee  for  an  experienced  surgeon  to 
open  one’s  abdomen,  or  a similar  fee  for  an  ex- 
perienced lawyer  to  open  that  person’s  succession? 
But  who  ever  heard  of  a medical  fee  of  such  an 
amount  in  this  city?  You  have  heard  of  such  a 
succession  fee.  There  is  no  justification  for  any 
one  charge  for  services  rendered  but  the  sliding 
scale  for  medical  services  is  an  injustice  to  the 
physician  for  contrary  to  usual  belief  the  slide  is 
downward.  Where  it  slides  up  in  one  case  it 
slides  down  in  one  thousand.  Would  that  this 
and  the  credit  system  be  abolished  in  favor  of 
the  cash  piggly-wiggly-pay-as-you-go  system. 

In  preparing  the  annual  family  budget  the 
item  of  sickness  is  rarely  considered  for  each  feels 
he  will  not  become  ill,  consequently  when  he  or 
some  member  of  his  famly  contracts  a disease  or 
meets  with  an  accident  he  is  unable  to  reconcile 
himself  to  this  unexpected  expense.  He  has  made 
arrangements  for  the  payment  of  taxes,  install- 
ments on  the  radio,  or  the  automobile,  so  he 
feels  he  is  unable  to  meet  the  demands  for  sick- 
ness. Many  are  prone  to  take  better  care  of  their 
automobile  by  frequent  inspection  and  repairs 
than  of  the  body  of  his  children  and  himself.  Pos- 
sibly the  average  cost  of  automobile  per  year  is 
greater  than  the  annual  expenditure  for  medical 
service.  Check  yours.  Of  course,  I am  conscious 
of  the  necessity  for  the  efficient  care  of  the  des- 
titute who  are  unable  to  have  the  niceties  of 
life  and  who  are  in  need  of  the  kindly  hand  of 
their  fellow  man.  For  these  there  is  the  great 
Charity  Hospital  and  the  free  clinics  of  the  other 
kind  institutions  where  the  same  physicians  merci- 
fully give  free  and  gladly  of  their  time,  knowledge 
and  service. 

There  are  persons  of  moderate  circumstances, 
who  suffer  from  ailments  necessitating  hospitali- 
zation but  fear  to  face  the  facts  and  undergo 
treatment  because  of  the  uncertainty  of  the  costs 
for  the  service.  There  exists  distinct  need  in  New 
Orleans  for  a hospital  of  moderate  rates  for  the 
middle  man,  in  which  a standard  schedule  of 


charges  is  maintained  both  for  hospital  care  and 
medical  service,  to  which  a prospective  patient 
may  apply  and  determine  quite  accurately  the  cost 
to  be  met  in  his  illness  enabling  him  to  arrange 
for  its  payment  in  advance.  Please  do  not  under- 
stand this  to  mean  that  our  present  institutions 
charge  exhorbitant  rates,  for  when  compared  with 
hotel  rates  these  are  quite  reasonable.  The  proposed 
hospital  plans  for  the  person  of  moderate  means 
it  is  believed  will  be  patronized  by  a great  many 
whom  now  are  imposing  upon  the  Charity  of 
the  City  and  State  to  the  injustice  of  the  needy 
poor — constituting  what  is  commonly  termed  Hos- 
pital Abuse. 

With  the  changing  economic  and  industrial  con- 
ditions there  has  come  into  existence  organized 
groups  of  employees,  associated  together  for 
the  purpose  of  securing  satisfactory  medical  aid 
and  hospital  care  at  a nominal  cost  to  each,  a 
kind  of  community  plan  employing  their  own 
staffs.  The  majority  of  these  persons  are  of  a 
class  who  pay  little  or  nothing  to  the  physician 
and  would  neglect  the  health  of  themselves  and 
families.  Through  these  organizations  the  physi- 
cians are  paid  a salary  and  the  members  are  lifted 
out  of  the  pauper  class,  helping  themselves,  and 
are  a more  satisfied,  respectable  group  of  citizens 
for  it.  In  keeping  with  this  same  general  idea 
many  insurance  companies  have  devised  various 
health  policies,  expecting  to  enable  the  policy 
holder  to  take  care  of  his  sickness  through  in- 
surance. While  the  idea  is  good,  it  is  unfortunate 
so  many  exceptions  to  payment  are  included  in  a 
great  number  of  these  which  reduces  their  value 
materially. 

The  compensation  law,  while  inadequate,  has 
helped  the  industrial  workers  to  be  cared  for  to 
a certain  degree  but  with  the  low  maximum  finan- 
cial responsibility,  the  physician  is  frequently 
made  to  suffer  for  his  fee  because  the  allowance 
is  expended  long  before  the  case  is  terminated. 
This  should  be  corrected  through  power  legisla- 
tion. 

Compensation  and  other  cases  in  court  are  a 
source  of  much  disagreement  amongst  physicians 
representing  different  factions  in  the  case,  serv- 
ing to  lower  the  standing  of  the  profession  and 
causing  the  judge,  who  desires  the  opinion  of 
medical  men  to  enable  him  to  more  capably  ar- 
rive at  a conclusion,  to  frequently  disregard  the 
conflicting  medical  testimony  possibly  rendering 
his  opinion  in  injustice  to  one  of  the  parties.  As 
a solution  it  is  suggested  a law  be  enacted  author- 
izing the  trial  judge  in  these  cases  to  appoint  three 
physicians  to  serve  as  advisory  referee.  It  is 
believed  this  will  prove  beneficial  to  the  court  and 
the  profession. 
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With  the  growing  multitude  of  helpless  and 
irresponsible  persons  owning  and  operating  auto- 
mobiles, the  number  of  accidents  has  increased, 
constituting  a problem  of  great  concern  to  the 
community  throwing  the  care  of  a large  number 
of  these  victims  upon  the  people  of  the  City 
and  State  through  treatment  in  the  Charity  Hos- 
pital. Every  person  owning  or  operating  an  auto- 
mobile should  be  made  conscious  of  his  duty 
to  society  by  requiring  such  owner  to  carry  his 
share  of  the  burden  through  bonding  or  insuring 
the  car  against  accident  or  injury  to  both  person 
and  property.  This  time  will  come,  but  even  the 
present  is  not  too  soon. 

The  medical  profession  is  interested  in  the 
health  of  the  community  not  only  from  the  stand- 
point of  disease  but  also  it  is  deeply  concerned 
with  injuries  to  the  body  mechanism  produced  by 
the  ingestion  of  injurious  agents  either  volun- 
tarily or  by  accident.  Many  permanent  injuries 
are  inflicted  and  deaths  caused,  chiefly  in  children 
by  the  accidental  swallowing  of  concentrated  lye, 
— the  sale  of  which  should  be  most  rigidly  cur- 
tailed and  its  presence  in  the  home  discouraged. 
The  Volshead  Act  has  been  responsible  not  only 
for  the  wholesale  violation  of  the  law  and  dis- 
respect for  authority  but  has  brought  on  a more 
widespread  use  of  drink.  Necessarily  the  use  of 
liquors  obtained  through  the  illegal  traffic  or  so- 
called  bootleg  trade,  much  of  which  contains 
anything  from  creosote  to  shoe  polish,  has  had 
undetermined  deletorious  effects  upon  the  physical 
wellbeing  of  many  of  our  citizens.  Without  hesi- 
tation it  is  stated  the  modification  of  this  unpopu- 
lar law  permitting  well  supervised  manufacture 
and  regulated  sale  of  alcoholic  beverages,  will  be 
a health  measure  well  worthy  of  consideration. 
The  traffic  in  narcotics  is  a problem  requiring 
much  thought  from  the  Federal  Government.  The 
Harrison  Narcotic  law  is  a worthy  piece  of  legis- 
lation which  removes  the  legitimate  source  of 
supply  from  the  poor  unfortunates  who  are  ad- 
dicted to  the  use  of  these  drugs.  These  individuals 
are  not  fundamentally  criminally  inclined  but  will 
resort  to  any  means  to  obtain  needed  dope.  These 
poor  creatures  are  suffering  from  an  affliction  of 
the  most  terrible  nature  and  should  be  pitied  rather 
than  condemned.  Why  should  not  the  Federal 
Government  while  depriving  these  victims  of  their 
r-curee  of  supply  at  the  same  time  make  provision 
for  their  care  in  Government  Institutions  in  an 
effort  to  free  them  from  the  curse  which  clutches 
their  very  soul? 

New  Orleans  possesses  an  unlimited  volume  of 
clinical  material  and  a desire  on  the  part  of 
physicians  outside  of  our  City  to  visit  here,  must 
be  cultivated  through  encouragement  in  the  way 
of  well  organized  and  inviting  Clinical  programs. 


Other  cities  have  taken  the  lead  and  our  com- 
munity must  not  fall  behind.  It  is  gratifying  to 
know  the  New  Orleans  Chapter  of  the  American 
College  of  Surgeons  has  announced  its  prepara- 
tion to  promote  and  foster  annually  the  New  Or- 
leans Midwinter  Clinics,  the  first  of  which  will 
be  conducted  early  in  1932.  This  administration 
will  lend  every  effort  towards  assuring  success 
of  this  commendable  undertaking. 

The  incoming  officers  to  whom  you  have  so  gen- 
erously entrusted  the  administration  of  the  affairs 
of  this  Society,  will  endeavor  to  conduct  the  same 
upon  the  high  ethical  plane  maintained  by  their 
predecessors.  This  administration  shall  be  ever 
ready  to  council  with  the  members  of  the  Society 
and  shall  exhibit  a willingness  to  co-operate  with 
all  Medical  groups  of  the  iState  and  City. 

Through  the  selection  of  Dr.  Robert  Strong  as 
chairman  of  the  Scientific  Essays  Committee  the 
Society  is  insured  of  both  interesting  and  in- 
structive programs. 

With  the  beginning  of  a New  Year  the  Society 
enters  a new  domicile  in  this  magnificent  Temple 
of  Learning — The  Hutchinson  Memorial  of  Tu- 
lane  University.  To  the  President,  Board  and 
Dean  of  Tulane  this  Society  expresses  its  thanks 
and  appreciation  for  their  spirit  of  generous  co- 
operation. 

To  the  Board  and  Officers  of  the  newly  created 
Medical  Department  of  our  great  State  Uni- 
versity, I extend  greetings. 

During  this  year  as  your  executive  and  pre- 
siding officer,  thanks  are  expressed  for  the  honor 
with  which  you  have  entrusted  me.  My  desire  is 
to  administer  the  affairs  of  your  Society  with 
celerity  and  efficiency,  and  every  effort  will  be 
exerted  to  rule  fairly  but  well. 

To  each  of  you  and  to  the  Society  a sincere 
wish  for  a prosperous  New  Year. 

ANNUAL  REPORT  OF  THE  SECRETARY 
ORLEANS  PARISH  MEDICAL  SOCIETY 

H.  Theodore  Simon,  M.  D. 

Your  Secretary  begs  permission  to  submit  the 
following  happenings  of  the  Society  during  the 
year  1930. 

Again  we  have  gone  through  another  active 
year,  the  most  important  happening  being  the 
change  of  the  domicile  of  the  Orleans  Parish  Med- 
ical Society  offices  and  Library  to  the  beautiful 
new  building  of  the  Hutchinson  Memorial  of  the 
Tulane  Medical  School.  The  offices  and  Library 
were  moved  on  December  3rd,  and  the  apperten- 
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ances  and  fittings  of  these  offices,  Board  Room 
and  Library  are  most  modern  and  impressive. 

The  year  ended  with  a total  membership  of  505 
which  happens  to  be  ten  less  than  numbered  last 
year.  This  loss  is  probably  explained  by  the  lack 
of  Interne  Members  who  are  unwilling  to  pay  the 
increased  dues  of  the  Louisiana  State  Medical 
Society.  At  present  negotiations  have  been  en- 
tered with  the  State  Society  in  an  endeavor  to 
alleviate  the  necessity  of  our  Interne  Members 
paying  other  than  their  $1.00  dues  in  our  Society. 
The  Active  Members  number  479,  Associate  Mem- 
bers 22,  Honorary  Members  3,  and  Interne  Mem- 
bers 1.  Losses  during  the  year  numbered  17,  of 
these  were  deaths  4,  resignations  because  of  re- 
movals 10,  dropped  for  non-payment  of  dues  2, 
dropped  because  of  removal  1. 

MEETINGS. 

The  Board  of  Directors  has  held  twelve  meet- 
ings, ten  regular  and  two  special.  Many  matters 
were  brought  to  them  for  their  consideration,  and 
each  and  every  member  must  be  congratulated  on 
his  hearty  co-operation. 

The  Society  has  held  17  meetings  which  in- 
cluded during  the  year  three  joint  Clinical  Meet- 
ings with  the  Charity  Hospital  Staff,  one  joint 
meeting  with  the  New  Orleans  Gynecological  and 
Obstetrical  Society,  a joint  meeting  with  the  New 
Orleans  Gastro-Enterological  Society  and  the 
Stanford  E.  Chaille  Memorial  Oration.  The  So- 
ciety had  the  pleasure  of  having  four  guests 
present  to  read  papers,  namely: 

Dr.  Otto  H.  Schwarz  of  St.  Louis. 

Dr.  Charles  L.  Scudder  of  Boston. 

Dr.  Frank  Smithies  of  Chicago. 

Dr.  Irving  S.  Cutter  of  Chicago. 

The  Chairman  of  the  Scientific  Essays  Commit- 
tee, Dr.  E.  L.  King,  deserves  your  hearty  con- 
gratulations on  the  most  interesting  programs 
presented  during  the  year. 

CHAILLE  MEMORIAL  ORATION. 

The  fifth  Stanford  E.  Chaille  Memorial  oration 
was  held  on  December  12  when  Dr.  Irving  S.  Cut- 
ter, Dean  of  Northwestern  Medical  School,  was 
the  orator. 

BY-LAWS. 

The  only  amendment  to  the  By-Laws  is  in  Arti- 
cle 9,  whereby  your  President  is  ipso  facto  a 
Delegate  to  the  Louisiana  State  Medical  Society 
serving  during  the  term  of  his  office. 

HISTORY. 

Fifty  years  of  existence  of  the  Orleans  Parish 
Medical  Society  was  commemorated  by  a History 
written  by  Dr.  A.  E.  Fossier.  This  was  published 


in  the  spring  of  the  year  and  each  member  was 
presented  with  a copy  gratis.  This  History  is  a 
most  excellent  resume  of  the  happenings  during 
the  half  century  of  the  existence  of  this  Society, 
and  Dr.  Fossier  deserves  praise  and  sincere  thanks 
from  the  Society  for  his  interesting  contribution. 

Dr.  E.  S.  Lewis,  ■who  has  been  a member  of 
this  Society  since  its  organization,  was  elected 
an  Honorary  Member. 

The  Board  of  Directors  endorsed  the  drive  of 
the  Flint-Goodrich  Hospital  and  Medical  Center. 

Miss  Marshall,  your  Assistant  Librarian,  was 
sent  to  the  Medical  Library  Association  meeting 
in  Montreal.  She  has  been  re-elected  Treasurer 
of  this  Association.  The  Board  of  Directors 
joined  with  Tulane  University  in  extending  an 
invitation  to  this  Association  to  meet  in  New  Or- 
leans in  1931  which  was  accepted. 

The  Senators  and  Representatives  in  the  United 
States  Congress  from  Louisiana  were  asked  to 
use  their  influence  to  have  the  Medical  Index  of 
the  Surgeon  General’s  Office  continued  as  is  pres- 
ently published.  Through  combined  efforts  of 
appeals  from  Senators  and  Representatives  from 
many  other  states,  the  Surgeon  General’s  Office 
has  ordered  that  the  Index  be  published  as  is  at 
present. 

Your  Society  has  co-operated  with  the  New 
Orleans  Public  School  System  in  holding  their 
pre-school  round-ups. 

The  Society  was  invited  to  a luncheon  at  the 
Cloverland  Dairy  Products  Company  and  quite  a 
few  members  took  advantage  of  this  opportunity 
to  see  a modern  dairy  plant  in  operation  and  to 
enjoy  the  nice  luncheon. 

The  Society  has  issued  an  invitation  to  the 
Southern  Medical  Association  to  meet  here  in 
1931.  This  invitation  has  been  accepted  and  the 
Southern  Medical  Association  will  meet  here  No- 
vember 17-20,  1931. 

The  Society  has  also  extended  an  invitation  to 
the  American  Medical  Association  to  meet  here 
in  1932.  An  attempt  was  made  to  procure  the 
1931  convention,  but  on  account  of  the  late  start 
proved  unsuccessful. 

During  the  past  year  of  the  Legislature  a bill 
was  introduced  to  abolish  the  Physicians’  License 
Tax.  This  Bill  was  favorably  received  and  would 
have  probably  passed  had  it  not  been  for  the  late 
filibuster  which  practically  tied  up  all  legislative 
measures. 

GROUP  INSURANCE. 

The  rate  of  premium  on  group  insurance  has 
been  materially  increased  owing  to  increased 
mean  age  by  the  younger  men  dropping  out  from 
the  group.  This  increase  in  rate  has  resulted  in 
25  members  dropping  out  so  that  the  prospects 
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for  next  year  are  not  very  favorable  for  any 
other  than  another  marked  increase  in  rate.  The 
local  representative  of  the  American  National 
Insurance  Company  who  holds  this  group  policy 
is  endeavoring  to  have  some  of  the  younger  men 
take  out  their  policies  again  which  may  help  the 
rate  reduction. 

DELEGATES. 

The  following  Delegates  and  Alternates  to  the 
Louisiana  State  Medical  Society  were  elected  for 
a term  of  two  years: 

Delegates — Drs.  C.  Grenes  Cole,  F.  L.  Fenno, 

F.  J.  Chalaron,  H.  W.  Kostmayer,  S.  M.  Black- 
shear,  0.  W.  Bethea,  R.  B.  Harrison,  P.  Graffag- 
nino,  H.  Theodore  Simon,  Leon  J.  Menville,  M. 
J.  Lyons. 

Alternates — Drs.  P.  A.  Mcllhenny,  E.  Denegre 
Martin,  H.  V.  Sims,  J.  E.  Dupuy,  Allan  Eustis,  S. 

G.  Wilson,  Homer  Dupuy,  G.  B.  Collier,  Frank 
Chetta,  H.  B.  Alsobrook,  M.  Earle  Brown. 

OFFICE  ORGANIZATION. 

The  work  in  the  office  has  been  constant  be- 
cause of  detail  work  of  collecting  and  paying 
premiums  of  group  insurance,  also  the  many 
notices  and  letters  sent  to  the  membership  noti- 
fying them  of  routine  business. 

I wish  to  sincerely  thank  Miss  Lucille  Maier, 
our  Assistant  Secretary-Treasurer,  for  her  faith- 
fulness and  promptness  in  her  endeavors  to  co- 
operate. 

I also  desire  to  express  my  thanks  to  our 
President,  to  each  member  of  the  Board  of  Direc- 
tors and  to  the  general  membership  for  their 
hearty  co-operation. 

Respectfully  submitted, 

H.  Theodore  Simon,  M.  D., 

Secretary. 

TREASURER’S  REPORT  FOR  1930. 

The  following  is  a brief  summary  of  the  an- 
nual receipts  and  expenditures  of  the  Orleans 
Parish  Medical  Society. 

Report  of  General  Fund,  1930 


Balance  on  Hand,  1/1/30 $ 1,737.49 

Receipts  25,045.39 

Expenditures  24,552.93 

Actual  Book  Balance...- 2,338.28 

Total  office  expenditures 225.51 

Incidentals  418.55 

Total  special  receipts 2,335.10 

Total  special  expenditures 9,531.80 


Respectfully  submitted, 

John  A.  Lanford,  M.  D., 

Treasurer. 


LIBRARIAN’S  REPORT— YEAR  1930. 

To  the  Officers  and  Members  of  the  Orleans  Par- 
ish Medical  Society: 

With  the  transfer  of  the  Society’s  Library  to 
the  new  Tulane  Medical  Building  and  thereby 
placing  our  material  in  close  proximity  to  the 
Library  of  the  Medical  School,  there  is  conven- 
iently arranged  for  our  membership  the  medical 
library  facilities  unexcelled  in  any  other  city  of 
the  South  and  equalled  by  only  a few  in  the 
entire  United  States. 

At  the  time  of  the  present  report,  our  Medical 
Society  can  boast  of  a total  accumulation  of 
16,365  volumes.  With  the  consent  of  the  proper 
authority,  I might  mention  that  this  number  of 
books  and  the  number  in  the  Tulane  library  gives 
up  an  available  reference  library  totaling  approxi- 
mately 35,000  volumes.  Since  the  total  capacity 
of  the  shelving  is  something  like  100,000  volumes, 
there  need  be  no  apprehension  for  the  possibili- 
ties of  future  expansion.  Service  to  our  members 
is  materially  increased  by  the  new  arrangement 
of  personnel,  the  privacy  of  the  Society’s  reading 
rooms  and  the  ability  to  make  use  of  books  in 
the  alcoves  where  there  are  small  reading  tables. 

During  the  past  year,  1108  books  were  added 
to  the  Library;  of  these,  504  were  received  by 
binding,  34  by  purchase,  436  by  gift  and  134  from 
the  New  Orleans  Medical  and  Surgical  Journal. 

Two  meetings  of  the  Library  Committee  were 
held  at  which  all  members  were  present.  Recom- 
mendations to  the  Board  of  Directors  were  made 
for  an  increase  in  appropriations  for  the  purpose 
of  improving  the  condition  of  our  present  volumes 
and  to  complete  many  of  the  journal  files  that 
have  remained  incomplete  for  many  years.  Due 
to  the  efforts  of  our  committee  and  to  the  sup- 
port of  the  Board  the  Society  has  adopted  an 
increase  in  the  library’s  revenue  almost  equalling 
50  per  cent  more  than  the  past  few  years. 

A noticeable  item  in  the  past  year’s  activity 
of  the  library  was  the  attendance  of  Miss  Marshall 
at  the  annual  meeting  of  the  American  Medical 
Library  Association  at  Montreal.  She  visited  14 
medical  libraries  en  route  and  through  her  efforts, 
the  Association  accepted  our  invitation  to  meet 
in  New  Orleans  next  May. 

A financial  statement  of  the  annual  receipts 
and  expenditures  accompany  this  report. 

Respectfully  submitted, 

Daniel  N.  Silverman,  M.  D., 

Librarian. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editoi 


THE  ANNUAL  MEETING. 

The  52nd  Annual  Meeting-  of  the  Louisiana 
State  Medical  Society  is  now  a thing  of  the  past. 
In  retrospect  this  meeting  ranks  with  other  suc- 
cessful meetings  that  have  been  held  in  New  Or- 
leans and  elsewhere  in  the  State.  The  scientific 
program  was  an  excellent  one.  The  papers  will 
appear  during  the  course  of  the  approaching  year 
in  the  New  Orleans  Medical  and  Surgical  Journal. 
The  Section  Chairmen  started  their  meetings 
promptly  and  there  was  a general  participation 
in  the  discussions  of  the  scientific  presentations. 
The  open  meeting  at  the  Jung  Hotel  was  extreme- 
ly well  attended,  and  the  annual  orators,  Dr. 
Charles  Geschickter  and  Mr.  Rufus  Harris  were 
listened  to  with  keen  attention.  The  presidential 
address  of  Dr.  H.  B.  Gessner  was  extremely  well 
received.  The  social  features  of  the  meeting 
should  not  be  forgotten.  An  excellent  stag  ban- 
quet was  served  on  the  night  of  Wednesday, 
April  15,  which  was  followed  by  a dancing  and 
a singing  entertainment  staged  by  Dr.  Jules 
Dupuy,  which  was  greatly  applauded.  The  golf 
tournament  was  well  attended  and  some  magnifi- 
cent prizes  were  awarded.  The  low  gross  prize 
was  won  by  Dr.  A.  D.  Mangham  of  Elizabeth;  the 
runner-up  trophy  was  won  by  Dr.  Clarence  Lorio 
of  Baton  Rouge,  who  tied  with  Dr.  S.  C.  Jami- 
son of  New  Orleans  and  who  won  the  toss  for 
the  award;  the  low  net  was  won  by  Dr.  Leon 
J.  Menville  of  New  Orleans;  the  blind  holes  by 
Dr.  Hugh  Lawson  of  New  Orleans;  and  the  kick- 
ers by  Dr.  L.  A.  Fortier  of  New  Orleans. 

Under  the  able  chairmanship  of  Mrs.  Joseph 
Hume,  an  excellent  series  of  entertainments  were 
provided  for  the  visiting  ladies,  all  of  whom 
apparently  had  a most  delightful  stay  in  New 
Orleans. 

The  report  of  the  House  of  Delegates  to  the 
General  Assembly  of  the  Louisiana  State  Medical 
Society  follows: 

New  Orleans,  April  16,  1931. 

Gentlemen : 

The  open  session  of  the  House  of  Delegates  of 
the  Louisiana  State  Medical  Society  was  called 
together  at  ten  o’clock  Monday  morning,  April 
13,  1931,  and  again  on  Thursday  morning,  April 
16,  1931. 

The  report  of  the  President  was  received  with 
a great  deal  of  enthusiasm,  and  the  recommenda- 
tions contained  therein  were  adopted. 

The  Secretary-Treasurer’s  report  was  read  and 
adopted. 

The  report  of  the  Chairman  of  the  Council 
was  made  and  certain  recommendations  were 
offered  in  amending  the  By-Laws,  in  order  that 


the  House  of  Delegates  may  function  more  effi- 
ciently. From  this  report  the  House  of  Delegates 
amended  its  Constitution  providing  for  “inactive 
membership,”  which  was  accepted  by  the  House. 
Also  provisions  were  made  for  “interne  member- 
ship” in  the  State  Society.  Also  amendments  to 
the  By-Laws  were  made  providing  that  every 
member  of  the  State  Society  be  furnished  with 
a copy  of  the  amendments  to  the  Charter,  Con- 
stitution and  By-Laws  within  sixty  days  after 
they  are  passed  by  the  House  of  Delegates.  Also 
that  the  Charter,  Constitution  and  By-Laws  of 
the  State  Society  be  reprinted. 

The  individual  Councilors  reported  the  activi- 
ties in  their  districts. 

The  various  standing  and  special  committees 
of  the  Society  submitted  their  reports  covering 
their  activities  during  the  past  year,  which  were 
adopted  by  the  House  of  Delegates.  The  valu- 
able and  extensive  report  of  the  Louisiana  State 
Board  of  Medical  Examiners  was  submitted  and 
approved. 

The  House  of  Delegates  took  cognizance  of  the 
Fraternal  Delegates  from  the  State  of  Texas, 
Dr.  D.  S.  Weir,  and  from  the  State  of  Mississippi, 
Dr.  L.  S.  Lippincott.  The  House  of  Delegates 
was  honored  by  the  presence  of  these  Fraternal 
Delegates,  and  the  Louisiana  State  Medical  So- 
ciety highly  appreciates  the  representative  phy- 
sicians which  the  State  Medical  Societies  of  Texas 
and  Mississippi  have  so  kindly  sent  us.  Cordial 
invitations  were  received  from  these  Fraternal 
Delegates  inviting  the  members  of  the  Louisiana 
State  Medical  Society  to  attend  their  respective 
meetings  this  year. 

The  House  of  Delegates  also  received  valuable 
reports  from  our  Fraternal  Delegate,  Dr.  J.  H. 
Musser,  to  the  Mississippi  State  Medical  Associa- 
tion, and  from  Dr.  Allan  Eustis,  Fraternal  Dele- 
gate to  the  Texas  State  Medical  Association. 

Various  communications  were  presented  and 
received  by  the  House  of  Delegates. 

The  question  of  securing  indemnity  insuran  e 
from  commercial  insurance  companies  was  con- 
sidered by  the  House  of  Delegates,  and  further 
time  was  given  for  the  receiving  of  bids  and 
other  details  concerning  its  final  completion. 

An  amendment  to  the  Constitution  providing 
for  an  Advisory  Body  to  the  House  of  Delegates 
composed  of  Ex-Presidents  was  adopted. 

Resolutions  were  offered  by  Dr.  Fred  J.  Mayer 
reaffirming  the  position  of  the  Louisiana  State 
Medical  Society  as  to  the  necessity  of  tick  eradi- 
cation in  this  State  both  from  a hygienic  and 
economic  viewpoint. 
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A resolution  was  adopted  providing  for  the 
distribution  of  a suitable  emblem  to  our  various 
Ex-Presidents  in  appreciation  of  their  services  and 
in  token  of  the  esteem  of  their  fellow  workers, 
and  a Committee  was  appointed  to  arrange  for 
the  presentation  of  same  at  the  1932  meeting; 
and  also  that  it  would  be  an  annual  custom  in  the 
succeeding  years  for  the  retiring  president  to 
receive  this  official  emblem. 

Upon  recommendation  by  the  Council,  the 
House  of  Delegates  elected  Dr.  Aristedes  Agra- 
monte  as  an  Honorary  Member  of  the  Louisiana 
State  Medical  Society. 

Suitable  resolutions  were  passed  opposing  the 
indescriminate  advertising  of  special  foods  and 
diets  and  vitamins  throughout  our  State  and 
country. 

Owing  to  the  unfortunate  illness  of  Dr.  B. 
A.  Ledbetter,  upon  recommendation  of  the  Com- 
mittee on  Public  Policy  and  Legislation,  he  was 
made  an  honorary  member  of  this  Committee, 
and  appropriate  recognition  was  made  by  the 
House  of  Delegates  of  his  long  and  faithful  serv- 
ice on  this  Committee. 

The  House  of  Delegates  took  official  recogni- 
tion of  the  mariahuana  menace,  and  it  was  sug- 
gested that  the  official  delegates  of  the  State 
Medical  Society  to  the  American  Medical  Associa- 
tion take  this  matter  up  with  the  House  of  Dele- 
gates of  the  American  Medical  Association.  A 
Committee  was  appointed  to  look  into  this  matter. 

The  House  of  Delegates  appointed  a Commit- 
tee to  supervise  the  editing  and  printing  of  the 
Charter,  Constitution  and  By-Laws. 

The  Committee  on  Resolutions  begs  to  report 
that  the  Louisiana  State  Medical  Society  expresses 
its  high  appreciation  and  thanks  to  the  following 
to-wit : 

To  Dr.  Emmett  Irwin,  President,  and  the  mem- 
bers of  the  Orleans  Parish  Medical  Society,  hosts 
in  this  auspicious  meeting. 

To  Dr.  Foster  M.  Johns,  Chairman  of  the  Com- 
mittee on  Arrangements,  and  to  the  Chairmen 
and  Sub-Committees  for  their  indefatigable  labors 
in  making  this  Convention  one  of  the  most  suc- 
cessful in  the  history  of  the  Society. 

To  Mrs.  Joseph  Hume,  Chairman  of  the  Com- 
mittee on  Ladies  ’ Entertainment,  and  to  the 
Chairmen  of  the  Sub-Committees  for  their  ele- 
gant entertainment  of  the  visiting  ladies. 

To  President  Dinwiddie  and  Dean  Bass  of  the 
Medical  Department  of  Tulane  University  for  the 
use  of  the  offices  and  Auditorium  of  the  Hutchin- 
son Memorial,  and  for  their  sumptuous  luncheon. 

To  Dr.  Arthur  Vidrine,  Dean  of  the  Louisiana 
State  University  Medical  School,  and  Superinten- 


dent of  Charity  Hospital,  and  his  staff,  for  their 
splendid  luncheon. 

To  Sister  Mary  Agnes,  Mother  Superior,  and 
the  Sisters  of  Charity  of  Hotel  Dieu  for  their 
elegant  luncheon. 

To  the  Retiring  President,  Dr.  Hermann  B. 
Gessner,  in  appreciation  of  his  able,  tactful  and 
brilliant  administration. 

To  Dr.  P.  T.  Talbot,  Secretary-Treasurer  of  the 
State  Society,  for  the  fine  manner  in  which  he 
has  conducted  the  affairs  of  his  office,  evidenced 
by  the  outstanding  progress  manifested  in  the 
affairs  of  the  Society  and  in  the  high  character 
of  the  scientific  program. 

To  Miss  Mary  Crossen,  Assistant  Secretary- 
Treasurer,  and  Miss  Shirley  Osborne  of  the  Lou- 
isiana State  Medical  Society,  and  Miss  Lucille 
Maier  of  the  Orleans  Parish  Medical  Society,  for 
their  devotion  to  duty  and  interest  in  the  dis- 
charge of  their  duties. 

To  Dr.  J.  J.  Ayo,  Chairman  of  the  House  of 
Delegates,  for  the  expeditious  and  impartial  rul- 
ings that  greatly  facilitated  the  sessions  of  the 
House  of  Delegates. 

To  Mr.  H.  S.  Jacobs,  Manager  of  the  Jungj 
Hotel,  for  the  use  of  their  elegant  hotel  as  head- 
quarters of  the  Convention,  and  to  all  other 
hotels  that  gave  reduced  rates  to  the  delegates. 

To  the  Metairie  Golf  Club  for  the  courtesies 
of  their  Club. 

To  the  Baptist  Hospital,  Hotel  Dieu,  Touro  and 
Marine  Hospitals  for  tender  to  members  of  their 
clinical  facilities. 

To  Dr.  Felix  J.  Underwood,  Executive  Officer 
of  the  Mississippi  State  . Board  of  Health. 

To  Dr.  Chas.  Geschickter  of  Johns  Hopkins. 

To  Dr.  Rufus  Harris,  Dean  of  the  College  of 
Law  of  Tulane  University. 

To  Dr.  Walter  T.  Dannruether  of  the  New 
York  Post-Graduate  School. 

To  Dr.  C.  F.  Dixon  of  Mayo  Clinic,  for  their 
participation  in  the  program. 

To  Dr.  L.  J.  Menville,  Chairman  of  the  Scien- 
tific Exhibits  and  to  all  the  scientific  exhibitors 
for  their  splendid  exhibits. 

To  Dr.  Rudolph  Matas  for  his  unique  exhibit 
of  ancient  medical  art. 

To  Dr.  D.  S.  Weir  of  Beaumont,  Texas,  Fra- 
ternal Delegate  of  the  Texas  State  Medical  Asso- 
ciation. 

Dr.  Leon  S.  Lippincott  of  Vicksbm’g  Mississippi, 
Fraternal  Delegate  of  the  Mississippi  State  Medi- 
cal Association. 

To  the  New  Orleans  Press. 
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The  House  of  Delegates  selected  Lake  Charles 
as  their  next  place  of  meeting  in  1932,  and  the 
dates  to  be  determined  later  by  the  Executive 
Committee. 

Dr.  J.  J.  Ayo  of  Raceland  was  re-elected  as 
Speaker  of  the  House  of  Delegates. 

The  following  officers,  being  duly  nominated, 
were  elected: 

President — Dr.  S.  C.  Barrow,  Shreveport. 

President-Elect — Dr.  Roy  B.  Harrison,  New 
Orleans. 

First  Vice-President — Dr.  D.  I.  Hirsch,  Monroe. 

Second  Vice-President — Dr.  J.  T.  Nix,  New 
Orleans. 

Third  Vice-President — Dr.  C.  E.  Hamilton,  La- 
fayette. 

Councilors : 

Third  Congressional  District — Dr.  C.  C.  De- 
Gravelles,  Morgan  City. 

Sixth  Congressional  District — Dr.  J.  H.  Slaugh- 
ter, Bogalusa. 

Seventh  Congressional  District — Dr.  D.  C.  lies, 
Lake  Charles. 

Eighth  Congressional  District — Dr.  J.  H.  Lan- 
drum, Alexandria. 

Committees: 

Committee  on  Scientific  Work — Dr.  P.  T.  Tal- 
bot, Chairman,  New  Orleans;  Dr.  R.  G.  Douglas, 
Shreveport;  Dr.  A.  E.  Fossier,  New  Orleans. 

Committee  on  Medical  Defense — Dr.  Henry 
Daspit,  New  Orleans,  for  a term  of  three  years. 

Committee  on  Hospitals — Dr.  Charles  Chas- 
saignac,  Chairman;  New  Orleans;  Dr.  J.  L.  Scales, 
Shreveport;  Dr.  0.  P.  Daly,  Lafayette;  Dr.  C.  P. 
Gray,  Monroe;  Dr.  A.  J.  Comeaux,  Youngsville. 

Committee  on  Health  and  Public  Instruction — 
Dr.  W.  H.  Seemann,  Chairman,  New  Orleans;  Dr. 
F.  R.  Gomila,  New  Orleans;  Dr.  G.  M.  G.  Stafford, 
Alexandria;  Dr.  J.  Q.  Graves,  Monroe;  Dr.  J.  K. 
Griffith,  Slidell. 

Committee  on  Journal — Dr.  H.  W.  Kostmayer 
and  Dr.  S.  M.  Blackshear  of  New  Orleans;  each 
for  a term  of  three  years. 

Delegate  to  the  American  Medical  Association 
- — J.  Q.  Graves  of  Monroe. 

Alternate  to  the  American  Medical  Association 
— Dr.  J.  B.  Vaughan,  Monroe. 

Respectfully  submitted, 

P.  T.  Talbot,  M.  D., 
Secretary-Treaurer. 


LOUISIANA  PEDIATRIC  SOCIETY. 
Minutes  of  Meeting,  April  13,  1931. 

The  annual  meeting  of  the  Society  was  held 
at  the  Hutchinson  Memorial  Building,  New  Or- 
leans with  Dr.  Robert  A.  Strong  presiding. 


The  following  members  were  present:  Drs. 

Bailey,  Rena  Crawford,  DeBuys,  DeVerges,  Grau- 
barth,  Loeber,  Lorio,  Lucas,  Naef,  Picard,  Sig- 
norelli, Schaefer,  Socola,  Strong,  Roberts,  von 
Meysenburg,  Williams,  Williamson,  and  de  la 
Houssaye. 

Among  the  distinguished  visitors  present  were : 
Dr.  E.  C.  Mitchell  of  Memphis,  Dr.  Gegenbacher 
of  Denver,  Dr.  E.  Semmes  of  Memphis;  Drs.  M. 
P.  H.  Bouden,  E.  Samuels,  Duffy,  Anderson  of 
New  Orleans. 

The  scientific  program  consisted  of  the  follow- 
ing papers: 

1.  “Post-Encephalitic  Epilepsy  in  Childhood 
W'ith  a Report  of  Two  Cases”  by  Dr.  Emile  Naef, 
Baton  Rouge.  Discussed  by  Drs.  E.  A.  Socola, 
J.  Graubarth,  Semmes,  Anderson,  Gegenbacher, 
and  Mitchell. 

2.  “Imbalance  of  the  Sympathetic  and  Para- 
Sympathetic  Systems  as  a Cause  of  Megacolon 
and  Related  Conditions  with  Report  of  a Case” 
by  Dr.  Edward  Clay  Mitchell  and  Dr.  Eustace 
Semmes,  Memphis.  Discussed  by  Drs.  John  Sig- 
norelli, L.  R.  DeBuys,  and  Alton  Ochsner. 

3.  “Diagnosis  of  Tuberculosis  in  Infants  and 
Children”  by  Dr.  Roy  E.  de  la  Houssaye,  New 
Orleans.  Discussed  by  Dr.  E.  T.  Samuels. 

4.  “Case  Report”  by  Dr.  Carol  Lorio,  Baton 
Rouge,  La.  Discussed  by  Dr.  Rena  Crawford  and 
Dr.  Gegenbacher. 

5.  “Use  of  Sodium  Bromide  in  Cases  of  Re- 
duction of  Folding's  not  due  to  Diabetes  Melli- 
tus”  by  Dr.  Maud  Loeber,  New  Orleans.  Discussed 
by  Dr.  Picard. 

6.  “Gonorrheal  Urethritis  with  Epididymitis” 
by  Dr.  C.  T.  Williams,  New  Orleans.  Discussed 
by  Dr.  Loria. 

The  Business  Session  was  then  held,  and  the 
following  officers  elected: 

President,  Dr.  R.  T.  Lucas,  Shreveport,  La. 

Vice-President,  Dr.  John  Signorelli,  New  Or- 
leans, La. 

Secretary-Treasurer,  Dr.  Suzanne  Schaefer, 
New  Orleans,  La. 

The  meeting  was  then  adjourned. 


EAST  AND  WEST  FELICIANA  BI-PARISH 
MEDICAL  SOCIETY. 

The  Bi-Parish  Medical  Society  met  in  the  East 
Louisiana  State  Hospital.  After  a most  excel- 
lent banquet,  the  Society  retired  to  the  Staff 
Room  for  the  scientific  program.  Dr.  C.  W.  Mat- 
tingly read  a most  excellent  paper  on  “The  Dif- 
ferential Diagnosis  and  Treatment  of  Acute  Ap- 
pendicitis.” The  Society  by  a vote  asked  that  the 
paper  of  Dr.  Mattingly  be  published  in  the  New 
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Orleans  Medical  and  Surgical  Journal.  Dr.  H. 
R.  Unsworth  read  a most  interesting  and  timely 
paper  on  “The  Relationship  of  Pelvic  Disorders 
to  Mental  Disturbances.”  Dr.  L.  A.  LeDoux  dis- 
cussed this  paper  in  a learned  way.  The  paper 
by  Dr.  Unsworth  and  the  discussion  by  Dr.  Le- 
Doux was  very  greatly  appreciated  by  the  physi- 
cians present.  A vote  of  thanks  was  extended  to 
Drs.  Unworth  and  LeDoux.  Drs.  Mattingly, 
Unsworth  and  LeDoux  were  elected  honorary 
members  of  our  Society.  Society  adjourned  to 
meet  first  Wednesday  in  June,  7:30  p.  m.,  with 
Drs.  Glenn  J.  Smith  and  Staff. 

E.  M.  Toler,  (Secretary. 


NEWS  ITEMS. 

Governor  Huey  Long  has  appointed  Dr.  L.  Ro- 
land Young  a member  of  the  State  Board  of 
Health  from  the  Sixth  District.  He  now  holds 
the  position  of  City  Health  Officer  of  Covington, 
and  last  year  was  President  of  the  Parish  Medical 
Society. 

Prof.  Ben  R.  Heninger,  of  the  Graduate  School 
of  Medicine  of  The  Tulane  University  of  Lou- 
isiana, addressed  the  meeting  of  the  Surgeons  of 
the  Gulf,  Mobile  and  Northern  Railroad  at  Mo- 
bile, Ala.,  March  27,  1931,  on  “Hypertension.” 

Dr.  F.  F.  Young  of  the  New  Fenwick  Sanitar- 
ium, Covington,  has  recently  been  appointed 
President  of  the  Sixth  District  Medical  Society. 
Dr.  Young  is  an  active  participant  in  Medical 
Society  doings.  He  has  always  been  a regular 
attendant  and  enthusiastic  booster  of  the  Sixth 
District  Medical  Society.  During  the  past  month 
at  the  meeting  of  the  Tri-State  Medical  Society 
in  Shreveport  he  read  a paper  on  “Alcoholic 
Inebriety  as  Compared  to  Drug  Inebriety,”  and 
at  the  meeting  of  the  Louisiana  State  Hospital 
Association  at  Baton  Rouge  a paper  on  “Hospi- 
talization of  Patients.” 


At  a meeting  of  the  Railway  Surgeons  of  the 
Alabama  State  Medical  (Society  held  in  Birming- 
ham, April  22  to  April  25,  Dr.  E.  Denegre  Martin, 
Professor  of  Surgery  with  the  Graduate  School 
of  Medicine  of  The  Tulane  University  of  Louisi- 
ana, read  a paper  on  “Fractures  of  Bones  of 
the  Hand.” 


THE  WOMAN’S  AUXILIARY  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION. 

Mrs.  C.  W.  Garrison,  Organizing  Chairman  of 
the  Southern  District,  writes  concerning  the  vari- 
ous States  in  the  South.  She  has  this  to  say  about 
the  State  of  Louisiana  and  the  State  of  Mis- 
sissippi. 


“Louisiana  reports  only  two  parishes  organized. 
Taking  into  consideration  the  fact  that  one  of 
these  two  auxiliaries  has  a greater  enrollment 
than  have  some  whole  states  makes  us  feel  that 
Louisiana  will  not  be  far  behind  in  the  number 
of  parishes  when  her  final  report  of  accounting 
comes  in.  She  is  not  lacking  in  interest  in  any 
direction  because  the  president  of  the  State  Aux- 
iliary, Mrs.  Herold,  is  of  the  type  who  says  “We 
will.” 

“Mississippi  reported  four  auxiliaries  last  year, 
and  again  we  are  able  to  speak  with  assurance 
of  our  expectations  from  this  state.  The  presi- 
dent of  the  State  Auxiliary  attended  the  meeting 
in  Detroit  and  returned  to  her  state  carrying  with 
her  additional  enthusiasm  and  determination  to 
gather  into  the  fold  more  county  organizations. 
This  dream  will  come  true.  Mrs.  Polk  was  the 
first  to  respond  to  our  first  circular  letter.  She 
has  the  approval  and  encouragement  of  the  medi- 
cal men  of  her  state  to  go  forward.” 

The  program  of  the  meeting  of  the  Woman’s 
Auxiliary,  which  will  be  held  at  the  time  of  the 
American  Medical  Association,  is  very  interesting. 
It  includes  not  only  social  activities  such  as 
luncheons,  trips  to  Valley  Force,  boat  trips  on 
the  Delaware  and  so  on,  but  also  short  round 
table  meetings  practically  every  day.  The  social 
program  is  so  interesting,  and  the  scientific  pro- 
gram so  stimulating,  that  the  wives  of  the  doc- 
tors of  this  state  who  plan  to  attend  the  Ameri- 
can Medical  Association  should  insist  upon  going 
along  with  their  husbands  in  order  to  participate 
in  this  meeting. 


CLINICS  IN  ENGLISH  IN  PARIS. 

During  the  months  of  June  and  July,  1931, 
there  will  be  conducted  under  the  auspices  of 
the  Association  for  the  Development  of  Medical 
Relations  at  the  University  of  Paris  a series  of 
clinics  given  in  English.  These  clinics  include 
such  subjects  as  Surgery  of  the  Digestive  Tract 
and  Liver,  Pediatrics,  twelve  clinics  on  Surgery 
of  the  Ear,  Nose  and  Throat,  General  Surgery 
of  the  Eye,  ten  on  Mental  Diseases,  six  on  Neu- 
rology, six  on  Diseases  of  the  Chest,  and  a series 
of  biologic  problems.  For  those  physicians  who 
may  be  interested  in  these  clinics,  additional  in- 
formation is  on  file  in  this  office. 


INFECTIOUS  DISEASES  IN  LOUISIANA. 

The  United  States  Public  Health  Service,  col- 
laborating with  Dr.  J.  A.  O’Hara  of  the  State 
of  Louisiana,  has  reported  on  morbidity  rate  of 
the  contagious  and  infectious  diseases  in  the 
State  of  Louisiana.  For  the  week  ending  March 
21,  there  were  reported  19  cases  of  disphtheria, 
34  of  influenza,  38  of  measles,  46  of  tuberculosis, 


822 


Louisiana  State  Medical  Society 


100  of  syphilis.  Five  cases  of  typhoid  fever  were 
reported,  and  24  cases  of  small-pox.  For  the  week 
ending  March  28,  20  cases  of  chicken-pox  were  re- 
ported, 54  cases  of  pneumonia,  26  cases  of  small- 
pox, 20  of  scarlet  fever,  and  13  of  diphtheria.  Six- 
teen of  the  26  cases  of  small-pox  originated  in  New 
Orleans.  For  the  week  ending  April  4,  there  were 
23  cases  of  chicken-pox,  22  of  diphtheria,  48  of 
influenza,  46  of  pneumonia,  25  of  tuberculosis, 
18  of  scarlet  fever,  6 of  syphilis  (as  contrasted 
with  108  of  the  corresponding  week  of  last  year), 
and  28  cases  of  small-pox,  18  of  which  were  re- 
ported from  Orleans  Parish.  There  were  3 cases 
of  typhoid  fever  reported  and  2 cases  of  menin- 
gitis. For  the  week  ending  April  11,  the  pneu- 
monia cases  jumped  up  to  62,  syphilis  had  in- 
creased to  77  and  small-pox  to  40  cases,  20  of 
which  were  in  the  City  of  New  Orleans.  The 
other  reportable  diseases  showed  very  little 
changes  from  the  preceding  weeks. 


WEEKLY  HEALTH  INDEX  OF  NEW  ORLEANS. 

During  the  week  ending  March  14,  the  death 
rate  in  the  City  of  New  Orleans  was  17.5.  There 
was  a total  of  157  deaths,  96  in  the  white  popu- 
lation and  61  in  the  colored.  The  death  rate 
for  the  year  up  to  this  time  is  19.9.  For  the 
week  ending  March  28,  there  occurred  in  the 
City  168  deaths,  105  white  and  63  colored,  giv- 
ing a death  rate  of  18.7.  Fourteen  of  these 
deaths  were  in  children  under  one  year  of  age. 
During  the  corresponding  week  of  1930  the  death 
rate  was  17.3 

The  week  ending  April  4 saw  a slight  decrease 
in  the  death  rate  in  the  City.  This  was  18,  as  a 
result  of  161  deaths  of  97  white  and  64  colored, 
with  19  deaths  in  children  under  one  year  of 
age.  During  the  corresponding  week  of  1930 
the  death  rate  was  exactly  the  same.  For  the 
week  which  ended  April  11,  there  was  a slight 
decrease  in  the  number  of  deaths  in  the  City,  83 
white  dying  and  77  colored,  with  20  children 
under  one  year  of  age  dying,  giving  a death  rate 
of  17.8,  considerably  under  the  corresponding 
week  of  1930. 


NOTICE  OF  MEETINGS. 

A scientific  session  of  the  American  Heart 
Association  will  be  held  on  Tuesday,  June  9,  1931, 
at  the  Pennsylvania  Hotel  in  Philadelphia.  This 
meeting  immediately  proceeds  the  American  Med- 
ical Association  Meeting  in  Philadelphia  which 
starts  the  day  following. 

The  Third  Pan  American  Medical  Congress  will 
meet  in  the  City  of  Mexico  July  26-31,  under 
the  auspices  of  the  Department  of  Public  Health 
of  the  Governments  of  the  United  States  of 
Mexico. 


The  Cook  County  Hospital,  under  the  auspices 
of  the  Chicago  Medical  Society,  will  hold  the 
Annual  Post  Graduate  Summer  Clinic  from  June 
22  to  July  23.  Meetings  start  at  8:00  o’clock 
in  the  morning  and  are  finished  at  5:00  o’clock 
in  the  afternoon. 

The  Sixtieth  Annual  Meeting  of  the  American 
Public  Health  Association  will  be  held  in  Mon- 
treal, Quebec,  September  14-17.  The  Windsor 
Hotel  will  be  headquarters. 

The  Thirty-Second  Annual  Meeting  of  the 
American  Proctologic  Society  will  be  held  in 
Philadelphia  June  7-9,  with  headquarters  at  the 
Bellevue-Stratford  Hotel. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATIONS. 

The  United  States  Civil  Service  Commission  an- 
nounces the  need  of  a physician  qualified  in  tuber- 
culosis to  work  in  the  Regional  Office  of  the 
United  States  Veterans  Administration  at  Dal- 
las, Texas. 

An  open  competitive  examination  will  be  held 
for  the  position  of  Medical  Officer,  Associate 
Medical  Officer,  and  Assistant  Medical  Officer. 
Applications  for  these  positions  should  be  in  the 
hands  of  the  United  States  Civil  Service  Commis- 
sion in  Washington  before  June  30,  1931. 

CORRESPONDENCE. 

St.  Joseph,  Mo.,  March  30,  1931. 

To  the  Editor: 

On  February  23,  this  year,  a solicitor  victim- 
ized a number  of  physicians  in  St.  Joseph.  His 
plan  was  to  solicit  subscriptions  to  Harpers  and 
other  magazines  and  to  offer  sets  of  books  as 
premiums.  The  subscription  blank  called  for 
payment  of  $9.70  in  ninety  days.  He  was  sup- 
plied with  blanks,  samples  of  binding  and  every- 
thing to  indicate  that  he  was  a bona  fide  maga- 
zine salesman. 

After  he  had  secured  the  signature  on  the  sub- 
scription blank,  he  explained  in  an  indifferent 
manner  that  if  the  subscriber  cared  to  pay  cash, 
or  by  check,  there  was  a discount  of  $1.00,  and 
the  check  could  be  made  payable  to  “Harper 
Brothers  Publishing  Co.,”  the  name  printed  on 
the  subscription  blank.  The  doctors  “fell  for 
it’  and  the  next  day  he  cashed  the  checks  at  a 
local  bank  and  departed.  He  used  the  name  T. 
T.  McLean  while  here  but  has  also  used  the  name 
Leroy  Dale. 

Correspondence  with  the  National  Publishers 
Association,  15  West  37th  St.,  New  York,  indi- 
cates that  this  person  has  been  defrauding  phy- 
sicians in  the  Middle  West  for  several  months. 

E.  J.  Goodwin,  M.  D. 
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DR.  E.  F.  HOWARD 

Born  May  31,  1874.  B.  S.,  University  of  the 
South,  1894;  K.  A.  fraternity;  M.  D.,  Tulane, 
1897;  practice  limited  to  oto-laryngology  since 
1916;  Medical  Corps. 

U.  S.  Army,  August} 

1,  1917,  to  Dec.  10, 

10,  1918;  Chief,  Avi- 
ation Examining  Unit, 

Camp  Logan,  Texas; 

Chief,  Department  of 
Oto-Laryngology,  Base 
Hospital,  Camp  Logan; 

Commanding  Officer, 

Base  Hospital,  No. 

130 ; Issaquena  - Shar- 
key-Warren  Counties 
Medical  Society,  Mis- 
sissippi State  Medical 
Association,  American 
Medical  Association, 

Academy  of  Ophthal- 
mology and  Oto-Laryn- 
gology,  Certified  by 
the  American  Board 
of  Oto  - Laryngology, 

1927 ; wife,  two  chil- 
dren, two  grand-chil- 
dren— “one  of  the  last 
being  the  most  beauti- 
ful woman  in  the 
world.” 


FROM  OUR  PRESIDENT. 

The  House  of  Delegates  will  convene  in  the 
Assembly  Hall  of  the  Edwards  House,  Jackson, 
Tuesday,  May  12,  at  8 A.  M.  It  will  have  un- 
usual amount  of  business  to  transact,  and  not  too 
much  time  in  which  to  do  it. 

For  several  years  past,  the  House  has  not  taken 
sufficient  time  to  do  jt’s  work  properly,  and  as  a 
result  a great  deal  of  it  has  been  neglected.  From 
this  there  has  developed  a carelessness  and  lack 
of  attention  to  details  that  has  handicapped  the 
development  of  the  Association  very  materially. 

Last  year  the  House  was  in  session,  altogether, 
only  about  four  or  five  hours,  and,  the  most  im- 
portant feature  of  it’s  work,  the  fundamental 
matter  of  organization  of  the  profession,  was  not 
even  mentioned.  If  the  Association  is  ever  to 
occupy  that  place  in  the  affairs  of  the  state  and 


the  nation  to  which  it  is  entitled,  this  careless- 
ness must  stop. 

Every  member  of  the  House  should  make  it  his 
business  to  be  present  when  the  House  convenes, 
prepared  to  devote  sufficient  time  and  attention 

to  its  affairs  to  make 
the  meeting  worth 
while.  Every  delegate 
should  remember  that 
he  is  the  chosen 
spokesman  for  his 
county,  a(  position  of 
no  little  responsibility, 
and  it  is  his  duty  to 
see  that  his  county 
is  represented  at 
every  meeting  of  the 
House.  For  him  to 
do  less  than  that  is  to 
fail  in  his  duty  to  his 
fellow  members. 

E.  F.  Howard. 


TENTATIVE 
PROGRAM  MISSIS- 
SIPPI STATE  MED- 
ICAL ASSOCIA- 
TION 

Jackson,  May  12-H, 
1931 

Medicine 
Tuesday,  May  12 
1.  Chairman’s  Ad- 
dress— W.  H.  Ander- 
son, Booneville. 

2.  Intravenous  Therapy — R.  M.  Adams,  Ripley. 
Discussion  to  be  opened  by  E.  R.  Burns, 

R.  B.  Cunningham  and  G.  A.  Brown. 

3.  Address — E.  H.  Cary,  Dallas,  Texas. 

4.  Hypertension — T.  R.  Beech,  Ellisville. 
Discussion  to  be  opened  by  W.  C.  Chaney, 

T.  E.  Wilson  and  H.  G.  McCormick. 

5.  Heart  Disease. — Thos.  M.  McMillan,  Phila- 
phia,  Pa. 

6.  History  Taking — A.  H.  Little,  Oxford. 
Discussion  to  be  opened  by  O.  W.  Bethea, 

C.  M.  Speck  and  L.  J.  Clark. 

7.  The  Treatment  of  Pneumoni  a — E.  L. 
Walker,  Magee. 

Discussion  to  be  opened  by  C.  C.  High- 
tower, D.  T.  Langston  and  G.  W.  F. 
Rembert. 


DR.  E.  F.  HOWARD,  President 
Mississippi  State  Medical  Association 


824 


Mississippi  State  Medical  Association 


8.  The  Use  of  Iodine  in  the  Treatment  of 
Goitre — E.  R.  Nobles,  Rosedale. 

Discussion  to  be  opened  by  Whitman  Row- 
land, A.  G.  Payne  and  J.  E.  Furr. 

9.  The  Home  Treatment  of  Tuberculosis — 

W.  A.  Toomer,  Tupelo. 

Discussion  to  be  opened  by  Leonard  Hart, 
B.  B.  O’Mara  and  May  F.  Jones. 

Public  Meeting 

1.  Invocation. 

2.  Address  of  welcome. 

3.  Response — Dr.  J.  C.  Culley,  Oxford,  Presi- 
dent-elect. 

4.  In  Memoriam — Dr.  J.  S.  Ullmam,  Natchez, 
Historian. 

5.  President’s  Address  — Organization  — Dr. 
E.  F.  Howard,  Vicksburg. 

6.  Oration — State  Medicine — Dr.  J.  B.  Bullitt, 
Chapel  Hill,  N.  C. 

General  Session 

Eye,  Ear,  Nose  and  Throat 

1.  Industrial  Eye  Injuries — James  Stanford, 
Memphis,  Tenn. 

Discussion  to  be  opened  by  A.  G.  Wilde  and 
M.  H.  Bell. 

2.  Allergic  Diseases — John  P.  Henry,  Mem- 
phis, Tenn. 

Discussion  to  be  opened  by  B.  S.  Guyton  and 
J.  C.  Pegues. 

Wednesday,  May  13 
Eye,  Ear,  Nose  and  Throat 

1.  Chairman’s  Address — L.  S.  Gaudet,  Natchez. 

2.  Treatment  of  Execretory  Portion  of  Lach- 
rymal Apparatus — W.  S.  Sims,  Jackson. 
Discussion'  to  be  opened  by  W.  A.  Stevens 

and  H.  L.  Arnold. 

3.  Gastro-Intestinal  Disturbances  in  Infants 

Caused  from  Middle  Ear  and  Mastoid 
Diseases — R.  E.  Anderson,  Jackson. 
Discussion  to  be  opened  by  Edley  H.  Jones 
and  J.  C.  Walker. 

4.  Symposium — Sinus  Diseases  and  Their  Re- 

lation to  Eye  Disturbances: 

a.  Etiology  and  Diagnosis  of  Sinus  Dis- 
eases Complicated  by  Eye  Disturbances — 
W.  S.  Harper,  Laurel. 

b.  Medical  Treatment  of  Sinus  Diseases 
Complicated  by  Eye  Disturbances — J.  C. 
Adams,  Greenwood. 


c.  Surgical  Treatment  of  Sinus  Diseases 
Complicated  by  Eye  Disturbances — Fern. 
Champenois,  Hattiesburg. 

d.  Eye  Symptoms  and  Changes  Resulting 
from  Sinus  Diseases  and  Treatment — 
C.  C.  Buchanan,  Hattiesburg. 

Joint  Discussion  to  be  opened  by  E.  L. 
Wilkins,  Robin  Harris  and  D.  W. 
Hamrick. 

Radiology 

1.  Chairman’s  Address — George  P.  Sims,  Gulf- 
port. 

2.  Some  Observations  on  Roentgenology  of 
the  Skull — B.  H.  Nicholas,  Cleveland,  Ohio. 
Discussion  to  be  opened  by  G.  E.  Adkins 

and  W.  A.  Dearman. 

3.  Radium  in  the  Treatment  of  Certain  Dis- 
eases of  the  Uterus— J.  W.  Barksdale, 
Jackson. 

Discussion  to  be  opened  by  E.  C.  Parker  and 
T.  P.  Sparks,  Jr. 

4.  X-ray  Examination  of  the  Stomach — R.  C. 
Finley,  Greenville. 

Discussion  to  be  opened  by  John  Darrington 
and  C.  C.  Hightower. 

5.  X-ray  Therapy  of  Inflammatory  and  Non- 
malignant  Diseases — E.  B.  VanNess,  Jack- 
son. 

Discussion  to  be  opened  by  J.  S.  Ullman  and 
A.  G.  Payne. 

6.  Bronchography  — V.  M.  Maxwell,  Sana- 
torium. 

Discussion  to  be  opened  by  S.  F.  Strain  and 
V.  B.  Philpot. 

7.  X-ray  Treatment  of  Malignancies  of  the 
Skin — M.  D.  Ratcliff,  McComb. 

Discussion  to  be  opened  by  R.  W.  Hall  and 

C.  R.  Stingily. 

8.  Uterosalpingography  with  Lipiodal  Injec- 
tions— J.  P.  Wall,  Jackson. 

Discussion  to  be  opened  by  L.  S.  Lippincott 
and  W.  H.  Anderson. 

Thursday,  May  14 

Surgery 

1.  Blood  Transfusion — S.  E.  Field,  Centreville. 
Discussion  to  be  opened  by  G.  Y.  Gillespie, 

Jr.,  and  W.  D.  McCalip. 

2.  Phrenicectomy — J.  W.  Barksdale,  Jackson, 
and  Fred  Strain,  Sanatorium. 

Discussion  to  be  opened  by  John  Darrington 

and  B.  B.  O’Mara. 
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3.  The  Selection  of  an  Anesthetic  Agent  or 
Method — C.  F.  McCuskey,  Rochester,  Minn. 

4.  The  Recognition  and  Treatment  of  Certain 
Acute  Abdominal  Conditions — W.  H.  Par- 
sons, Vicksburg. 

Discussion  to  be  opened  by  W.  W.  Crawford 
and  H.  A.  Gamble. 

5.  Paper — H.  L.  Rush  and  L.  V.  Rush,  Meri- 
dian. 

Discussion  to  be  opened  by  C.  A.  Sheely 
and  M.  A.  Flynt. 

6.  Congenital  Biliary  Obstruction,  with  Report 
of  Case — H.  C.  McLeod,  Hattiesburg. 
Discussion  to  be  opened  by  W.  R.  Holladay 

and  J.  K.  Oates. 

7.  The  Right  Side  of  the  Abdomen  from  a Sur- 
gical Standpoint — J.  F.  Armstrong,  Jackson. 
Discussion  to  be  opened  by  V.  B.  Philpot 

and  G.  A.  Brown. 

8.  The  Technic  and  Indication  for  Spinal 
Anesthesia — J.  G.  Gardner,  Columbia. 
Discussion  to  be  opened  by  J.  C.  Culley  and 

J.  K.  Avent. 

9.  Esophageal  and  Gastric  Varices — A.  E. 
Gordin,  Jackson. 

Discussion  to  be  opened  by  A.  Street  and 
A.  G.  Payne. 

10.  The  Importance  of  Prenatal  Care — J.  P. 
Evans,  Gulfport. 

Discussion  to  be  opened  by  A.  P.  Durfey 
and  R.  W.  Burnett. 

11.  Verumontanitis:  Its  Relation  t9  Impotency 
L.  R.  Moseley,  Jackson. 

Discussion  to  be  opened  by  G.  P.  Sanderson 
and  E.  W.  Holmes. 

Section  of  Hygiene  and  Public  Health 

1.  Chairman’s  Address — Some  of  the  Problems 
Challenging  the  Doctors  and  Health  Officers 
in  Mississippi — J.  T.  Googe,  Meridian. 
Discussion  to  be  opened  by  H.  F.  Garrison, 

Jackson. 

2.  Surgery  in  the  Prevention  of  Disease' — 
T.  E.  Ross,  Jr.,  Hattiesburg. 

Discussion  to  be  opened  by  F.  J.  Under- 
wood, Jackson,  and  V.  B.  Philpot, 
Houston. 

3.  Nutrition  of  School  Children — F.  G.  Riley, 
Meridian. 

Discussion  to  be  opened  by  L.  W.  Long, 
Jackson,  and  R.  E.  Wilson,  Greenville. 

4.  Syphilis  and  Its  Treatment — King  Wade, 
Hot  Springs,  Ark. 


5.  Cancer  Control  Program — P.  W.  Cox,  Field 
Representative,  American  Society  for  Con- 
trol of  Cancer,  New  York,  N.  Y. 

6.  The  Ideal  Relationship  of  the  Medical  Prac- 
titioner and  the  Health  Officer — L.  L. 
Lumnsden,  Medical  Director,  U.  S.  Public 
Health  Service,  New  Orleans,  La. 


A CORDIAL  INVITATION. 

By  direction  of  Dr.  E.  F.  Howard,  President 
of  the  Mississippi  State  Medical  Association,  a 
cordial  invitation  is  extended  to  the  officers  and 
all  members  of  the  Louisiana,  Tennessee,  Arkan- 
sas, and  Alabama  Medical  Societies  to  attend  the 
meeting  of  the  Mississippi  State  Medical  Asso- 
ciation, May  12-14,  in  Jackson,  Mississippi.  We 
hope  you  will  come. 


THE  HOST  SOCIETY. 

Dr.  A.  G.  Wilde,  Chairman,  Committee  on 
Arrangements,  of  the  Central  Medical  Society  for 
the  meeting  of  the  Mississippi  State  Medical 
Association  at  Jackson,  on  May  12,  13,  and  14, 
says  everything  is  “all  set”  for  a great  meeting. 
The  Edwards  House  will  be  headquarters  for  the 
Association.  The  general  sessions  will  be  held  in 
the  Convention  Hall  on  the  second  floor,  and  the 
several  sections  and  committees  will  be  provided 
for  the  same  floor.  (Secretary's  desk  and  the  ex- 
hibits will  be  in  the  mezzanine.  Telegraph  offices, 
special  telephone  booths,  and  special  messengers 
will  be  available  any  minute,  day  or  night. 

Dr.  Willis  Walley,  Chairman  of  the  Committee 
on  Hospitals  and  Clinics,  says  that  arrangements 
will  be  made  for  an  all-day  clinic  on  Monday, 
May  11,  from  8 A.  M.  to  5 P.  M.,  at  each  of  the 
hospitals,  at  which  medical  and  surgical  cases  of 
unusual  interest  will  be  demonstrated  by  the 
Jackson  doctors  and  visitors.  Any  doctor  in  the 
State  who  has  an  unusual  case  of  special  interest 
may  bring  it  along  for  exhibit.  Also,  one  hour 
before  the  opening  of  the  convention  each  morn- 
ing, clinics  will  be  shown  at  all  of  the  hospitals. 
This  will  not  interfere  with  the  sessions  of  the 
Association. 

Dr.  H.  F.  Garrison,  Chairman  of  the  Reception 
Committee,  says  his  committee  will  be  on  hand  in 
full  force,  assisted  by  the  ladies  of  the  local 
Auxiliary,  to  extend  a cordial  welcome  to  every 
one  and  to  look  after  their  comforts. 

Dr.  N.  C.  Womack,  Chairman  of  the  Finance 
Committee,  says  they  have  plans  laid  to  take 
care  of  all  expenses.  There  will  be  no  general 
banquet  this  year,  but  several  clubs  and  indi- 
vidual dinners  are  in  prospect,  and  various 
entertainments  for  the  ladies. 
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Johnnie  Ware,  Manager  of  the  Edwards  Hotel, 
says  bring  your  wives — the  latter  as  room  guests 
of  the  hotel.  The  rates  are  $2.50  and  $3.50  per 
day.  Free  parking  space  will  be  provided  for 
guests  of  the  hotel.  Mr.  Gandy,  in  charge  of  the 
cafe,  says  he  will  have  the  best  of  everything  to 
eat  at  reasonable  prices,  any  reasonable  hours. 
Write  for  reservations.  However,  the  Committee 
on  Arrangements  will  look  after  you  should  the 
hotel  be  crowded. 

Mayor  Scott  says  he  is  always  glad  to  welcome 
the  doctors  and  will  give  them  the  “freedom  of 
the  city.”  Chief  Horton,  of  the  traffic  depart- 
ment, will  instruct  his  men  to  overlook  the  time 
limit  on  cars  bearing  the  M.  D.  emblem,  and 
every  courtesy  will  be  extended  to  them.  Ask 
them  for  any  information  as  to  traffic,  etc. 

Mr.  E.  D.  Kenna,  President  of  the  Jackson 
Chamber  of  Commerce,  says: 

“It  will  be  with  pleasure  and  pride  that  the 
Jackson  Chamber  of  Commerce  welcomes  the 
Mississippi  Medical  Association  at  the  Edwards 
Hotel  in  Jackson,  May  12  to  14,  1931. 

“You  will  be  agreeably  surprised  at  tbe  re- 
markable growth  of  the  Capital  City  since  your 
last  meeting  here.  Many  improvements  have 
taken  place  in  that  short  period  of  time.  During 
the  recreational  hours  of  your  convention,  take 
time  to  inspect  some  of  these  improvements. 
View  the  new  $850,000  court  house,  the  municipal 
airport,  with  mail  and  passenger  planes  operating 
on  a regular  daily  schedule,  Livingston  Park,  the 
new  State  Insane  Hospital  now  under  construc- 
tion in  Rankin  County,  near  Jackson,  and  the 
many  new  office  buildings,  new  streets,  and  new 
residences. 

“Arrangements  have  been  made  with  the  local 
committee  by  the  Convention  Bureau  of  the  Cham- 
ber of  Commerce  to  take  every  visiting  doctor  for 
a ride  on  Wednesday  afternoon  of  the  convention 
before  the  regular  session.  Special  announce- 
ment of  the  exact  hour  will  be  made  at  your 
convention.  In  tbe  course  of  the  ride  you  will 
get  an  outside  view  of  all  the  places  mentioned 
above  and  many  other  older  points  of  interest  such 
as  Belhaven  College,  Millsaps  College,  the  new 
capitol,  some  beautiful  churches  and  schools,  the 
municipal  stadium  and  lots  of  natural  gas  wells. 

“Jackson’s  population  has  increased  111  per 
cent  in  the  past  ten  years.  It  is  now  Mississippi’s 
largest  city.  The  1930  federal  census  gave  the 
city  an  official  population  of  48,282.  It  is  the 
eleventh  city  in  the  United  States  in  the  percent- 
age of  gain  for  that  period.  As  your  capital  city, 
Jackson  extends  to  you  a cordial  welcome  indi- 
vidually and  collectively. 


“The  Chamber  of  Commerce  has  offices  on  the 
ground  floor  of  the  Lamar  Life  Building.  If  we 
can  be  of  any  service  to  you  during  your  meeting 
or  before  you  come  to  Jackson,  let  us  know.  We 
will  be  glad  to  serve  you  in  any  way  possible.” 

D.  W.  Jones. 


WOMEN’S  AUXILIARY. 

The  Annual  Meeting  of  the  Women’s  Auxiliary 
of  the  Mississippi  State  Association  will  be  held 
with  the  meeting  of  tbe  Mississippi  State  Medical 
Association,  at  Jackson,  May  12  to  14.  Program 
as  furnished  by  Mrs.  S.  W.  Johnston,  Vicksburg, 
Chairman  of  the  Program  Committee: 

Tuesday,  May  12 

Registration  at  Edwards  Hotel. 

11  A.  M.  Meeting  of  the  Executive  Board. 

12:30  P.  M.  Luncheon  given  to  the  Executive 
Board  by  Mrs.  L.  L.  Polk,  Purvis,  President. 

3:30  P.  M.  Tea  at  the  University  Club,  ten- 
dered to  visiting  ladies  by  Auxiliary  members  of 
Jackson. 

Wednesday,  May  13. 

9:30  A.  M.  General  session  at  Edwards  Hotel. 

Invocation. — Rev.  H.  M.  King. 

Address  of  Welcome — Mrs.  F.  L.  VanAlstine, 
Jackson. 

Response — Mrs.  W.  C.  Pool,  Cary. 

President’s  address. 

Business  and  reports. 

Address — Dr.  E.  F.  Howard,  Vicksburg,  Presi- 
dent, Mississippi  State  Medical  Association. 

Address — Dr.  John  C>  Culley,  Oxford,  Presi- 
dent-elect, Mississippi  State  Medical  Association. 

Address — Mrs.  S.  A.  Collum,  Texarkana,  Texas, 
President,  Women’s  Auxiliary,  Southern  Medical 
Association. 

1 P.  M.  Luncheon  at  the  Mississipi  State  San- 
atorium, tendered  by  Dr.  Henry  Boswell,  Director. 
Transportation  will  be  furnished  by  the  ladies  of 
Jackson. 

Thursday,  May  14. 

9 A.  M.  General  session.  Election  of  officers. 


The  present  officers  of  the  Women’s  Auxiliary 
are  Mrs.  L.  L.  Polk,  Purvis,  President;  Mrs.  G.  D. 
Mason,  Lumberton,  President-elect;  Mrs.  A. 
Street,  Vicksburg,  First  Vice-President;  Mrs. 
W.  C.  Pool,  Cary,  Second  Vice-President;  Mrs. 
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Henry  Boswell,  Sanatorium,  Recording  Secretary; 
Mrs.  E.  C.  Parker,  Gulfport,  Treasurer;  Mrs. 
D.  J.  Williams,  Gulfport,  Parliamentarian.  Coun- 
cilors: First  district,  M.  L.  Cockerham,  Gunni- 

son; second  district,  Mrs.  J.  H.  Wright,  Her- 
nando; third  district,  Mrs.  Jim  Hill,  Corinth; 
fourth  district,  Mrs.  J.  C.  Culley,  Oxford;  fifth 
district,  Mrs.  H.  L.  McCalip,  Yazoo  City;  sixth 
district,  Mrs.  W.  G.  Gill,  Newton;  seventh  dis- 
trict, Mrs.  C.  C.  Hightower,  Hattiesburg;  eighth 
district,  Mrs.  W.  L.  Little,  Wesson;  ninth  district, 
Mrs.  B.  Z.  Welch,  Biloxi.  State  Chairmen:  Mrs. 

Sidney  Johnston,  Vicksburg,  Program;  Mrs.  D.  J. 
Williams,  Gulfport,  Preventorium  Fund;  Mrs. 
Henry  Boswell,  Sanatorium,  Publicity;  Mrs.  Ira 
Parsons,  Jackson,  Hygeia. 

.SUGGESTIONS— PRELIMINARY  REPORT. 

To  Pres.  E.  F.  Howard  and  Members  of  the 
Mississippi  State  Medical  Association  — Gen- 
tlemen : 

We.  your  committee  appointed  by  the  President 
to  consider  suggestions  “for  the  good  of  the  order,” 
after  careful  and  extended  study  of  these  usages 
and  with  our  knowledge  of  same  gained  from  in- 
timate association  with  its  workings,  and  with 
the  many  helpful  suggestions  from  the  President 
and  other  interested  members  of  the  Association, 
for  which  we  wish  to  acknowledge  our  grateful 
thanks,  beg  leave  to  submit  for  your  consideration 
the  following  suggested  changes  in  our  Constitu- 
tion and  By-Laws.  We  were  mindful  at  all  times 
of  the  danger  in  unwarranted  meddling  with  a 
wise  Constitution  and  By-Laws,  but  with  the 
growth  and  progress  of  modern  medibine,  and  in 
view  of  the  changing  conditions,  we  feel  war- 
ranted in  these  suggestions: 

Propose?  Amendments  to  the  Constitution 

Art.  Ill — After  the  word  “county,”-  add  “or 
Districts.”  * 

Art.  IV- — Sec.  2,  delete  “county” — in  3rd  line. 

Art.  VII— In  6th  line  after  “President”  add 
“President-Elect,  three  Vice-Presidents.” 

Proposed  Changes  in  By-Laws 

Chap.  HI — After  Sec.  4 add  the  following 
sections : 

“Sec.  5.  With  the  exception  of  the  invited 
guest  speaker,  the  essayist  must  be  a member  of 
the  Association.” 

“Sec.  6.  No  name  shall  appear  more  than  one 
time  as  an  essayist  or  speaker  at  any  one  Annual 
Meeting  on  the  printed  program,  nor  more  than 
once  on  the  printed  program  of  any  one  section 
to  discuss  a paper.” 


“Sec.  7.  No  name  shall  appear  two  (2)  years 
in  succession  as  an  essayist  before  any  one  divis- 
ion of  a section.  This  provision  does  not  preclude 
volunteer  papers.” 

Chap.  IV— After  Sec.  3 add: 

“The  Committee  on  Scientific  Work  shall  so 
arrange  said  program  that  no  one  section  shall 
be  given  precedence  over  others  two  years  in 
succession.” 

Chap.  V — Sec.  3 add  to  end  of  iSec.: 

“But  those  ineligible  to  vote  in  the  House  of 
Delegates  shall  occupy  a separate  section  of  the 
hall.” 

Chap.  VI — Sec.  2 after  the  word  “President- 
elect” add: 

“Six  names  for  Vice-President  (Three  to  be 
elected) . 

Three  names  for  Secretary. 

Three  names  for  Treasurer. 

Three  names  for  Historian. 

Three  names  for  Historian. 

Three  names  for  Editor. 

Three  names  for  each  Councilor  to  be  elected. 

And  such  other  officers  to  be  elected.” 

Chap.  VII — After  the  word  “Duties”  add: 

“in  promoting  the  welfare  of  the  Association 
and  the  profession  in  the  State.” 

Chap.  VII— Add:  “Sec.  6.  The  Editor  may 

with  the  assistance  of  the  President  of  the  various 
component  societies  appoint  local  or  county  re- 
porters, whose  duty  it  shall  be  to  compile  history, 
and  report  news  and  interesting  happenings  to 
the  state  editor  each  month.” 

Chap.  IX — Sec.  1.  Add:  “Committee  on  Con- 

stitution and  By-Laws  of  three  members  to  be 
appointed  by  the  President,  one  for  one  year,  one 
for  two  years,  and  one  for  three  years,  thereafter 
one  each  year  for  three  years.” 

Sec.  8,  line  3,  after  word  “the”  change  to  read : 
“recognition  of  etc.” 

Line  8,  after  the  word  “year”  add  “but  his  term 
of  office  shall  expire  with  the  session,  and  elected 
as  other  officers  are.” 

Chap.  X — Sec.  1.  At  end  of  section  add: 

“The  state  Secretary  shall  send  to  each  mem- 
ber a membership  card.” 

Chap.  XIII — Sec.  12  line  12,  after  words  “sent 
in”  add: 
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‘And  he  shall  remit  promptly  thereafter  all 

dues  as  paid  in  to  him  by  members  giving  date 

of  payment.” 

Chap.  XV — Line  4 — Change  “April”  to  read 

“February.” 

Proposed  Suggestions  for  Contents  of  the 
Transactions  of  the  Mississippi  State 
Medical  Association. 

The  Transactions  shall  contain 

1.  List  of  Officers,  Section  Chairmen  and 
Committees. 

2.  A page  or  pages  devoted  to  obituaries. 

3.  Minutes  of  the  General  Sessions. 

4.  Minutes  of  the  House  of  Delegates. 

5.  President’s  Address.  ^ 

6.  Minutes  of  the  Women’s  Auxiliary. 

7.  Roll  of  Members. 

8.  Registration  of  attending  Members,  Guests, 
and  Members  and  Guests  of  Women’s 
Auxiliary. 

9.  Constitution  and  By-Laws. 

For  the  greater  improvement  in  our  organiza- 
tion, we  would  further  emphasize  the  following — 
that 

1.  The  roll  call  should  include  All  members  of 
the  House  of  Delegates  present — not  “a  quorum” 
or  “so  many” — give  names. 

2.  Cards  of  membership  to  be  issued  by  the 
^tate  Secretary.  This  will  identify  members 
anywhere.  And  colored  badges  in  Association 
Meetings  would  distinguish  members,  thus  assist- 
ing the  presiding  officer. 

3.  Members  of  the  House  of  Delegates  when 
in  session  occupy  a separate  section  of  the  hall, 
thus  facilitating  matters. 

4.  More  time  be  allotted  to  the  House  of  Dele- 
gates for  its  deliberations,  say  at  least  one  and 
one-half  to  two  hours.  That  the  General  Sessions 
begin  at  10  A.  M.  on  the  first  and  second  days 
of  session. 

5.  The  Nominating  Committee  shall  make  a 

ticket  of  candidates  as  follows:  Three  for  Presi- 

dent-elect, 6 for  Vice-President  (3  to  be  elected), 

3 for  Treasurer,  3 for  Secretary,  3 for  Historian, 

3 for  Editor,  3 for  Councilor  in  each  vacancy, 
and  3 for  any  other  officers  to  be  elected  at  a 
session.  This  method  will  preclude  the  possibility 
of  any  machine  or  steamer  roller  processes  in  the 
election  of  any  officer,  and  will  give  to  the  House 


of  Delegates  its  rightful  privileges  in.  choosing 
its  officers.  Our  present  method  delegates  too 
much  power  to  the  nominating  committee.  This 
does  not  prevent  nominations  from  the  floor. 

6.  The  term  of  office  of  members  of  the  Board 
of  Finance  shall  expire  with  the  session,  and 
their  successors  shall  be  nominated  and  elected  as 
other  officers,  thus  causing  no  hitch  in  the  de- 
spatch of  their  duties. 

7.  No  section  shall  be  given  precedence  over 
others  on  program  two  years  in  succession.  The 
Committee  on  Scientific  Work  can  arrange  this  so 
that  minor  sections  will  not  get  major  places. 

(The  State  B.  of  H.  holds  an  annual  two-day 
meeting  of  all  Health  Officers,  State,  District', 
County,  Municipal  and  U.  S.  P.  H.  S.,  which  all 
interested  may  attend,  thereby  lessening  the  neces- 
sity of  giving  the  section  on  P.  H.  and  Hygiene 
more  space.) 

8.  We  suggest  that  programs  be  kept  well 
within  the  limit  as  to  members  on  each  section. 
That  chairmen  of  sections  in  getting  essayists  be 
sure  to  cover  each  division  of  his  section,  e.  f., 
Surgery,  Gynecology,  Obstetrics,  E.  E.  N.  and 
T.,  etc.,  this  will  increase  interest.  That  more 
time  be  given  related  subjects.  Call  time  promptly. 
Too  prolonged  sessions  are  depressing  and  lessen 
interest. 

9.  That  County  and  District  Secretaries  for- 
ward all  dues  promptly  on  collection  to  the  State 
Secretary  and  that  he,  the  State  Secretary,  remit 
with  equal  promptness  to  the  Treasurer,  and  that 
the  Treasurer  put  same  on  time  deposit,  thereby 
earning  interest  on  funds. 

10.  That  our  relations  with  the  A.  M.  A. 
should  be  closer.  To  that  end  we  suggest  that 
an  allowance  be  made  out  of  the  Treasury  to  pay 
in  part,  at  least,  the  expense  of  the  delegate 
attending’,  thus  relieving  his  burden  of  expense 
incurred  by  his  previous  expense  In.  being 
president. 

11.  Make  expense  account  available  when 
needed  to  pay  legislation  or  other  committee  ex- 
penses and  obviate  the  embarrassment  of  their 
carrying  such  on  their  own  account  since  they 
serve  without  pay,  e.  g..  Dr.  Underwood  had  to 
carry  $250.00  of  his  own  money  from  March  to 
June.  This  should  not  be. 

12.  Should  change  date  of  lapse  of  member- 
ship from  April  1 to  February  1,  to  conform  to 
the  fiscal  year  of  Secretary’s  report. 

W.  H.  Frizell, 

J.  S.  Ullman, 

S.  W.  Johnston, 
Committee. 
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TO  ALL  MEMBERS  OF  THE  MISSISSIPPI 
HOSPITAL  ASSOCIATION: 

Having  learned  that  your  meeting  will  be  held 
in  Jackson,  May  13,  at  which  time  the  Mississippi 
State  Medical  Association  will  be  in  session,  it 
gives  me  great  pleasure  to  invite  you  to  visit  us 
whenever  your  own  meetings  do  not  offer  a coun- 
ter attraction. 

Particularly  let  me  call  your  attention  to  our 
evening  meeting  of  May  12,  when  our  invited 
guest-orator,  Dr.  J.  B.  Bullitt  of  the  University 
of  North  Carolina,  will  speak  on  “State  Medicine,” 
a subject  that  cannot  but  be  of  interest  to  all 
hospital  men. 

Cordially  yours, 

E.  F.  Howard, 

President,  State  Medical  Association. 


MISSISSIPPI  HOSPITAL  ASSOCIATION. 

The  Mississippi  Hospital  Association  is  delight- 
ed to  meet  with  the  ‘State  Medical  Association 
in  Jackson  on  Wednesday,  May  13. 

Through  the  co-operation  of  your  President, 
Dr.  E.  F.  Howard,  your  Secretary,  Dr.  T.  M.  Dye, 
and  the  Committee  of  the  Central  Medical  Society 
on  Arrangements,  Chairman,  Dr.  A.  G.  Wilde,  this 
meeting  is  made  possible.  We  are  deeply  appre- 
ciative of  their  aid  and  council. 

We  feel  that  our  program  has  been  so  arranged 
that  every  doctor  will  find  not  only  a greater  por- 
tion of  the  day  spent  with  the  hospital  group  to 
be  profitable  but  indeed  pleasant. 

You  will  please  notice  that  our  speakers  are 
principally  of  the  medical  profession.  We  are 
indeed  happy  to  be  able  to  present  to  you  Mr. 
Robert  Jolly,  Superintendent  of  the  Baptist  Hos- 
pital. Houston,  Texas.  Mr.  Jolly  is  not  only  a 
thorough  and  well  balanced  hospital  executive, 
but  the  generator  of  good  clean  comedy.  This 
man  is  perhaps  more  in  demand  for  association 
leadership  than  any  hospital  person  in  America. 

The  evening  will  find  us  in  a banquet  which 
begins  at  6:30.  Our  toastmaster  will  be  Dr. 
Felix  J.  Underwood;  the  speakers  Mr.  Robert 
Jolly,  Dr.  E.  F.  Howard,  and  Hon.  Hugh  White, 

Columbia. 

Any  epicurean  who  attends  our  banquet  will 
tell  you  that  if  you  miss  it  you  have  deprived 
yourself  of  one  of  the  most  delightful  arrays  of 
food  served  at  any  association  gathering. 

Kindly  send  in  your  reservations  at  once  with 
$1.00  attached,  to  W.  Hamilton  Crawford,  Hat- 
tiesburg, Miss. 

W.  Hamilton  Crawford, 

For  the  Mississippi  Hospital  Association. 


Program. 

Wednesday  Morning,  May  13 
8:00  A.  M. — Registration. 

9:00  A.  M. — Meeting  called  to  order  by  the  Presi- 
dent, Mr.  Wayne  Alliston,  Superin- 
tendent, Mississippi  Baptist  Hos- 
pital, Jackson. 

9:05  A.  M. — Invocation. 

9:10  A.M. — Roll  call  of  the  hospitals. 

9 : 15  A.  M.— Reading  of  the  minutes — Dr.  J.  K- 
Avent,  Secretary-Treasurer,  Gren- 
ada General  Hospital,  Grenada. 

9:20  A.  M. — Announcements — W.  Hamilton 
Crawford,  Superintendent,  South 
Mississippi  Infirmary,  Hattiesburg. 

9:30  A.  M. — Unfinished  business. 

9:35  A.M. — Reports  of  committees. 

9:40  A.  M. — New  business. 

9:50  A.M. — Address  by  the  President. 

10:15  A.M. — A suggested  program  for  1931-32 — 
Leon  S.  Lippincott,  M.  D.,  Vicksburg 
Sanitarium  & Crawford  Street  Hos- 
pital, Vicksburg. 

10:30  A.M. — Problems  of  the  Small  Hospital — 
W.  D.  Barker,  Superintendent, 
Noyes  Baptist  Hospital,  St.  Joseph, 
Mo. 

10:50  A.  M. — Revenue  and  costs: 

(a)  How  shall  we  plan  to  meet  de- 
ficits in  operation  of  hospitals? 

(b)  What  are  the  best  ways  and 
means  to  create  and  increase  endow- 
ment? 

(c)  Is  it  ethical  and  legitimate  for 
a hospital  to  have  accessory  sources 
of  revenue  in  addition  to  receipts 
from  patients,  special  departments, 
and  endowments? 

(d)  What  economics  can  hospitals 
put  into  effect  to  increase  revenue? 
Mr.  Robert  Jolly,  Superintendent, 
Baptist  Hospital,  Houston,  Texas. 

11:20  A.M. — The  Graduate  Nurse  vs.  the  Student 
Nurse  in  Small  Hospitals1 — Miss 
Charlotte  Lewis,  Superintendent  of 
Nurses,  South  Mississippi  Infirmary, 
Hattiesburg. 

11:40  A.  M. — Recess. 
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12:15  P.M. — Lunch  at  Mississippi  Baptist  Hos- 
pital. 

Afternoon. 

1:30  P.M. — Food  Service  to  Bed  Patients. — Mrs. 
Wayne  Alliston,  Jackson. 

1:45  P.  M. — The  Inside  Picture  of  Our  State  Hos- 
pitals.— Dr.  Joseph  E.  Green,  South 
Mississippi  Charity  Hospital,  Laurel. 

1:55  P.M. — Are  You  Meeting  the  Psychology  of 
Each  Patient? — Henry  Boswell,  M. 
D.,  President,  National  Tuberculosis 
Association,  and  Superintendent, 
Mississippi  Tuberculosis  Sanatorium. 

2:05  P.M. — Report  of  Nominating  Committee. 

2:15  P.M. — The  Small  Hospital  as  an  Educa- 
tional Center  for  the  General  Prac- 
titioner.— V.  B.  Philpot,  M.  D., 
Superintendent,  Houston  Hospital, 
Houston. 

2:30  P.  M. — Should  the  Government  Program 
of  Hospitalization  of  Veterans  be 
Further  Extended?— J.  Percy  Wall, 
M.  D.,  Jackson. 

2:45  P.M. — Thirty  Years  of  Hospital  Contact — 
Hugh  A.  Gamble,  M.  D.,  Chief  of 
Staff,  King’s  Daughters’  Hospital, 
Greenville. 

3:00  P.M. — A Nationally  Known  Doctor  To  Pep 
Us  Up. — Introduced  by  the  President. 

3:10P.M. — The  Outlook  for  the  Private  Hos- 
pital.— Richard  J.  Field,  M.  D., 
Superintendent  and  Owner,  Field 
Memorial  Hospital,  Centreville.  Dis- 
cussion led  by  Leslie  V.  Rush,  M. 
D.,  Rush  Infirmary,  Meridian. 

3:30  P.M. — The  Doctor, — Hospital  Relation. — W. 

H.  Frizell,  M.  D.,  Chief  of  Staff, 
King’s  Daughters’  Hospital,  Brook- 
haven. 

3:50  P.  M. — Recess. 

Evening. 

6:30  P.M. — Banquet  at  Edwards  Hotel — Toast- 
master, Felix  J.  Underwood,  M.  D., 
President  of  Southern  Medical  As- 
sociation and  Executive  Secretary 
of  the  Mississippi  State  Board  of 
Health. 

The  Profession’s  Attitude  and  the 
Practicability  of  Health  Insurance 
as  a Relief  for  the  Patient  of  Mod- 
erate Means. — Mr.  Robert  Jolly. 


A Business  Executive’s  and  States- 
men’s Count  of  the  Pulse  of  the 
Mississippi  Medical  Profession. — 
Hon.  Hugh  White,  Columbia. 

Introduction  of  the  President  of  the 
Mississippi  Hospital  Association. — 
E.  F.  Howard,  M.  D.,  President  of 
Mississippi  State  Medical  Associa- 
tion. 


THE  COMMUNITY  HOSPITAL. 

At  a recent  meeting  of  the  Northeast  Missis- 
sippi Thirteen  Counties  Medical  Society,  a move- 
ment was  started  which  is  original  in  this  state 
and  by  which  it  is  hoped  a solution  for  the  charged 
high  cost  of  medical  care  may  be  found.  At  that 
meeting  Dr.  R.  B.  Caldwell  of  Baldwyn  read  a 
paper  advocating  a community  hospital  for  every 
county  in  the  State  or  an  equal  allocation  of  the 
amount  now  paid  by  the  State  for  the  support  of 
five  charity  institutions  to  each  county  as  an  aid 
to  community  hospitals  serving  those  counties. 

Dr.  Caldwell  points  out  that  Mississippi  has 
numerous  small  privately  owned  hospitals  that 
while  doing  excellent  work,  have  not  yet  reached 
the  standard  that  is  desired.  He  suggests  that 
better  work  could  be  done  with  aid  from  the  state, 
county,  municipality  and  philanthropy,  and  with 
a better  organization  of  tbe  local  medical  profes- 
sion. 

There  are  five  state  Charity  Hospitals  in  cen- 
tral and  south  Mississippi,  but  Dr.  Caldwell 
asserts  that  these  do  not  benefit  nine-tenths  of  the 
state.  The  money  spent  in  transporting  patients 
to  these  hospitals  from  distant  points  would  pay 
a hospital  bill  at  home  and  there  would  be  the 
advantage  of  prompt  care  and  the  patient  could 
be  kept  near  his  kindred  and  friends. 

The  money  now  annually  spent  to  maintain  the 
five  State  Charity  Hospitals  is  said  to  amount  to 
about  $3,000.00  for  each  county  in  the  state  and 
it  is  felt  that  these  funds  should  be  distributed 
to  each  county  as  in  the  case  of  money  for  roads 
and  schools, — that  county  hospitals  should  be 
maintained  as  the  county  court  houses  and  schools 
are  maintained. 

It  is  proposed  that  the  hospital  staff  of  such 
county  hospital  be  composed  of  every  physician 
in  the  county;  that  rates  be  as  low  as  possible  to 
be  self  sustaining,  but  flexible  to  care  for  charity 
patients.  The  affairs  of  buildings,  equipment, 
surplus,  etc.,  would  be  in  the  hands  of  the  County 
Boards  of  Supervisors. 

Dr.  Caldwell  emphasizes  the  main  points  of  the 
proposed  plan  as  follows: 
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“(1)  To  relieve  private  institutions  the  burden 
of  charity. 

“(2)  To  institute  well  organized  medical  staffs 
in  every  county  in  the  State. 

“(3)  To  establish  a standard  county  owned  hos- 
pital in  every  county. 

“(4)  To  provide  a fair  return  for  taxes  paid. 

“(5)  To  remove  factional  feeling  that  exist  in 
our  profession. 

“(6)  To  be  the  first  state  in  the  union  to  put 
over  the  progressive  program. 

“(7)  And  when  the  great  progressive  wave 
spreads  over  the  south,  to  hoist  our  banner  and 
lead  the  way,  for  it  will  be  the  medical  profession 
that  has  led  the  way  through  all  the  progress  of 
the  state,  and  will  still  be  leading  when  the  sound 
of  the  trumpets  are  heard.” 

President  C.  E.  Boyd  appointed  a committee  to 
make  further  study  of  the  plans  and  details  of 
procedure.  It  is  the  purpose  of  the  Society  to 
ask  the  State  Association  to  join  with  it  in  put- 
ting the  proposition  to  the  next  Legislature  for 
action. 

Resolutions 

We,  the  committee  of  the  Northeast  Mississippi 
Thirteen  County  Medical  Society,  appointed  by 
the  president  at  our  December  meeting  to  draft 
resolutions  asking  our  State  Medical  Association 
to  co-operate  in  helping  to  secure  from  our  next 
Legislature  an  equal  distribution  of  charity  funds 
for  unfortunate  patients  throughout  the  state, 
beg  to  submit: 

That  it  is  no  longer  practical  to  depend  upon 
our  five  state-owned  and  operated  hospitals  to 
take  care  of  the  charity  of  the  state,  because  of 
the  time  expended  in  reaching  the  hospitals,  the 
expense  of  transportation,  and  the  dissatisfaction 
to  the  patient  in  having  to  leave  his  home  com- 
munity. 

That  it  is  unfair  for  the  small  towns  and  rural 
communities,  which  pay  taxes,  not  to  receive  help 
the  same  as  those  accessible  to  the  state  charity 
hospitals;  that  it  is  not  only  unfair  for  the  small 
hospital  to  carry  this  burden  of  charity  but  it  is 
unable  to  do  so. 

That  “the  community  hospital  is  the  solution 
of  modern  medicine  for  the  rural  districts.”  It 
will  serve  as  a post-graduate  school.  It  will  raise 
the  efficiency  of  the  physician  and  surgeon.  And 
it  will  serve  as  a balance  wheel  for  proper  distri- 
bution of  physicians.  But  to  aid  this  growth 
and  development,  the  state  must  take  care  of  the 
actual  charity  in  the  territory  of  each. 


We  believe,  therefore,  that  our  state  legislature 
at  its  next  meeting  should  provide  funds  that 
are  actually  needed,  and  that  they  should  be 
distributed  to  the  hospitals  in  proportion  to  their 
demands,  which  may  be  determined  by  their  pre- 
vious records  of  service  in  the  territories  to  be 
served.  Charity  funds  should  be  distributed  to 
all  hospitals,  whether  owned  by  private  indivi- 
duals, church,  municipal  or  philanthropic  organi- 
zations, provided  they  are  open  hospitals  and  pro- 
vided they  measure  up  to  standards  that  will  in- 
sure safety  to  the  people.  We  believe  that  a 
method  should  be  used  to  protect  the  profession, 
the  hospitals  and  the  state  against  “charity  that 
is  not  charity,”  and  further,  that  a stipulated 
amount,  uniform  over  the  state,  should  be  allowed 
for  hospital  fees  and  this  amount  should  be  paid 
only  on  an  itemized  account  of  each  individual 
patient. 

We,  therefore,  recommend  that  a committee  of 
three  carry  these  resolutions  before  the  house 
of  delegates  of  our  State  Association  at  its  next 
meeting,  asking  its  consideration  and  aid  in  the 
accomplishment  of  this  undertaking.  Also,  that 
if  it  pleases  the  honorably  body,  that  the  Presi- 
dent of  the  Association  be  empowered  to  appoint 
a committee  consisting  of  one  member  from  each 
congressional  district,  with  the  addition  of  the 
Secretary  of  the  Board  of  Health  as  chairman. 
The  duty  of  this  commiti,?e  should  be:  To  inform 

the  public  on  the  importance  of  this  problem 
during  the  present  campaign,  in  which  a governor 
and  members  of  the  legislature  are  to  be  selected; 
to  advise  with  and  offer  assistance  to  our  next 
legislative  body  in  making  the  proper  distribution 
of  the  state  charity  funds  for  hospitals;  and  to 
see  that  the  hospitals  measure  up  to  the  stand- 
ards that  will  provide  safety  to  the  public. 

We  further  urge  that  all  members  of  the  Associ- 
ation take  a personal  interest  in  the  accomplish- 
ment of  this  task. 

We  recommend  that  a copy  of  these  resolutions 
be  spread  on  the  minutes  of  our  Society;  that  one 
be  mailed  to  Dr.  E.  F.  Howard,  President  of  the 
State  Medical  Association,  asking  his  aid;  and 
that  one  be  mailed  to  Dr.  Lippincott  for  publica- 
tion in  “The  New  Orleans  Medical  and  Surgical 
Journal;”  and  that  the  resolutions  be  published 
in  “The  Mississippi  Doctor”  in  the  March  issue, 
if  possible. 

Respectfully  submitted, 

R.  B.  Caldwell,  M.  D.,  Chairman 

J.  M.  Acker,  M.  D. 

W.  H.  Anderson,  M.  D, 
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WINSTON  COUNTY. 

Dr.  T.  C.  Suttle,  who  has  been  residing  the  last 
two  years  at  Bison,  North  Dakota,  has  returned 
to  his  old  home  to  resume  his  practice  again. 

Drs.  W.  W.  Parks,  E.  L.  Richardson  and  the 
writer,  were  unable  to  attend  the  recent  meeting 
of  the  G.  M.  & N.  Surgeons  at  Mobile,  owing 
to  the  prevalence  of  flu  and  other  illness. 

The  Winston  County  Medical  Fraternity  met  in 
regular  session  the  second  Tuesday  night  in  March. 
We  had  a good  meeting,  and  a good  attendance. 
We  hope  to  promote  a greater  fraternal  spirit 
and  greater  co-operation. 

Dr.  W.  W.  Parks  of  our  city,  made  a business 
trip  to  Jackson  recently. 

Dr.  J.  W.  Pearson  spent  a few  days  in  Mem- 
phis recently  on  business. 

Dr.  J.  E.  Anderson,  who  has  been  acting  for 
the  Legan  and  McLure  Lumber  Company  at 
Estes,  has  moved  back  to  his  home  at  Fearn 
Springs,  and  resumed  his  practice  there,  the  lum- 
ber company  having  closed  down  for  the  time  be- 
ing. 

M.  L.  Montgomery. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

The  Pike  County  Medical  Society  met  in  the 
Palm  Room,  McColgan  Hotel,  Thursday,  April  2, 
1931,  at  7 p.  m. 

Members  present:  Drs.  D.  T.  Brock,  L.  W. 
Brock,  W.  0.  Biggs,  W.  M.  Biggs,  W.  C.  Hart, 
H.  C.  Hatcher,  T.  E.  Hewitt,  L.  D.  Dickerson, 
M.  D.  Ratcliff,  E.  M.  Givens,  W.  F.  Cotton,  Paul 
Klotz,  L.  J.  Rutledge,  B.  J.  Hewitt,  Thomas 
Purser,  and  R.  H.  Brumfield. 

The  Scientific  Program  was  as  follows: 


The  Toxemias  of  Pregnancy. — Dr.  D.  T.  Brock, 


Gastro-Intestinal  Symptoms  of  Heart  Disease. — 
Dr.  W.  0.  Biggs. 


R.  H.  Brumfield. 


HOMOCHITTO  VALLEY  MEDICAL  (SOCIETY. 

The  second  regular  quarterly  meeting  of  the 
Homochitto  Valley  Medical  Society  was  held  at 
Natchez,  April  9,  with  an  attendance  of  20  mem- 
bers and  two  guests. 

Dr.  L.  H.  Lamkin,  Natchez,  a past-president 
of  the  old  Adams  County  Medical  Society  and 
of  the  Homochitto  Valley  Medical  Society,  and 
always  a worker  for  organized  medicine,  having 
just  reached  the  fiftieth  anniversary  of  his  gradu- 
ation in  medicine,  it  was  moved  and  seconded 
that  he  be  made  an  honorary  member  of  the 


Homochitto  Valley  Medical  Society  for  life..  This 
motion  was  unanimously  passed  by  a rising  vote. 

The  following  new  members  were  admitted  into 
the  Society:  Dr.  A.  J.  Kisner,  Natchez;  Dr.  L. 
Costley,  Meadville,  and  Dr.  L.  Q.  Hall,  Stephen- 
son. 

Dr.  J.  S.  Ullman,  Natchez,  presented  a new 
splint  for  the  treatment  of  fractures  of  the 
clavicle. 

The  remainder  of  the  meeting  was  devoted  to 
discussion  of  the  Councilor’s  District  Meeting  to 
be  held  in  Natchez  next  fall. 

W.  K.  Stowers,  Secretary. 


CLARKtSDALE  AND  SIX  COUNTIES 
MEDICAL  SOCIETY. 

The  Clarksdale  and  Six  Counties  Medical 
Society  went  into  session  at  6:30,  Wednesday 
evening,  March  25,  with  Dr.  W.  S.  Slaughter  of 
Jonestown,  the  president,  presiding. 

The  first  action  of  the  business  session  was  the 
election  of  the  following  delegates  and  alternates: 
For  Coahoma  County,  Dr.  A.  G.  Everett  (del.) 
and  Dr.  A.  J.  Brown  (alt.) ; for  Quitman  County, 
Dr.  A.  C.  Covington  (del.)  and  Dr.  V.  D.  Franks 
(alt.)  ; for  Tallahatchie  County,  Dr.  J.  D.  Harris 
(del.)  and  Dr.  J.  D.  Biles  (alt.);  for  Tunica 
County,  Dr.  L.  H.  Brevard  (del.)  and  Dr.  W.  H. 
Williams  (alt.). 

A motion  was  made  and  carried  directing  the 
secretary  to  arrange  a joint  social  meeting  with 
the  Delta  Medical  Society  for  some  date  in  the 
summer 

At  7:30  p.  m.,  the  business  session  ended  and 
the  banquet  was  served,  with  Dr.  E.  LeRoy  Wil- 
kins as  toastmaster.  Several  interesting  luncheon 
speeches  were  made  and  a dancing  program  was 
furnished  by  the  Louise  Goodman  Dancing 
School. 

The  scientific  program  opened  at  8:30  p.  m. 
with  a paper  by  Dr.  H.  L.  Cockerham,  Gunnison, 
with  the  title,  “The  Part  Played  by  Endocrine  Dis- 
orders Met  with  in  General  Practice  and  Often 
Not  Considered  in  Diagnostic  Analysis.  Discus- 
sion by  Drs.  J.  W.  Gray  and  E.  F.  Howard. 

The  next  paper,  “Injection  Treatment  of  Vari- 
cose Veins,”  by  Dr.  W.  W.  Hall,  Shelby,  was  read 
and  the  discussion  opened  by  Drs.  Julius  Levy 
and  R.  L.  (Sanders. 

Dr.  A.  J.  Brown,  Clarksdale,  read  a paper, 
“Where  Should  We  Begin  Preventive  Medicine,” 
and  the  discussion  was  opened  by  Dr.  R„  L.  San- 
ders. 
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Dr.  P.  L.  Mull,  Dean  of  the  School  of  Medicine 
of  the  "University  of  Mississippi,  read  a paper  on 
“Some  Remarks  on  Applied  Anatomy.”  Discussed 
by  Dr.  J,  J.  Mitchell  and  others. 

Dr.  E.  F.  Howard,  Vicksburg,  President  of  the 
Mississippi  State  Medical  Association  addressed 
the  society  on  “Organization,”  which  was  well 
received  and  freely  discussed. 

After  the  scientific  program  was  completed, 
news  of  the  death  of  Dr.  R.  W.  Coker,  Tunica, 
was  received,  and  resolutions  of  respect  were 
passed. 

There  were  46  members  and  15  visitors  present. 
The  next  meeting  will  be  held  at  Clarksdale  on 
the  first  Wednesday  in  November. 

D.  V.  Galloway,  Secretary. 


ISSAQUENA  COUNTY. 

Dr.  T.  W.  Huey,  Grace,  has  been  kept  unusu- 
ally busy  of  late  looking  after  the  influenza 
patients  in  his  neighborhood. 

Dr.  J.  B.  Benton,  one  of  our  ‘‘county  fathers,” 
from  the  Valley  Park  District,  was  in  Mayers- 
ville  recently  attending  the  meeting  of  the  Board 
of  Supervisors. 

An  article  is  promised  in  the  near  future  by 
Dr.  T.  A.  Heath,  iShiloh,  the  dean  of  the  Issa- 
quena doctors,  on  his  experiences  in  the  long 
ago  treatment  of  malarial  hematuria,  a disease 
now  practically  extinct. 

W.  H.  Scudder. 


PREVENTABLE  DISEASES. 

The  report  of  the  Bureau  of  Communicable 
Diseases  of  the  Mississippi  State  Board  of  Health 
for  the  month  of  February,  1931,  shows  20  cases 
of  typhoid  fever;  90  cases  of  smallpox,  and  67 
cases  of  diphtheria.  All  preventable  diseases ! ! 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

The  regular  monthly  meeting  of  the  staff  of 
the  Vicksburg  Sanitarium  and  Crawford  Street 
Hospital  was  held  on  April  10.  After  the  regu- 
lar . business  of  the  staff  and  reports  from  the 
records  department  and  analysis  of  the  work  of 
the  hospital,  special  case  reports  were  presented 
as  follows: 

Duodenal  Ulcer  With  Acute  Perforation. — Dr. 
A.  Street. 

Diaphragmatic  Hernia,  With  Operative  Find- 
ing and  Method  of  Repair. — Dr.  J.  A.  K.  Birchett, 
Jr. 

Rat-Bite  Fever. — Dr.  S.  W.  Johnston. 


Retro-Bulbar  Abscess. — Dr.  C.  J.  Edwards. 

Drs.  L.  S.  Lippincott  and  L.  J.  Clark  reported 
on  the  recent  meeting  of  the  American  College 
of  Physicians  at  Baltimore  and  Washington. 

Selected  radiographic  studies  were  shown  as 
follows:  Fracture  of  the  scaphoid;  osteoarthritis 
of  the  spine;  myositis  ossificans;  subdeltoid  bur- 
sitis; suppurative  pleurisy  (two  cases);  pulmon- 
ary tuberculosis  (two  cases)  ; maxillary  sinusitis 
(two  cases);  mastoiditis;  pathological  gall-blad- 
der; carcinoma  of  the  pharynx;  ureteral  calculus 
(two  cases) ; calcified  uterine  fibroid. 

The  meeting  closed  with  a lunch. 


ISSAQUENA-SHARKEY-WARREN  COUNTIES 
MEDICAL  SOCIETY. 

A joint  meeting  of  the  Central  Medical  Society 
and  the  Isaquena  - Sharkey  - Warren  Counties 
Medical  Society  was  held  at  Jackson  on  Tuesday, 
April  21.  The  scientific  program  included  the 
following: 

The  Heart  in  Pregnancy. — Dr.  L.  J.  Clark. 

Some  Abnormal  Conditions  in  Obstetrics. — Dr. 
P.  S.  Herring. 

Pyelitis  in  Children.— Dr.  I.  C.  Knox. 

There  will  be  no  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  in 
May  because  of  the  meeting  of  the  Mississippi 
State  Medical  Association.  In  June,  the  Society 
will  have  a joint  meeting  with  the  Fifth  District 
Medical  Society  of  Louisiana,  probably  in  Monroe. 


ADAMS  COUNTY. 

A wedding  of  interest  throughout  Mississippi 
and  Louisiana  was  that  of  Dr.  G.  H.  Butler,  for- 
merly of  Liberty,  and  Miss  Mildred  Bradford  of 
Ferriday,  La.,  which  was  solemnized  April  11,  at 
Port  Gibson.  They  were  accompanied  to  Port 
Gibson  by  Dr.  Paul  Jackson,  of  Liberty,  and  Miss 
Dixie  Peyton,  of  Winnsboro,  La. 

Dr.  and  Mrs.  Butler  will  spend  a few  days  in 
New  Orleans,  before  returning  to  Natchez,  where 
they  will  make  their  home.  Dr.  Butler  is  the 
assistant  superintendent  at  the  Natchez  Charity 
Hospital. 

Mrs.  Jessie  Tyer,  superintendent  of  nurses  at 
the  Natchez  Charity  Hospital,  accompanied  by 
Miss  Roma  Fortenberry,  a graduate  of  the  Nat- 
chez Charity  Hospital  Training  /School,  left  April 
10  for  Blue  Mountain,  where  they  will  visit 
friends  and  relatives. 

Drs.  J.  F.  Chamberlain,  George  L.  Kaiser,  J. 
G.  Logan  and  R.  T.  Smith  have  moved  their  down- 
town offices  from  321  Main  St.,  to  the  Chamber- 
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lain  Rice  Hotel,  North  Pearl  and  Oak  Sts.  The 
change  has  been  made  to  concentrate  their  work 
and  at  the  same  time  to  afford  greater  conveni- 
ence for  patients.  The  suite  of  new  offices  on 
the  ground  floor  of  the  Chamberlain-Rice  Hospital 
is  completely  equipped  and  being  in  an  outside 
location,  has  the  advantage  of  sunlight. 

Dr.  Geo.  L.  Kaiser  has  been  elected  house  sur- 
geon. 

Dr.  James  C.  Ric^e  will  maintain  downtown 
offices  in  the  Eola  Hotel,  Pearl  St. 

L.  Wallin. 


CENTRAL  MEDICAL  SOCIETY. 

The  regular  monthly  meeting  of  the  Central 
Medical  Society  was  a joint  session  with  the  Issa- 
quena-Sharkey-Warren  Counties  Medical  Society 
and  took  place  in  Jackson,  April  21.  Dinner  was 
served  at  6 p.  m.,  and  the  scientific  program  was 
furnished  by  the  guest  society. 

The  Central  Medical  Society  will  give  a return 
program  as  the  guest  of  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Society  in  Vicksburg 
in  July. 

There  will  be  no  May  meeting  of  the  Central 
Medical  Society  due  to  the  meeting  of  the  Missis- 
sippi State  Medical  Association  in  Jackson. 

W.  L.  Hughes,  Secretary. 


TRI-COUNTY  MEDICAL  SOCIETY. 

The  Tri-County  Medical  Society  meets  in 
Brookhaven,  June  9.  To  this  meeting  the  Presi- 
dent of  the  Mississippi  State  Medical  Association 
is  an  invited  guest. 

The  program  committee  is  planning  further 
interesting  speakers  for  the  meeting. 

Our  society  hopes  to  be  well  represented  at  the 
Jackson  State  Meeting  May  12,  13,  14. 

Dr.  James  A.  McCallum  has  removed  from 
Brookhaven,  taken  public  health  training  at 
Indianola,  and  is  now  in  the  employ  of  the  State 
Board  of  Health. 

Dr.  G.  S.  Ramsay,  after  three  years  residence 
in  Brookhaven,  has  located  in  Collins,  where  his 
late  father  was  an  honored  member  of  the  pro- 
fession. 

Dr.  R.  E.  Higdon  of  Brookhaven  has  been  con- 
fined to  his  room  from  an  illness  for  ten  days. 

Dr.  W.  H.  Frizell,  Brookhaven,  has  been 
appointed  to  membership  on  the  Board  of  Trus- 
tees of  the  Mississippi  State  School  and  Colony 
for  the  Feeble-minded,  Ellisville. 


The  staff  of  the  Brookhaven  King’s  Daughters’ 
Hospital  met  in  regular  monthly  session,  Tues- 
day, April  7,  at  which  “Use  and  Abuse  of  Nar- 
cotics” and  “Obstetrical  Practice  and  Engage- 
ments, and  their  Legal  Aspects”  were  discussed 
at  length. 

W.  H.  Frizell. 


DR.  J.  W.  UNGER. 

We,  the  Committee  on  Necrology,  beg  leave  to 
report:  Dr.  J.  W.  Unger,  the  state’s  oldest  prac- 
ticing physician  and  of  our  number  one  of  the 
most  beloved,  closed  a very  eventful  career  at 
his  home  in  West  Point,  after  a brief  illness,  on 
last  December  6th.  We  rejoice  that  he  has  lived 
and  labored  so  long  among  us,  upholding  and 
representing  the  best  in  our  profession.  It  would 
be  a task  of  willing  love  could  we  point  out  the 
attributes  of  unselfish  labor,  brotherly  consider- 
to  his  professional  associates,  and  untiring 
devotion  to  duty  which  are  but  debts  of  inspir- 
ation that  we  owe  a comrade  who  lived  the  life 
that  counts.  He  was  in  his  eightieth  year,  after 
57  years  of  an  active  practice  from  which  he 
refused  to  retire  until  his  strength  failed  a few 
weeks  before  his  death.  He  moved  to  West  Point 
in  1881,  married  Miss'  Florence  McMillian,  of 
Louisville,  in  1900,  and  kept  up  the  active  prac- 
tice of  his  profession  in  that  town  continuously 
until  his  death.  He  is  survived  by  his  widow, 
one  daughter,  Mrs.  Dan  Davidson,  and  two  sons, 
Anell  and  J.  W.,  all  of  West  Point. 

Dr.  Unger  was  a modest  and  unassuming  man 
who  seldom  made  boast  of  many  awards  of  his 
accomplishment  as  an  outstanding  student  and 
medical  man  of  his  state.  He  possessed  diplomas 
and  post-graduate  certificates  from  thirteen 
medical  schools  and  colleges,  and  a library  that 
ranked  with  the  largest  in  the  city.  He  held  a 
position  of  undisputed  prominence  in  church  and 
civic  affairs  and  esteem  in  his  beloved  profession 
and  as  a citizen. 

When  he  died  he  was  the  oldest  practicing  phy- 
sician in  the  state,  and  had  held  a wide  and  active 
practice  through  nearly  two  generations. 

W.  A.  Johns,  M.  D. 

Chairman  on  Necrology. 


LOWNDES  COUNTY. 

Dr.  C.  E.  Lehmberg,  County  Health  Officer  of 
Lowndes  County,  is  out  and  back  at  work  after 
two  weeks’  illness  in  Fite  Hospital. 

The  new  addition  to  Dr.  Ped.  L.  Fite’s  hos- 
pital is  about  finished  and  adds  greatly  to  its 
looks  and  gives  some  eight  more  rooms  of  hos- 
pital space. 
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Dr.  R.  C.  Molloy,  who  has  been  confined  to  his 
home  for  several  months,  has  resumed  practice. 

Dr.  Martha  Eckford,  professor  of  bacteriology 
and  hygiene  at  M.  S.  C.  W.,  attended  the  recent 
meeting  of  the  American  Association  of  Univer- 
sity Women  in  Boston. 

Dr.  C.  D.  Mitchell,  resident  physician  of  A.  & 
M.  College,  brought  to  the  Fite  Hospital  a young 
man  with  an  acute  attack  of  appendicitis  recently. 

An  independent  bacteriological  laboratory  will 
be  established  in  Columbus  by  Miss  Virginia  M. 
Garth.  Miss  Garth  received  her  B.  A.  at  M.  S. 
C.  W.,  her  M.  S.  at  Columbia,  and  her  special 
training  at  N.  Y.  Post  Graduate  and  Methodist 
Hospital,  Memphis,  Tenn. 

Dr.  J.  W.  Lipscomb,  Jr.,  has  been  appointed 
to  an  internship  in  Memorial  Hospital,  New  York 
City,  to  begin  July  1,  1931. 

Dr.  John  E.  Davis,  one  of  the  pioneers  in  the 
more  modern  school  of  surgeons,  is  out  again 
after  an  attack  of  pneumonia. 

Dr.  Davis  was  the  first  surgeon  to  perform  a 
laparotomy  in  Lowndes  county,  successfully  re- 
moving a cystic  ovary  and  tube,  in  1895.  The 
operation  was  so  new  to  this  section,  that  it 
attracted  wide  attention,  and  Dr.  Davis  was 
immediately  “dubbed”  by  one  of  the  oldest  sur- 
geons as  “Jack  the  Ripper.” 

Dr.  Ped.  L.  Fite  is  adding  eight  new  rooms  to 
his  hospital  on  Main  Street.  Dr.  Fite  purchased 
the  sanatorium  of  the  late  Dr.  Walter  McKinley 
in  1924,  adding  at  that  time  12  rooms.  He 
changed  the  name  to  Fite  Hospital,  and  now,  after 
successful  operation  since  purchase,  he  is  again 
enlarging  to  give  a capacity  of  forty  beds. 

Columbus  and  Lowndes  county  had  its  first 
doctor  to  make  a call  by  aeroplane,  when  Dr. 
Ludo  von  Mysenbug,  pediatrician  of  New  Orleans, 
flew  to  our  city  in  consultation  with  Dr.  W.  L. 
Stallworth. 

J.  W.  Lipscomb. 

THE  NESHOBA  COUNTY  MEDICAL 
FRATERNITY. 

The  Neshoba  County  Medical  Fraternity  holds 
its  regular  meeting  on  the  second  Tuesday  night 
of  each  month.  The  Fraternity  is  composed  of 
medical  doctors,  pharmacists  and  dentists.  In  the 


past,  the  meetings  have  been  more  of  a business 
and  social  nature  than  otherwise,  but  it  is  now 
planning  to  have  papers  and  discussions  that  will 
be  of  common  interest  to  all  three  professions. 
The  program  of  the  April  meeting  was  as  fol- 
lows : 

The  Relationship  of  the  Pharmacist  and  Phy- 
sician.— C.  C.  Davis,  P.  H.  G. 

Discussed  by  the  physiciansi  present. 

Relationship  of  the  Dentist  and  Medical  Doc- 
tors; The  Care  of  the  Teeth  from  the  Fetus 
to  Adult  Life. — Potor  Jordan,  D.  D.  S. 

Discussed  by  the  physicians  present. 

Thad  Watkins  of  Philadelphia,  son  of  Dr.  W. 
L.  Watkins,  died  on  March  27,  having  been  in 
poor  health  for  some  time.  He  was  21  years  of 
age. 

Mrs.  M.  E.  Cole,  wife  of  Dr.  M.  E.  Cole,  was 
visited  by  the  stork  since  the  last  issue  of  the 
Journal.  Dr.  Cole  named  the  boy  Mike  Conner, 
“for  Mississippi’s  next  governor.” 

Dr.  R.  G.  Hand,  son  of  W.  R.  Hand,  who  has 
been  practicing  for  some  time  at  Hollypaw,  Flor- 
ida, is  visiting  his  father  here.  He  stated  that 
old  Miss,  was  good  enough  for  him,  and  he  is 
now  locating  at  Quitman,  where  he  will  practice 
for  the  Long  Bell  Lumber  Company. 

Mrs.  Hickman,  wife  of  Dr.  J.  S.  Hickman,  was 
recently  in  New  Orleans,  for  medical  examina- 
tion. 

J.  S.  Hickman. 


Dr.  E.  H.  Scudder  of  Mayersville  has  received 
from  the  Mississippi  State  Board  of  Engineers 
his  license  as  Professional  Civil  Engineer.  The 
doctor  now  has  the  unique  distinction  of  being 
a Civil  Engineer,  a Doctor  of  Medicine  and  a 
Doctor  of  Veterinary  Medicine,  holding  a regular 
license  in  each  of  the  three  professions.  He  can 
now  sigh  his  name  as  “W.  H.  Scudder,  M.  D.,  D. 
V.  M.,  C.  E.” — Mayersville  Spectator. 


WILKINSON  COUNTY. 

We  were  sorry  to  learn  of  the  death  of  Mrs. 
J.  W.  Brandon,  wife  of  Dr.  J.  W.  Brandon,  Wood- 
ville,  on  March  27. 

S.  E.  Field. 
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PIKE  COUNTY. 

“I  am  indeed  sorry  to  report  that  our  President, 
Dr.  I.  E.  Stennis,  has  been  confined  to  his  home 
for  the  past  several  weeks.  We  trust  that  he  will 
soon  be  with  us  again.  The  last  meeting  of  the 
Medical  Society  was  the  first  that  he  has  missed 
since  we  were  organized. 

“Will  Hewitt,  son  of  Dr.  T.  E.  Hewitt  of  Sum- 
mit, was  operated  on  for  appendicitis  March  28.  I 
am  glad  to  report  that  he  has  done  finely  and  is 
now  at  home. 

“An  item  of  interest  to  all  the  doctors  of  this 
county  was  the  arrest  of  Phillip  B.  Branchi  (M. 
D.  Ph.  C.,  so  his  cards  read),  of  various  points 
in  Florida,  for  practicing  medicine  without  a 
license.  He  paid  a fine  of  one  hundred  dollars  and 
costs  and  left  the  county.  It  seems  that  an  en- 
terprising druggist  of  McComb  was  really  doing 
the  prescribing  after  the  self-styled  famous  doc- 
tor would  get  the  symptoms  from  the  patient. 
Italians  were  the  ones  who  were  duped  mostly 
and  the  doctor  (?)  and  the  druggist  reaped  quite 
a profit  for  about  three  weeks.  Constable  E.  E. 
Blount  is  to  be  commended  for  this  arrest. 

“P.  S. — On  that  last  item  you  can  put  your 
own  comment.  You  would  not  print  what  I think 
of  our  county  prescribing  druggist!” 

L.  J.  Rutledge. 


NEWTON  COUNTY.  — CONGRATULATIONS! 

The  uppermost  thought  in  my  mind  today  is 
that  a new  boy  has  arrived  in  my  home,  Sidney 
Andrew  Majure,  Jr. 

S.  A.  Majure. 


WARREN  COUNTY. 

The  many  friends  of  Dr.  and  Mrs.  Guy  C. 
Jarratt  are  sympathizing  with  them  over  the 
death  of  their  two-day  old  son. 

Drs.  L.  J.  Clark  and  L.  S.  Lippincott  attended 
the  recent  meeting  of  the  American  College  of 
Physicians  at  Baltimore  and  Washington. 

Dr.  W.  H.  Parsons  attended  the  recent  meeting 
of  the  American  Society  for  the  Study  of  Goitre, 
at  Kansas  City. 


Dr.  T.  M.  Dye,  while  on  a business  trip  to 
Vicksburg,  became  acutely  ill  and  was  confined  to 
the  Sanitarium  for  four  days. 

An  eye  clinic  for  persons  with  defective  eye- 
sight is  to  be  held  in  Vicksburg  April  27,  under 
the  direction  of  the  Warren  County  health  unit, 
according  to  announcement  from  Jackson,  by 
Mrs.  D.  W.  McBryde,  assistant  executive  secre- 
tary of  the  Mississippi  State  Commission  for  the 
Blind.  Dr.  F.  Michael  Smith,  Warren  County 
health  officer,  and  his  staff  will  supervise  the 
clinic. 

Dr.  G.  M.  Street,  Vicksburg,  attended  the  re- 
cent meetings  of  the  Louisiana  State  Medical 
Society,  at  New  Orleans. 

Dr.  Guy  C.  Jarratt,  Vicksburg,  attended  the  re- 
cent meeting  of  the  American  Pediatric  Society  at 
Biloxi. 

E.  H.  Jones. 


MONROE  COUNTY. 

Dr.  E.  D.  Boozer  of  Greenwood  Springs  has  been 
sick  of  influenza  for  the  past  two  or  three  weeks. 

Dr.  C.  B.  McCown  has  recently  changed  his 
location  from  Nettleton  to  Prairie. 

Dr.  G.  T.  Tubb  of  Athens  who  has  been  inca- 
pacitated from  a broken  arm  for  several  months, 
looks  about  as  good  as  new  again. 

Dr.  A.  I.  Boozer  of  Amary  has  become  a smiling 
grandfather  in  the  past  two  or  three  months. 

C.  E.  Boyd. 


EAST  MISSISSIPPI  MEDICAL  SOCIETY. 
The  regular  meeting  of  the  East  Mississippi 
Medical  Society  was  held  in  the  Lamar  Hotel, 
Meridian,  Thursday,  April  16,  beginning  at  3 
P.  M.  Program: 

Some  Remarks  on  Applied  Anatomy. — Dr.  P.  L. 
Mull,  Dean,  School  of  Medicine,  University  of 
Mississippi. 

Injection  of  Fallopian  Tubes  with  Iodized  Oil; 
Its  Practical  Value  in  Pelvic  Pathology.  (Lantern 
Slides) — Dr.  G.  F.  Douglas,  Birmingham,  Ala. 

Blood  Pressure. — Dr.  T.  D.  Bourdeaux,  Meri- 
dian. 
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Moving  Picture  Demonstration  of  some  of  the 
More  Common  Neurological  Motor  Phenomena. — 
Dr.  C.  C.  Turner,  Memphis. 

Following  the  program,  through  the  courtesy 
of  Drs.  K.  T.  Klein  and  A.  C.  Bryan  of  Meridian 
Sanitarium,  a banquet  was  served  to  members  and 
guests  at  the  Lamar  Hotel. 

T.  L.  Bennett,  Secretary. 


THE  WINONA  DISTRICT  MEDICAL  SOCIETY. 

The  Winona  District  Medical  Society  met  in 
the  basement  of  the  First  Baptist  Church,  Winona, 
April  9,  at  1:30  P.  M.  The  scientific  program  in- 
cluded the  following: 

Phrenicectomy  in  the  Treatment  of  Pulmonary 
Tuberculosis. — Dr.  J.  W.  Barksdale,  Jackson. 

Relationship  of  the  Genito-Urinary  System  to 
Arthritis. — Dr.  L.  B.  Mosley,  Jackson. 

The  Ear,  Nose,  and  Throat  Complications  of 
Influenza. — Dr.  W.  L.  Hughes,  Jackson. 

Discussion  by  Drs.  R.  A.  Clanton  and  S.  S. 
Caruthers. 

Some  Interesting  Points  on  Digestive  Disturb- 
ances in  Children. — Dr.  iS.  L.  Brister,  Jr. 

Discussion  by  Drs.  J.  P.  T.  Stephens  and  R.  C. 
Elmore. 

Social  Cankers. — Dr.  J.  J.  Kazer,  Tchula. 
Discussion  by  Drs.  W.  H.  Curry  and  J.  James. 

The  officers  elected  for  the  coming  year  are  as 
follows:  President,  Dr.  R.  M.  Stephenson,  Lex- 

ington; Secretary,  Dr.  E.  W.  Holmes,  Winona; 
Vice-Presidents:  Montgomery  County,  Dr.  J.  C. 
Ringold,  Winona;  Grenada  County,  Dr.  J.  T. 
Brown,  Grenada;  Carroll  County,  Dr.  J.  P.  T. 
Stephens,  Vaiden;  Holmes  County,  Dr.  R.  C.  El- 
more, Durant;  Webster  County,  Dr.  W.  H.  Curry, 
Eupora;  Attala  County,  Dr.  Pender,  Kosciusko; 
Choctaw  County,  Dr.  J.  James,  Akerman. 

President  J.  0.  Ringold,  Winona,  appointed  Edi- 
tors for  the  Journal  from  each  county  as  follows: 
Montgomery  County,  Dr.  S.  S.  Caruthers,  Duck 
Hill;  Carroll  County,  Dr.  J.  P.  T.  Stephens, 
Vaiden;  Grenada  County,  Dr.  T.  J.  Brown,  Gren- 
ada; Holmes  County,  Dr.  R.  C.  Elmore,  Durant; 
Attala  County,  Dr.  Charles  A.  Pender,  Kosciusko; 


Choctaw  County,  Dr.  J.  James,  Akerman;  Web- 
ster County,  Dr.  W.  H.  Curry,  Eupora. 

E.  W.  Holmes. 


Dr.  G.  W.  F.  Rembert,  Jackson,  and  Dr.  J.  G. 
Archer,  Greenville,  were  among  those  from  Mis- 
sissippi who  attended  the  American  College  of 
Surgeons  in  Baltimore  and  Washington,  March  23 
to  28.  Dr.  Rembert  was  reelected  to  the  Board  of 
Governors  for  a period  of  three  years.  Dr.  W. 
N.  Jenkins,  Port  Gibson,  was  elected  to  associate 
fellowship,  and  Dr.  F.  M.  Acree,  Jr.,  Greenville, 
elected  to  fellowship. 


NORTH  MISSISSIPPI  MEDICAL  SOCIETY. 
The  North  Mississippi  Medical  Society  met  at 
the  city  hall,  Holly  Springs,  on  April  15,  with  Dr. 
R.  G.  Grant,  president,  presiding.  The  program 
was  as  follows: 

Invocation. 

Business  Session. 

Scientific  Program: 

Duodenal  Ulcer. — Dr.  C.  M.  Speck,  New  Albany. 

Discussion  opened  by  Drs.  George  Brown  and 

G.  H.  Wood. 

A Few  Remarks  Pertinent  to  Medical  Organiza- 
tion.— Dr.  L.  L.  Minor,  R.  D.,  Memphis,  Councilor, 
Second  District,  Mississippi  State  Medical  Asso- 
ciation. 

Organized  Medicine  and  the  Future. — Dr.  C. 
W.  Patterson,  Rosedale,  Vice  President,  Missis- 
sippi State  Medical  Association. 

Management  of  Stricture  of  the  Urethra. — Dr, 

H.  K.  Turley,  Memphis,  Tenn. 

Discussion  opened  by  Drs.  S.  E.  Eason  and 
Edwin  Wright. 

Case  Reports. — Dr.  J.  C.  Culley,  Oxford,  Presi- 
dent-elect, Mississippi  State  Medical  Association. 

The  Surgical  Abdomen  in  Children. — Dr.  Shields 
Abernathy,  Memphis,  Tenn. 

Discussion  opened  by  Drs.  H.  N.  Mayes  and  A. 
M.  McAuley. 

The  Women’s  Auxiliary  of  the  (Society  met  at 
the  same  time. 
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Handbook  of  the  Vaccine  Treatment  of  Chronic 
Rheumatic  Diseases:  By  H.  Warren  Crowe, 

D.  M.,  B.  Ch.  (Oxon.),  M.  R.  C.  S.,  L.  R.  C.  P. 
London,  Oxford  University  Press.  1930.  pp.  52. 

In  this  small  volume  the  author  presents  a 
method  for  the  treatment  of  chronic  rheumatic 
diseases  which  is  at  marked  variance  with  any 
modern  accepted  method.  He  considers  the  causa- 
tive agent  of  both  osteoarthritis  and  rheumatoid 
arthritis  to  be  in  both  instances  bacterial.  His 
treatment  consists  in  the  subcutaneous  administra- 
tion of  minute  doses  of  a polyvalent  vaccine 
and  completely  ignores  foci  of  infection.  This  is 
distinctly  contrary  to  our  present  views.  The 
beneficial  results  claimed  for  this  type  of  treat- 
ment are  simply  unbelievable.  Throughout  the 
work  the  author  stresses  the  necessity  for  the  use 
of  doses  sufficiently  small  to  preclude  the  possi- 
bility of  a reaction. 

George  C.  Battalora,  M.  D. 


Textbook  of  Human  Embryology : By  Cleveland 
Sylvester  Simkins,  Ph.  D.  Philadelphia,  F. 
A.  Davis  Company.  1931.  XIV  + 469  pp.,  263 
figs. 

This  text  represents  a commendable  effort  to 
present  the  complex  subject  of  embryology  simply, 
and  in  a manner  adapted  to  “students  interested 
primarily  in  the  development  of  the  human  body.” 
The  author  has  chosen  wisely  to  omit  certain  as- 
pects of  comparative  embryology  which  figure 
all  too  prominently  in  some  texts  intended  for 
the  use  of  medical  students,  both  text  matter  and 
illustrations  being  concerned  with  human  develop- 
ment strictly. 

While  the  book  is  devoted  specifically  to  human 
embryology,  its  aim  as  a working  text  for  stu- 
dents of  medicine  appears  incompletely  fulfilled. 
One  would  expect  to  find  more  extensive  treatment 
of  certain  phases  of  embryology  which  have  prac- 
tical clinical  applications.  Some  descriptive  chap- 
ters, notably  those  dealing  with  the  nervous  and 
vascular  systems,  are  lengthy  and  detailed,  being 
perhaps  unnecessarily  elaborated.  In  conspicuous 
contrast  is  the  inadequate  treatment  of  the  fetal 
membranes,  to  which  are  devoted  but  a dozen 
pages,  compared  with  an  allotment  of  sixty-four 
pages  to  the  nervous  system,  exclusive  of  the 
sense  organs.  It  would  have  been  desirable,  fur- 
ther, to  give  more  emphasis  to  the  etiology  and 
morphogenesis  of  the  common  developmental  de- 
fects. 

Many  of  the  illustrations  are  taken  from  re- 
cent literature,  and  are  admirable  both  for  ac- 
curacy and  artistic  finish.  Beautiful  as  they  are, 


however,  and  full  of  meaning  to  the  experienced 
observer,  simplification  of  some  of  these  drawings 
would  enhance  their  usefulness  for  the  purpose  of 
a beginners’  text.  The  appearance  of  the  book 
is  detracted  by  a considerable  number  of  crude 
sketches,  with  an  occasional  example  which  would 
be  practically  devoid  of  meaning  to  the  uninitiated. 
Carelessness  in  the  execution  of  these  pictures  is 
further  evidenced  by  a number  of  misspellings  in 
their  legends. 

Harold  Cummins,  Ph.  D. 


Fads,  Frauds  and  Physicians : By  T.  Swann  Hard- 
ing. New  York,  The  Dial  Press.  1930.  pp. 
409. 

In  1911  George  Shaw  hurled  a vitriolic  invec- 
tive, aptly  labelled  the  Doctor’s  Dilemma  at  our 
poor  profession.  At  it  we  laughed,  for  although 
much  of  it  was  untrue  it  was  funny  and — it  was 
Shaw!  Since  then  in  keeping  with  the  modern 
literary  trend  to  adversely  criticize  everything  and 
everybody,  God  not  excepted,  there  have  appeared 
in  various  lay  publications  many  articles  inform- 
ing the  misguided  public  just  how  bad  doctors 
really  are.  Reaching  the  zenith  of  vituperative 
piffle  is  Mr.  T.  Swann  Harding’s  sophomoric  ef- 
fort. Lacking  all  sense  of  humor,  devoid  of  in- 
sight, biased,  misinformed,  petty  and  argumenta- 
tive, he  has  produced  a pitiful  tirade  which  was 
not  worth  his  labors.  The  one  virtue  of  the  book 
is  that  this  young  man  is  well  read  and  an  abun- 
dant bibliography  furnishes  many  interesting 
excerpts.  The  meat  of  his  text  is  within  quotation 
marks;  most  of  his  interpolations  are  illogical, 
some  pathetic. 

As  a cure  for  what  ails  the  Medical  Profession 
he  prescribes  'State  Medicine.  Without  denying 
that  his  contention  is  correct,  one  is  convinced 
that  he  does  not  know  why  it  is  correct. 

Of  his  many  misstatements  the  silliest  are : 
“Actually  there  is  no  longer  any  place  in  modern 
medicine  for  the  development  of  geniuses  like  Wil- 
liam Harvey  or  Rene  Theophile  Laennec.”  “The 
United  States  Public  Health  Service  has  deter- 
mined the  cause  and  cure  of  pellagra  which  had 
baffled  medical  study  for  more  than  100  years.” 

To  issue  Fads,  Frauds  and  Physicians  for  pub- 
lic consumption  is  bad  taste.  As  far  as  the  pro- 
fession is  concerned  it  contains  nothing  new,  in 
fact  if  the  author  had  a few  better  and  more 
frank  doctor  friends  he  might  have  discovered 
some  of  the  profession’s  real  faults.  As  it  is  he 
has  only  skimmed  the  surface. 

Maurice  Sullivan,  M.  D. 
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Potter's  Therapeutics,  Materia  Media  and  Phar- 
macy: By  Samuel  0.  L.  Potter,  revised  by  R. 
J.  E.  Scott.  15-th  Edition.  Philadelphia,  P. 
Blakiston’s  Son  & Co.  1931.  pp.  997. 

This  is  the  fifteenth  edition  of  a popular  thera- 
peutics — materia  medica  — pharmacology.  Like 
most  books  of  its  type  it  is  splendid  for  rapid 
reference,  but  deplorably  incomplete  because  of 
the  ground  it  attempts  to  cover.  The  apothecary 
system  is  used  throughout  and  over  a conversion 
chart  on  the  jacket  appears  a strange  notation  for 
a 1931  edition.  Sic  ait:  Equivalents  of  Weights 
and  Measures,  Customary  and  Metric. 

Maurice  Suulivan,  M.  D. 


Human  Physiology : By  F.  R.  Winton,  M.  D.,  and 
L.  E.  Bayliss,  Ph.D.  Philadelphia,  P.  Blaki- 
ston’s Son  and  Co.,  Inc.  1931.  227  illustra- 
tions. pp.  583. 

This  book  does  not,  as  its  title  might  imply, 
deal  only  with  the  functions  of  man,  but  draws 
heavily  on  the  results  of  animal  experimentation 
for  much  of  the  information  and  interpretation 
thereof  it  gives.  However,  there  is  more  of  Human 
Physiology  than  in  any  other  book  of  its  sort 
the  reviewer  knows.  Owing  to  the  authors’  in- 
terest in  the  ability  of  the  student  to  pass  the 
Medical  Examinations  in  the  city  of  London,  they 
have  had  to  include  much  information  based 
solely  on  the  results  of  animal  experimentation. 
This  textbook  is  welcome,  however,  for  what  it 
has  in  the  way  of  direct  observations  on  man, 
running  a close  second  to  the  modern  outline  in 
Laboratory  Physiology  in  this  record. 

The  order  of  presentation  is  peculiar,  muscular 
activity  being  presented  first,  while  the  nervous 
system  is  not  dealt  with  until  Chapter  9,  follow- 
ing Circulation,  Respiration,  Nutrition,  Digestion, 
Metabolism,  Excretion  and  Reproduction.  The  book 
is  unusually  well  illustrated  with  the  results  of 
recent  work.  It  closes  with  a bibliography  of 
mongraphs  and  reviews,  written  for  the  most  part 
by  the  author’s  countrymen.  This  is  but  natural, 
and  the  book  adds  evidence  of  the  high  place  held 
by  Britishers  in  Physiology. 

Henry  Laurens,  Ph.D. 


Operative  Obstetrics  in  the  Manikin:  By  Charles 
B.  Reed,  M.  D.,  F.  A.  C.  S.  Philadelphia,  P. 
Blakiston’s  Son  & Co.,  Inc.  1931.  pp.  314. 

A better  title  for  this  book  would  be,  “Opera- 
tive, with  Notes  on  the  Use  of  Manikin.”  The 
work  covers  309  pages  but  the  manikin  disappears 
from  consideration  after  page  88  is  passed.  The 
various  obstetric  operations  are  described  in  de- 
tail, with  indications,  contraindications,  etc.,  but 


there  is  nothing  which  is  not  to  be  found  in  any 
good  textbook  on  obstetrics.  The  book  is  well  il- 
lustrated with  cuts  from  various  sources.  It  is 
concise  and  to  the  point,  and  hence  is  useful  for 
quick  review. 

It  might  be  noted  that  several  of  the  methods 
recommended  for  resuscitation  of  the  newborn 
have  been  discarded  by  most  obstetricians,  as  they 
are  somewhat  too  vigorous.  No  mention  is  made 
of  the  fact  that  a very  considerable  number  of 
such  infants  are  really  suffering  from  intracranial 
hemorrhage  and  require  treatment  for  this  con- 
dition. Nor  is  reference  made  to  Henderson’s 
work  on  asphyxia  neonatorium,  though  the  state- 
ment is  made  that  “one  of  the  devices  is  to  stimu- 
late respiratory  activity  by  administration  of 
oxygen  95  per  cent.”  The  author  fails  entirely  to 
mention  the  essential  feature  of  this  method, 
namely,  the  use  of  the  five  per  cent  carbon  dioxid 
mixed  with  the  oxygen.  Nor  is  the  necessary  ap- 
paratus depicted.  In  this  connection  it  might  be 
noted  that  “olpha  lobelin”  is  spelled  “alpha 
lobelin.” 

The  reviewer  cannot  agree  with  the  author’s 
opinion  that  the  low  cesarean  section  has  so  many 
inherent  difficulties  and  disadvantages  that  its 
usefulness  is  limited.  There  are  other  points  of 
a minor  nature  with  which  many  will  not  agree, 
but  such  is  to  be  expected,  in  view  of  the  fact 
that  medicine  (and  particularly  obstetrics)  is  not 
an  exact  science. 

E.  L.  King,  M.  D. 


Aphasia  in  Children:  By  Alex  W.  G.  Ewing,  M. 

A.,  Ph.D.  London,  Oxford  University  Press. 

1930.  pp.  152. 

Aphasia  in  the  adult  which  has  been  heretofore 
minutely  investigated,  is  due  to  a breakdown  in 
the  complex  machinery  set  up  in  infancy  for 
symbolic  thinking  and  expression.  This  book  is 
concerned  with  a type  of  speech  defect  in  children 
which  is  due  to  causes  entirely  different  from 
those  responsible  for  aphasia  in  the  adult.  In  the 
cases  of  the  children  studied  by  Ewing  thei’e  has 
been  a failure  to  set  up  the  machinery  in  the  first 
place  and  aphasia  has  resulted  from  the  failure 
of  development  of  speech  mechanism  and  not  from 
the  result  of  its  disintegration  from  brain  injury 
in  later  years.  This  failure  to  set  up  the  speech 
mechanism  is  due  to  deafness  of  the  child  to  the 
higher  frequences  of  the  auditory  range.  He  hears 
the  lower  frequences  but  inasmuch  as  ordinary 
conversation  covers  both  high  and  low  frequences, 
he  fails  to  form  a mental  impression  of  any  sound 
falling  in  the  higher  frequences.  Conversation 
then  becomes  an  unintelligible  jargon  to  him  just 
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as  the  haphazard  omission  of  syllables  on  a printed 
page  would  make  unintelligible  reading. 

Ewing  has  devised  some  ingenious  methods  to 
test  the  hearing  capacity  of  these  aphasic  chil- 
dren and  his  work  should  be  a great  help  in  the 
guidance  of  those  interested  in  this  particular 
form  of  aphasia. 

H.  Kearney,  M.  D. 


Traumatotherapy : By  John  J.  Moorhead,  B.  Sc., 
M.  M.,  F.  A.  C.  S.  (D.  S.  M.)  Philadelphia, 
W.  B.  (Saunders  Co.  1931.  pp.  574. 

This  volume  gives  in  detail  the  actual  manage- 
ment of  all  the  usual  and  many  of  the  unusual 
effects  of  trauma,  either  by  citing  typical  cases 
or  by  using  numerous  illustrations 

The  surgical  technic  as  well  as  the  application 
of  drugs,  solutions,  dressings,  splints  special  ap- 
paratus and  physical  methods  are  described  in 
detail. 

Throughout  the  entire  book  the  technic  of  treat- 
ment is  stressed;  it  tells  you  what  to  do  as  well 
as  what  not  to  do. 

This  volume  dealing  essentially  with  the  treat- 
ment of  “traumapathies”  should  find  a ready  place 
in  the  ever  increasing  and  important  field  of 
traumatic  surgery. 

Paul  G.  Lacroix,  M.  D. 


Lovett's  Lateral  Curvature  of  the  Spine  and  Round 
Shoulders:  By  F.  R.  Ober,  M.  D.,  and  A.  H. 
Brewster,  M.  D.  5th  ed.  Philadelphia,  P. 
Blakiston’s  Son  & Co.,  Inc.  1931. 

The  first  edition  of  this  book  appeared  in  1907 
and  since  then  four  other  editions  have  been 
issued.  The  present  edition  is  brought  out  by  Drs. 
Ober  and  Brewster  in  memory  of  the  author.  A 
very  interesting  history  of  scoliosis  is  given  fol- 
lowed by  the  anatomy  of  the  vertebral  column  and 
thorax. 

The  mechanics  of  scoliosis  is  taken  up  and  the 
diagnosis,  prognosis  and  treatment  are  gone  into 
very  carefully.  The  treatment  of  the  two  principal 
types  of  scoliosis,  postural  and  structural,  are 
taken  up  separately  and  the  authors  state  that 
in  choosing  the  method  to  use  in  structural  scoli- 
osis, most  of  the  procedures  are  efficient  and  the 
special  technique  employed  is  probably  less  im- 
portant than  the  skill  of  the  surgeon  and  his  ex- 
perience with  the  particular  method  he  uses.  “One 
fact  must  be  borne  in  mind,  there  are  two  kinds 
of  correction,  one  a real  correction  of  the  spine 
of  which  the  X-ray  is  the  only  criterion,  and 
second,  an  apparent  correction  in  which  the  thorax 
is  rotated  on  the  spine  with  great  improvement 


and  perhaps  even  overcorrection  of  the  body  out- 
lines but  in  which  an  X-ray  shows  the  lateral  curve 
to  be  largely  or  wholly  unchanged.” 

Your  abstractor  has  been  very  glad  to  review 
this  work  as  he  was  a student  of  Dr.  Lovetts'  and 
realizes  how  much  the  doctor  did  for  Orthopedic 
Surgery. 

Edward  S.  Hatch,  M.  D.  «, 


The  Factor  of  Infection  in  the  Rheumatic  State: 
By  Alvin  F.  Coburn,  M.  D.  Baltimore,  Wil- 
liams and  Wilkins  Co.  1931.  pp.  287. 

This  book  represents  an  invaluable  and  compre- 
hensive clinical,  pathological  and  baeteriologic 
study  of  the  l-heumatic  state.  A great  amount  of 
clinical  material  was  employed  and  very  careful 
studies  made.  The  major  and  minor  manifesta- 
tions that  constitute  the  rheumatic  state  are  noted. 
The  questions  of  host  susceptibility,  age,  environ- 
ment and  the  infecting  agent  are  thoroughly  in- 
vestigated. It  cannot  be  too  highly  recommended 
for  the  careful  study  of  the  results  obtained.  A 
fairly  complete  and  authoritative  bibliography  and 
a good  index  have  been  appended. 

I.  L.  Robbins,,  M.  D. 


The  Protozooyi  Parasitism  of  the  Alimentary 
Tract:  By  Kenneth  M.  Lynch,  M„  D.  New 
York,  The  Macmillan  Co.  1930.  pp.  258. 

This  book  is  intended  for  those  interested  in 
the  cure  and  prevention  of  disease — practitioners 
of  medicine.  The  pathology,  diagnosis  and  treat- 
ment of  the  disease  conditions  are  discussed.  All 
technical  details  are  deleted.  Interspersed  through- 
out the  book  are  definite  conclusions  of  the  author. 
The  author  stresses  the  pitfalls  and  errors  in  the 
proper  determination  of  the  correct  etiologic  fac- 
tor. The  importance  of  this  monograph  is  ob- 
vious. 

I.  L.  Robbins,  M.  D. 


Symptotns  and  Diseases  Applied:  By  W„  L.  Kit- 
chens, M.  D.  Author.  1930.  pp.  416. 

This  seems  to  be  the  work  of  a sincere  man 
who  has  tried  to  devise  a mechanical  system  of 
arranging  and  presenting  symptoms,  and  then  of 
arriving  at  a diagnosis  by  a process  of  elimination. 
This  is  not  always  a feasible  nor  trustworthy 
method,  important  as  it  is  in  some  instances.  It 
cannot,  therefore,  be  recommended  for  universal 
use.  There  is  not,  nor  can  there  ever  be,  a sub- 
stitute for  clear  analytical  thinking  based  upon 
an  adequate  training  in  the  fundamental  sciences 
of  morbid  anatomy  and  morbid  function  as  well  as 
upon  a wide  knowledge  of  disease  phenomena,  ob- 
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tained  either  by  much  reading  or,  better  still,  by 
hard  knocks  in  the  bitter  school  of  experience. 

I.  I.  Lemann,  M.  D. 


Immunity  in  Infectious  Diseases:  A Series  of 
Studies':  By  A.  Besredka.  Baltimore,  The 

Williams  and  Wilkins  Company.  1930.  pp. 

364, 

A fascinating  series*  of  lectures  written  in  a 
most  readable  style  and  comprising  the  results 
of  a lifetime  of  study,  research,  observation  and 
critical  analysis  of  the  fundamental  concepts  of 
immunity,  make  up  this  worthwhile  book.  For 
the  past  thirty  years  Besredka  has  worked  at  the 
Pasteur  Institute  and  medical  literature  for  this 
period  is  replete  with  original  contributions  from 
this  great  French  savant.  His  contributions  to  the 
field  of  vaccine  therapy — sensitized  vaccines — 
have  found  worldwide  application  in  cholera, 
plague  and  dysentery  in  man  and  anthrax  in 
animals.,  When  such  an  authority  boldly  states 
that  the  '‘humoral”  antibodies  have  little  or  no 
value  in  the  balance  of  immunity;  and  that  such 
clinical  immunity  as  is  conferred  by  subcutaneous 
inoculations  of  all  sorts  is  founded  upon  erro- 
neously interpreted  laboratory  findings;  and  when 
he  then  proceeds  to  logically  prove  that  immunity 
is  a cellular  phenomenon  in  the  cells  receptive  to 
a given  disease  process,  much  food  for  thought  is 
certainly  provided. 

A chapter  devoted  to  the  functions  of  the  skin 
in  infection  and  immunity  is  particularly  illumi- 
nating and  after  becoming  thoroughly  convinced 
of  the  logic  of  this  genius  one  is  prepared  to  ac- 
cept his  “cuti-vaccination”  of  sensitized  vaccines- 
and  to  some  extent  his  “oral”  vaccination. 

Therapeutically  the  use  of  wet  dressings  heavily 
charged  with  killed— -antogenous  vaccine — (bac- 
terial suspensions)  when  applied  to  disease  areas 
in  furunculosis,  carbuncle,  mastitis,  otitis,  sycosis, 
impetigo,  ozena,  cellulitis,  osteomyelitis,  puerperal 
infections,  endometritis  and  pyelonephritis,  is  not 
so  very  convincing.  Many  records  of  “cures”  are 
recorded,  but  it  is  my  impression  that  the  French 
school  is  generally  quite  liberal  in  favorably  in- 
terpreting clinical  results. 

It  is  quite  certain  from  my  knowledge  of  Ameri- 
can medicine,  at  least,  thaJt  the  production  of 
definite  cellular  immunity  has  been  almost  en- 
tirely overlooked  in  the  desire  to  raise  the  anti- 
body contest  of  the  body  fluids.  This  stimulation 
of  thought  and  endeavor  along  other  avenues  of 
approach  to  immunologic  responses  by  Besredka 
is  certainly  refreshing. 

F.  M.  Johns,  M.  D. 


Haemorrhoids:  By  Arthur  S.  Morley,  F.  R.  C. 
S.,  Eng.  London,  Oxford  Univ.  Pr.  1929.  pp. 
122. 

This  small  volume  is  a brief  compend  on  the 
injection  treatment  of  hemorrhoids.  It  is  of  no 
particular  value  to  the  general  practitioner. 

M.  Campagna,  M.  D. 


The  Pathogenic  Streptococci:  The  Role  of  the 
Streptococci  in  Scarlet  Fever:  By  David 

Thomson,  0.  B.  E.,  M.  B.,  Ch.  B.  (Edin.), 
D.  P.  H.  (Camb.),  and  Robert  Thomson,  M. 
B.,  Ch.  B.  (Edin.).  Annals  of  the  Pickett- 
Thomson  Research  Laboratory.  Monograph 
XI.  Baltimore,  The  Williams  and  Wilkins 
Company.  1930.  pp.  470. 

This  monograph  on  scarlet  fever  is  made  up 
largely  of  material  which  has  appeared  in  recent 
current  literature,  plus  a considerable  amount  of 
experimental  work.  Some  four  hundred  pages 
are  devoted  to  such  phases  of  scarlet  fever  as 
have  to  do  with  bacteriology,  imunology  and 
treatment,  not  to  forget  that  the  complications  of 
this  disease  also  occupy  a good  many  pages.  Fol- 
lowing this  there  is  a bibliography  of  thirty-two 
pages  and  succeeding  that  numerous  plates  illus- 
trating the  role  of  the  streptococcus  of  scarlet 
fever.  There  is  also  an  index  of  authors  quoted 
and  a very  complete  index  of  subjects.  The  whole 
work  represents  a bringing-together  of  practically 
all  the  information  we  have  concerning  certain 
phases  of  scarlet  fever.  It  is  a monumental  piece 
of  work  and  anyone  who  claims  to  be  interested 
in  this  disease  should  be  familiar  with  this  par- 
ticular monograph. 

J.  H.  Musser,  M.  D. 


Cancer:  By  Willy  Meyer,  M.  D.  New  York,  Paul 
B.  Hober  Co.  1930.  pp.  427. 

This  book,  as  the  author  states,  represents  a 
research  extending  over  many  years,  and  presents 
the  conception  that  cancer  is  a systemic  disease. 
He  concludes  that  there  is  an  active,  chronic  ir- 
ritaition,  both  local  and  systemic  in  character, 
working  together  to  produce  the  disease  complex, 
cancer.  The  possibility  of  many  systemic  and  local 
irritations  is  suggested,  and  the  conception  of  the 
abnormal  behavior  of  the  tissue  cells,  and  the  dis- 
turbances of  the  nervous  system,  and  the  physico- 
chemical condition  of  the  body  fluids,  is  elaborated. 
The  numerous  changes  in  the  body  economy  from 
these  two  types  of  irritation  are  discussed.  The 
treatment  of  cancer  based  on  these  observations 
is  the  logical  conclusion.  The  object,  eventually,  is 
to  destroy  the  chronic  irritation,  one  or  both. 

The  author  is  well  known  and  his  conclusions 
must  be  given  serious  consideration.  The  book  is 
beautifully  done.  Pictures  of  the  pathfinders  in 
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the  field  of  cancer  research  adorn  the  pages. 
References  are  placed  at  the  end  of  each  chapter 
and  an  index  of  personal  names  and  subjects  is 
appended.  Although  the  reviewer  cannot  criticize 
the  conclusions  reached  by  the  author,  he  feels 
that  the  book  is  well  worth  reading  and  must  prove 
a veritable  source  of  information  concerning  can- 
cer, for  Dr.  Meyer  has  thoroughly  culled  and  ex- 
tensively quotes  the  literature  throughout  his 
study. 

I.  L.  Robbins,  M.  D. 


A Textbook  of  Surgery:  By  John  Homans,  M.  D. 
Springfield,  111.,  Charles  C.  Thomas.  1931. 
pp.  1195. 

With  the  task  of  compiling  a one  volume  sur- 
gical text  becoming  increasingly  difficult,  we  must 
admire  anyone’s  effort  to  write  such  a volume. 
When  the  book  proves  to  be  as  excellently  com- 
piled and  as  interestingly  written  as  is  the  re- 
cent “Textbook  of  Surgery”  by  John  Homans,  As- 
sistant Professor  of  Surgery,  Harvard  Medical 
School,  we  can  have  little  but  praise  for  it. 

As  stated  in  the  preface,  “the  aim  of  this  book 
is  to  record  and  amplify  lectures  now  given  by 
members  of  the  surgical  department  of  the  Har- 
vard Medical  School. ” Although  the  book  is  the 
compilation  from  the  lectures  and  writings  of 
twenty-three  members  of  the  surgical  department, 
the  uniformity  of  the  style  of  writing  and  the 
method  of  presentation  of  the  subject  matter 
makes  it  apparent  that  the  text  as  it  appears  is 
from  the  pen  of  an  individual.  Each  topic  is 
introduced  by  a short  reference  to  anatomy  and 
physiology  and  a brief  historical  sketch.  The 
book  is  not  difficult  to  read,  and  is  interesting  and 
fascinating.  Of  necessity  every  subject  must  be 
presented  very  briefly.  Some  may  feel  that  cer- 
tain chapters  are  relatively  too  short  whereas 
others  are  disproportionately  long.  As  a rule  one 
wishes  to  find  the  most  outstanding  dissertations 
upon  those  subjects  in  which  he  is  especially  in- 
terested. This  same  desire  no  doubt  prompts  the 
author  to  elaborate  upon  his  favorite  subject.  The 
chapters  on  neurosurgery  are  especially  good  as 
are  also  those  on  the  blood  vessels,  abdominal  sur- 
gery, and  injuries  of  the  extremities. 

The  pen  and  ink  sketches  by  Mr.  Shepard, 
which  illustrate  the  text,  are  good  and  present 
a clear  and  graphic  picture  devoid  of  adventitious 
lines  that  would  detract  from  the  object  of  tbe 
illustration.  This  is  especially  well  shown  in  the 
illustrations  of  fractures  and  dislocations. 

This  book  will  prove  of  value  to  the  student  and 
will  be  found  to  be  an  interesting  and  authorita- 
tive book  by  all  who  are  interested  in  the  general 
subject  of  surgery. 

Earl  Gar  side,  M.  D. 
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THE  ADEQUATE  DISTRIBUTION  OF 
MEDICAL  SERVICE.* 

HERMANN  B.  GESSNER,  M.  D., 

New  Orleans. 

Critics  divide  literature  into  three  classes : 
that  which  gives  information,  that  which 
affords  recreation,  and  that  which  stimu- 
lates. It  is  my  purpose  in  this  address  not 
to  afford  recreation,  but  to  supply  infor- 
mation and  especially  to  stimulate  interest 
in  the  subject  concerning  which  information 
is  given. 

I am  going  to  talk  to  you  about  the  most 
important  problem  before  the  medical  pro- 
fession today.  When  I say  this  I know  that 
your  interpretations  will  differ  according  to 
your  experience.  Many  will  think  of  can- 
cer, which  is  attracting  so  much  attention 
from  the  viewpoints  of  causation,  early 
diagnosis  and  treatment  by  operation  or  by 
irradiation  with  radium  and  the  roentgen- 
ray.  Others  will  select  tuberculosis  or  some 
other  disease  to  which  their  attention  has 
been  directed  because  of  the  impression 
made  by  a series  of  cases  observed  or  by 
some  striking  instance.  But  no  one  disease, 
however  important,  may  be  regarded  as  the 
most  important  problem  before  the  profes- 
sion today.  This  distinction  belongs  not  to 
any  disease  or  injury  concerning  which  we 
seek  additional  information.  The  most  im- 
portant problem,  let  me  tell  you  at  once 
without  delay,  is  the  effective  use  of  infor- 
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mation  already  in  our  possession.  Of  what 
use  is  it  to  acquire  information,  skill  in  the 
diagnosis  and  treatment  of  human  ailments, 
if  this  knowledge  is  not  properly  applied? 
We  know  that  many  members  of  human 
society  do  not  receive  adequate  medical 
attention  early  enough,  long  enough.  There 
is  a great  mass  of  tested  medical  knowledge, 
but  it  is  not  properly  applied  to  human 
needs.  The  problem  here,  as  elsewhere 
today,  is  one  of  distribution.  Present 
methods  we  know  to  be  inefficient,  not 
properly  utilizing  our  diagnostic  and  thera- 
peutic assets.  How  are  these  to  be  made  to 
pay  the  largest  dividends  in  the  form  of 
prevention  and  cure  of  human  ailments? 
This  is,  I repeat,  the  most  important  prob- 
lem in  medicine  today.  There  is  a general 
agreement  that  physical  and  mental  health 
are  a nation’s  greatest  asset.  The  pros- 
perity and  happiness  of  the  people  are 
largely  dependent  on  mental  and  physical 
vigor.  It  is  quite  apparent  that  in  these 
problems  there  is  need  for  a better  co- 
ordination of  technical  knowledge  and 
trained  personnel  as  well  as  a better  un- 
derstanding of  the  features  of  finance  and 
the  interests  of  the  public.  Let  us  take  a 
look  at  figures  representing  the  cost  of 
illness  and  accident,  calculate  our  national 
expenditures  and  see  whether  we  can  afford 
the  money  needed  to  safeguard  what 
students  of  society  have  termed  our  greatest 
asset. 

At  all  times  there  is  an  average  of  two 
per  cent  of  the  population  incapacitated, 
twice  two  per  cent  impaired  and  handi- 
capped. The  financial  loss  to  the  country 
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represented  by  lost  earning  power  and  re- 
duced production  totals  over  two  billion 
dollars  annually,  equal  to  one-half  the  cost 
of  our  national  government.  If  we  add 
preventable  and  premature  deaths,  there  is 
a large  loss  from  this  source  as  well. 

There  are  spent  annually  in  our  country, 
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A total  of 11,700  millions  of  dollars 

for  the  group  of  com- 
forts and  luxuries  we 
will  call  B. 

B = 5Y2  times  A. 

Tobacco  costs  equal  three  times  physi- 
cians’ cost. 

We  spend  more  for  candy  than  for 
doctors ; more  for  entertainment  than  for 
all  civil  hospitals.  Our  perfumes,  cosmetics 
and  toilet  soaps  cost  twice  as  much  as 
nurses. 

We  spend  yearly  a billion  and  a half  for 
advertising,  three  billion  for  prisons,  police 
courts,  etc. ; goods  stolen  annually  equal 
this  last  amount. 


Surely,  it  would  pay  us  to  spend  much 
money  to  cut  down  the  two  billion  dollar 
annual  loss  from  physical  incapacity. 
Surely,  if  we  can  spend  eighteen  hundred 
million  dollars  for  tobacco  we  can  if  nec- 
essary increase  the  thirteen  eighty  mil- 
lions spent  on  doctors,  dentists,  nurses  and 
civil  hospitals  to  an  equal  amount  or  a 
greater. 

It  would  appear  to  be  quite  clear  from 
the  figures  given  that  a very  heavy  financial 
buiden  is  laid  on  the  nation  by  physical 
disability,  and  that  the  number  of  dollars 
spent  in  combating  this  disability  is  small 
compared  with  the  number  spent  on  com- 
forts and  luxuries  not  nearly  so  important 
for  individual  and  national  welfare.  What  is 
not  quite  so  clear  is  how  best  to  attack  the 
pioblem  of  distribution  of  medical  services. 
The  present  method  of  leaving  it  to  the 
individual  to  provide  himself  with  medical 
care  we  know  to  be  lacking  in  effectiveness. 

In  New  Orleans  and  in  other  cities  as 
wel'»  efforts  are  made  to  provide  this  care 
through  fraternal  and  benevolent  organiza- 
tions. Usually  these  pay  so  poorly  that  the 
physician  employed  has  too  much  treat- 
ment work  (especially  in  times  of  prevalent 
illnesses  like  influenza)  to  do  it  well;  gen- 
eially  he  gives  no  attention  to  preventive 
work.  A typical  arrangement  provides  for 
paying  the  physician  $3.00  a year  to  care 
for  the  lodge  member,  his  wife  and  children 
up  to  the  age  of  eighteen  years,  and  his 
dependent  parents  if  under  his  roof.  This 
service  includes  no  obstetrics,  no  gyne- 
cology, no  eye,  ear,  nose  and  throat  work, 
no  surgery  of  any  kind,  no  hospital  care. 
Some  records  show  the  pay  per  visit  under 
this  arrangement  to  be  thirty  cents  and  the 
pay  for  office  consultations  fifteen  cents; 
other  reports  give  higher  or  lower  esti- 
mates, but  this  is  fairly  accurate.  This 
plan  of  medical  service  does  not  commend 
itself  to  us. 

A solution  of  the  problem  has  been 
sought  by  industrial  organizations.  The 
Endicott  - Johnson  Corporation,  manufac- 
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turers  of  shoes  and  tanners  of  leather  in 
New  York  State,  has  since  1918  provided 
medical  care  for  employees  and  their  de- 
pendents. In  1928  this  corporation  spent 
$900,000  for  the  care  of  15,230  employees 
and  their  families,  an  average  of  21.81 
dollars  per  person  eligible  for  this  service. 
The  medical  personnel  included  28  physi- 
cians, 4 dentists,  67  trained  nurses,  and 
32  technical  and  professional  assistants. 
Hospital  care  was  provided.  A study  of 
this  service  published  by  the  Committee  on 
the  Costs  of  Medical  Care  gives  the  impres- 
sion that  the  results  have  been  satisfactory 
from  the  viewpoints  of  both  health  and 
economies. 

In  Louisiana  there  is  a Stanocola  Em- 
ployees’ Medical  and  Hospital  Association, 
located  in  Baton  Rouge,  which  provides 
medical  service  for  2600  employees  and 
their  dependents,  at  a cost  of  $3.00  per 
month  for  employees.  This  arrangement 
appears  to  meet  the  needs  of  the  employees 
satisfactorily,  though  it  has  caused  friction 
between  the  staff  doctors  and  their  con- 
freres in  the  city. 

In  New  Orleans,  the  New  Orleans  Pub- 
lic Service  encourages  and  aids  with 
financial  contributions  cooperative  associ- 
ations among  its  3700  members,  which 
provide  medical  attention  for  them  and 
their  dependents.  Nurses  are  provided  by 
the  Metropolitan  Life  Insurance  Company, 
which  carries  the  group  insurance  of  the 
employees. 

The  Ford  Motor  Company,  also  in  New 
Orleans,  provides  examination  for  pros- 
pective employees,  periodic  examinations, 
treatment  of  injuries  in  plant,  and  atten- 
tion to  acute  or  temporary  illness  (one 
day) . Considerable  time  is  spent  on  inves- 
tigations of  sick  employees  with  a view  to 
restoring  them  as  promptly  as  possible  to 
remunerative  employment. 

Efforts  to  provide  medical  care  with 
economies  have  been  made  by  physicians 
organized  in  group  clinics.  Of  these,  there 
were  in  1930,  150  in  the  U.  S.  A.,  with  an 


average  of  about  twelve  doctors  per  clinic, 
most  of  them  in  the  middle  West.  The  aim 
of  these  clinics  is  to  help  their  patrons  to 
obtain  treatment  at  less  inconvenience  and 
expense  than  when  this  is  sought  from 
separate  practitioners.  The  patient,  for  ex- 
ample, sees  first  a surgeon  for  a complaint 
suggesting  the  need  of  surgical  attention; 
he  may  be  referred  successively  to  an 
internist,  an  eye  specialist  or  an  ear,  nose 
or  throat  specialist,  the  roentgen-ray  labor- 
atory, the  microscopic  laboratory.  All  the 
medical  attention  is  rendered  in  one  build- 
ing, with  very  little  delay,  for  one  fee. 
There  is  a single  business  administration.-  ~ 
An  effort  is  made  to  maintain  a personal 
relationship  between  physician  and  patient. 
The  probability  is  that  the  group  clinics 
serve  a useful  purpose  to  the  advantage  of 
the  clinic  members  and  the  public  as  well. 
Group  practise  is  entitled  to  very  careful 
consideration  as  one  of  the  efficient  and 
practical  methods  of  distributing  medical 
service  efficiently  and  economically. 

One  of  the  striking  economic  features  of 
medical  service  is  the  great  unevenness  of 
illness.  A family  may  go  for  years  without 
a serious  ifiness  and  then  have  a crushing 
burden  to  bear  with  serious  loss  of  income 
and  heavy  expenses.  It  is  possible,  how- 
ever, to  predict  with  reasonable  accuracy 
the  probable  amounts  of  illness  and  in- 
capacity in  a given  unit  of  the  population. 

It  is  this  possibility  that  has  formed  a 
basis  of  various  plans  and  suggestions  for 
distributing  economic  risk  involved  in  sick- 
ness and  disability.  This  of  course  is  a 
well  recognized  principle  of  insurance. 
Magazine  articles  have  appeared  which 
suggest  the  development  of  insurance  plans 
to  cover  the  entire  cost  of  illness.  The 
present  health  insurance  sold  by  well 
known  companies  provides  a weekly  sum 
which  is  usually  only  a fraction  of  the 
living  expenses  of  the  insured;  it  is  not 
adequate  to  meet  the  costs  of  care  by 
physicians,  nurses,  laboratories,  and  hos- 
pitals. A broadening  of  this  form  of  in- 
surance should  be  considered  as  one  of  the 
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practical  means  of  solving  the  problem 
under  consideration. 

I have  mentioned  fraternal  'and  ben- 
evolent societies  as  one  type  of  agency 
endeavoring  to  provide  proper  distribution 
of  medical  care,  also  industrial  corporations 
and  group  clinics  as  other  agencies  attempt- 
ing to  solve  the  problem;  insurance  to  cover 
the  cost  of  illness  completely  has  also  been 
referred  to.  It  now  remains  for  me  to 
discuss  one  more  agency,  one  that  in  these 
United  States  of  America  is  invariably, 
according  to  my  observation,  referred  to 
with  unfavorable  comment  and  held  up  as 
a bogey  to  the  medical  profession.  Just  as 
children  are  warned,  “If  you  don’t  look 
out,  the  goblins’ll  git  you,”  so  doctors 
are  warned  against  the  perils  of  State 
Medicine.  We  know  the  difficulties  of 
government  in  business;  we  fear  that  gov- 
ernment providing  medical  service  may 
meet  with  similar  difficulties  and  a con- 
siderable lack  of  success.  In  studying  the 
application  of  government  control  to  medi- 
cine in  our  country  it  is  useful  to  examine 
what  has  been  done  in  other  countries, 
remembering  always  that  differences  be- 
tween national  groups  may  permit  methods 
to  succeed  in  one  country  that  will  fail  in 
another. 

According  to  the  publication  “Sickness 
Insurance  in  Europe”  given  out  by  the 
Commission  on  Medical  Education,  there 
were  in  1929  twenty-four  countries  carry- 
ing compulsory  sickness  insurance:  Aus- 

tria, Bu’garia,  Czecho-Slovakia,  France 
(Alsace-Lorraine) , Great  Britain,  Hungary, 
Italy  (New  Provinces),  Latvia,  Luxem- 
burg, Poland,  Roumania,  Jugo-Slavia,  Bel- 
gium, Chile,  Esthonia,  Germany,  Greece, 
Irish  Free  State,  Japan,  Lithuania,  Nor- 
way, Portugal,  Russia,  and  Switzerland. 
The  following  countries  have  voluntary 
sickness  insurance:  Argentina,  Belgium, 

Denmark,  France,  Northern  Ireland,  Neth- 
erlands, Palestine,  Sweden,  Union  of  South 
Africa,  Australia,  Canada,  Finland,  Great 
Britain,  Italy,  New  Zealand,  Spain,  Switz- 
er’and,  Uruguay.  In  some  of  these  coun- 


tries certain  medical  services  are  provided 
by  the  compulsory  insurance,  other  features 
are  secured  by  the  voluntary  insurance. 

The  results  of  these  forms  of  State 
Medicine  have  varied.  In  Germany  there 
appears  to  be  a great  deal  of  dissatisfac- 
tion and  the  problem  is  not  yet  solved.  It 
is  probable  that  we  can  derive  most  benefit 
from  observing  the  results  in  Great  Britain, 
whose  people,  laws  and  customs  are  more 
simi’ar  to  ours  than  those  of  other  coun- 
tries. The  publication  above  referred  to 
makes  the  following  statement  about  the 
situation  in  that  country: 

“On  the  whole,  there  seems  to  be  agree- 
ment that  the  National  Health  Insurance 
in  Great  Britain  as  it  now  stands  has  been 
advantageous  to  both  the  profession  and 
the  public.  The  profession  is  remunerated 
for  the  care  of  many  persons  who  in  pre- 
insurance days  did  not  pay  at  all  or 
paid  very  inadequately.  Many  features  of 
unwise  professional  competition  to  get  con- 
tract practices  have  been  eliminated.  The 
Friendly  Societies  were  difficult  bodies  with 
which  to  deal  professionally.  It  is  true  that 
some  of  the  old  individualism  and  freedom 
of  the  profession  has  disappeared  under  the 
regulations  which  the  government  has  set 
up,  particularly  for  those  doing  less  com- 
petent work.  Doctors  have  been  called  upon 
to  keep  many  records,  make  reports  and 
subscribe  to  certificates  which  are  part  of 
the  red  tape  of  governmental  machinery. 
There  is  a growing  tendency  of  the  govern- 
ment to  further  elaborate  regulations  which, 
however,  is  only  a common  experience  with 
governmental  agencies.  It  is  probably  true 
that  insured  persons  in  England  have  more 
protection  against  inefficiency  and  careless- 
ness on  the  part  of  the  doctor  than  do 
private  patients.  An  insured  person  can 
not  only  change  his  doctor  but  has  the  right 
to  bring  complaints  against  a doctor  before 
an  insurance  tribunal  where,  if  the  doctor 
is  found  guilty,  different  degrees  of  punish- 
ment can  be  dealt  out.  The  doctor  also  has 
recourse  to  the  tribunal  for  the  lodging  of 
complaints  against  patients  but  this  is  not 
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an  easy  thing  to  carry  out.  No  effectual 
punishment  has  been  devised  for  persons 
who  make  unsupported  and  untrue  charges 
against  insurance  doctors.” 

I shall  not  venture  a prediction  as  to 
how  state  medicine  would  work  in  our 
own  country.  If  it  were  to  be  considered 
seriously  for  application  to  fit  our  needs, 
the  question  would  arise  whether  a national 
system  would  be  preferable,  or  one  under 
the  various  state  governments.  Under  our 
national  administration  we  have  already 
the  Public  Health  Service,  which  provides 
medical  care  for  mariners,  for  war  veterans, 
and  for  government  employees  injured  in 
the  line  of  duty,  besides  doing  valuable 
preventive  work.  I shall  content  myself 
with  the  statement  that  if  some  form  of 
government  medical  service  were  provided 
for  all  whose  annual  income  is  below 
$1,000.00  annuafiy  this  human  stratum 
would  receive  better  care  than  it  does  at 
present  and  the  medical  profession  would 
probably  receive  a living  wage  for  its 
services  under  the  arrangement. 

In  conclusion,  let  me  remind  you  that  in 
this  brief  outline  I haye  attempted  to  place 
before  you  the  principal  methods  under 
consideration  for  the  improvement  of  the 
distribution  of  medical  care — namely,  the 
industrial,  group  clinic  and  government 
plans,  with  a reference  to  possible  insur- 
ance arrangements  as  a collateral  aid.  The 
studies  being  made  have  not  proceeded  far 
enough  to  allow  a decision  to  be  made  as  to 
the  best  method.  We  must  leave  this  to 
the  future.  However,  if  I may  be  allowed  to 
make  a guess,  it  is  that  a combination  of 
methods  to  reach  different  social  strata  will 
ultimately  prove  the  best  solution  of  the 
problem. 

This  brief  outline  should  not  be 
brought  to  a close  without  giving  credit 
to  the  Committee  on  the  Costs  of  Medical 
Care,  from  whose  publications  much  useful 
material  has  been  obtained,  and  to  the 
Commission  on  Medical  Education,  whose 
Director  of  Study,  Dr.  W.  C.  Rappleye,  has 
been  a valuable  contributor  to  the  threshing 
out  of  the  medical  distribution  problem. 


PRESIDENT’S  ADDRESS 
MISSISSIPPI  STATE  MEDICAL 
ASSOCIATION.* 

E.  F.  HOWARD,  M.  D., 

Vicksburg,  Miss. 

When  we  reorganized  the  Association  in 
1903,  we  assumed  certain  definite  obliga- 
tions, the  first  of  which  relates  to  the  mat- 
ter of  membership.  Since  this  is  not 
supposed  to  be  a kindergarten  class,  it 
will  be  assumed  that  you  are  familiar  with 
these  fundamental,  basic  rules;  though 
that  assumption  is  probably  incorrect  if 
we  may  judge  from  the  way  you  have 
ignored  them  for  the  past  several  years. 

The  goal  we  set  for  ourselves  was  a 
one  hundred  per  cent  membership ; one 
hundred  per  cent  of  all  eligibles.  Today, 
after  twenty-eight  years,  our  enrollment 
averages  approximately  only  seventy  per 
cent,  and  there  are  ample  reasons  why  we 
need,  and  should  have,  the  other  thirty. 

In  this  day  of  cults  and  fads,  when 
no  session  of  the  legislature  passes  with- 
out some  attack  on  organized  medicine, 
we  need  to  strengthen  our  hand.  Our  law 
regulating  and  safeguarding  the  practice 
of  medicine  did  not  come  by  chance,  nor 
were  they  the  gift  of  some  inspired,  lay 
legislator.  Organized  medicine  brought 
them  into  existence  at  the  cost  of  a great 
deal  of  time,  thought,  effort  and  money; 
and  organized  medicine  alone  can  keep 
them  on  the  statute  books.  The  bigger  and 
stronger  we  are,  the  better  we  can  per- 
form this  duty. 

We  must  also  realize  that  a large  and 
closely  knit  organization  will  be  the  first 
requisite  when  we  come  to  solve  the  ques- 
tion of  State  Medicine.  This  is  already 
with  us  to  a considerable  degree,  being 
present  in  every  state  in  the  Union. 

Year  by  year  it  has  grown  stronger,  and 
now  is  beginning  to  present  a real  prob- 
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lem.  Last  year  a bill  was  introduced  in 
the  Massachusetts  legislature  that  “would 
have  created  a department  of  public  medi- 
cine, to  furnish  to  all  citizens,  without  cost 
to  them,  complete  medical  service  in  all 
cases  of  sickness,  accident  and  childbirth, 
including  transportation  to  and  from  a 
hospital,  maintenance  in  a hospital  and 
all  drugs,  appliances  and  artificial  limbs 
required.”  (A.  M.  A.  Bulletin,  Oct.  1930.) 
Rather  comprehensive,  was  it  not?  Per- 
haps not  without  merit.  But  couple  this 
with  the  amendments  to  our  own  prac- 
tice act  proposed  at  the  last  session  of 
the  Mississippi  Legislature,  and  picture  to 
yourself  the  state  of  affairs  that  will  exist 
if  such  suggestions  ever  become  laws. 

We  cannot  afford  to  hide  our  heads  in 
the  sand  and  refuse  to  see  such  omens. 
Our  politics  is  too  uncertain.  The  average 
voter,  particularly  in  times  of  financial  de- 
pression, will  take  very  kindly  to  such 
ideas,  and  the  very  public  health  work 
we  are  sponsoring,  the  hospitals  we  are 
building  and  maintaining,  even  the  con- 
tracts we  make  as  individuals  with  rail- 
roads and  other  corporations,  will  all  serve 
as  wedges  to  shatter  our  solidarity  and 
split  our  ranks  when  some  self-appointed 
Moses  runs  for  the  governership  on  a plat- 
form of  state  medicine.  When  this  time 
comes,  our  only  possibility  of  having  a real 
voice  in  the  decision  will  be  found  in  the 
preparations  we,  ourselves,  have  already 
made;  and  if  we  cannot  present  a united 
front,  as  we  certainly  could  not  do  were 
it  to  come  today,  the  practice  of  medicine 
will  be  no  longer  a fit  calling  for  a free 
man;  for  if  we  are  not  ready  with  a plan 
and  an  organization  to  back  it,  we  will 
be  forced  to  accept  a program  devised  by 
some  bunch  of  politicians  and  it  is  dollars 
to  doughnuts  that  we  will  find  it  extremely 
unsatisfactory. 

In  the  light  of  these  things  we  cannot 
safely  afford  to  neglect  the  work  of  or- 
ganization as  we  have  been  doing.  Cast 
your  mind’s  eye  back  over  the  past  half- 
dozen  years  and  try  to  find  one  single 


instance  of  real  consideration  of  such  af- 
fairs. Although  this  work  is  specifically 
imposed  on  the  delegates,  it  has  had  no 
attention  from  them  in  recent  years.  It 
is  significant  that  the  By-Laws  defining 
and  describing  the  duties  of  the  delegates 
provide  that  in  matters  relating  to  the 
scientific  features  of  the  Association,  the 
House  shall  work  through  its  officers 
(V-4)  ; but  when  it  comes  to  matters  of 
organization,  no  such  provision  is  made 
(V-6).  The  inference  is  obvious;  the  re- 
sponsibility rests  on  the  House  and  each 
individual  member  has  his  share  of  that 
responsibility. 

Necessarily,  since  the  delegates  cannot 
very  well  tour  the  state  and  visit  each 
county  in  a body,  some  duties  must  be 
delegated;  and  therefore  it  is  provided, 
elsewhere  in  the  By-Laws  (VIII-2),  that 
each  councilor  shall  be  the  organizer  for 
his  district;  but  when  serving  in  this  ca- 
pacity he  acts  as  an  individual,  not  as  a 
member  of  a body,  and  his  responsibility 
is  not  to  the  Council  but  to  the  House  of 
Delegates. 

The  By-Laws  relating  to  this  feature  of 
a councilor’s  duties  (VIII-2)  provides  that 
he  shall  make  to  the  House,  annually,  a 
report  of  his  activities  and  of  the  condi- 
tion of  affairs  in  every  county  in  his  dis- 
trict. Although  this  law  is  mandatory, 
until  this  morning,  no  councilor  has  made 
any  such  report  in  recent  years.  Instead 
it  has  become  the  custom  of  these  gentle- 
men to  make  their  reports  to  the  Council, 
in  other  words  they  report  to  themselves, 
and  to  file  them  with  their  own  secretary, 
which  is  equivalent  to  burying  them  as 
far  as  the  House  of  Delegates  is  con- 
cerned. They  are  sometimes,  once  in  the 
last  four  years  to  be  exact,  printed  in 
the  Transactions;  a way  of  handling  them 
that  is  of  no  value  whatever  to  a House 
that  has  adjourned  a month  or  more  be- 
fore they  are  thus  made  available.  The 
only  information  concerning  them  that 
reaches  the  House,  in  session,  is  the  brief 
statement  in  the  report  of  the  Council  to 
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the  effect  that  they  have  been  “presented” 
or  “received”  or  merely  “filed,” — never 
that  they  have  been  considered  or  ap- 
proved. The  Council  has  apparently  real- 
ized that  it  had  no  authority  to  make  final 
disposition  of  reports  that  were  the  prop- 
erty of  the  House,  and  so  has  left  them 
all  these  years  dangling  in  mid-air. 

In  1927  the  Council’s  report  to  the 
House  did  give  some  details,  but  they  were 
incomplete  and  largely  incorrect.  In  1928 
we  were  told  that  “conditions  in  general 
were  satisfactory.”  We  had  an  unusually 
large  membership  that  year.  We  also  had 
four  counties,  five  per  cent  of  the  total, 
that  were  unorganized,  their  societies  hav- 
ing died,  but  no  mention  was  made  of  this 
small  detail.  This  is  an  example  of  our 
greatest  fault;  to  be  satisfied  with  general- 
ities and  neglect  details. 

For  the  past  two  years  we  have  been 
merely  told  that  the  reports  had  been 
“received”  and  “filed.”  The  1930  reports 
were  printed  in  the  Transactions  and,  if 
they  are  a fair  sample,  it  is  no  wonder 
that  even  the  Council  itself  had  been 
unwilling  to  assume  responsibility  for 
them,  for  very  few  of  them  will  bear 
scrutinizing. 

Now  these  reports  constitute  our  main, 
almost  our  only  source  of  information  con- 
cerning a subject  in  which  we  are  vitally 
interested,  whether  we  show  it  or  not, 
and  therefore  we  should  have  them,  and 
they  should  be  complete  and  accurate ; 
but  we  can  hardly  blame  the  councilors 
for  not  presenting  them  since,  when  they 
do,  the  House  practically  ignores  them. 

This  morning  in  the  House  of  Delegates, 
for  the  first  time  in  many  years,  eight  of 
the  nine  Councilors  presented  their  re- 
ports. It  might  have  been  supposed  that 
if  only  because  they  were  a novelty  they 
would  have  received  real  consideration. 
But  did  they?  With  one  exception,  the 
House  passed  them  as  if  they  were  mat- 
ters to  be  gotten  rid  of  as  quickly  as  pos- 
sible. Apparently  none  of  the  delegates 
realized  that  very  few  of  them  contained 


those  essential  details  that  the  By-Laws 
provide  shall  constitute  a Councilor’s  re- 
port. 

Gentlemen  of  the  Association : These 

matters  are  entirely  in  your  hands.  If 
you  are  satisfied  with  present  conditions, 
turn  over  and  go  back  to  sleep;  but  if 
you  want  a real  Association,  an  organiza- 
tion that  will  justify  the  proud  pronounce- 
ment of  the  second  article  of  the  Consti- 
tution, you  must  wake  up  and  see  to  it 
that  these  councilors  and  delegates  get  on 
the  job. 

And  if  we  are  to  have  the  success  to 
which  we  are  entitled  we  must  give  some 
attention  to  the  affairs  of  the  component 
societies  for  we  are  making  a grave  mistake 
in  endeavoring  to  operate  societies  consist- 
ing of  large  groups  of  counties  with  the 
machinery  devised  for  the  single  county 
society, — and  it  is  not  pulling  the  load. 

The  original  plan  contemplated  a county 
society  in  every  county  and  a district 
society  in  every  district  (V-ll).  The 
country  societies  were  to  handle  all  busi- 
ness matters  and  such  scientific  and  social 
features  as  their  limited  membership 
would  permit;  and  in  these  two  last  par- 
ticulars were  to  be  supplemented  by  the 
district  societies,  which  were  to  have  noth- 
ing to  do  with  business  affairs. 

But  where  we  have  organized  groups, 
we  have  welded  several  counties  together 
into  one  compact  unit  and  given  it  all  the 
powers  and  duties  and  rights  and  privi- 
leges of  a county  society  and  this  plan 
has  proven  distinctly  weak  in  one  essen- 
tial particular,  as  was  very  clearly  shown 
by  a survey  of  the  state  made  last  summer. 

It  is,  of  course,  impossible  to  make 
exact  comparisons,  since  each  locality  has 
its  own  peculiar  problems  and  difficulties ; 
but  by  making  allowances  for  these,  fairly 
accurate  comparative  estimates  may  be  had. 
Time  will  not  permit  a presentation  of  the 
survey  in  full,  but  a few  of  the  facts 
that  it  uncovered  should  be  sufficiently 
illuminating  to  enable  you  to  see  the 
point. 
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There  were  last  year,  according  to  the 
statements  of  the  county  secretaries,  be- 
tween fourteen  hundred  and  fourteen  hun- 
dred and  fifty  doctors  who  were  entirely 
eligible  and  should  have  been  members  of 
this  Association.  Of  these  we  enrolled 
some  seventy  per  cent. 

We  had  twenty  component  societies ; 
seven  single  county  organizations  and  thir- 
teen groups  representing  from  two  to 
fourteen  counties. 

In  frequency  of  meetings,  in  attendance, 
in  programs,  in  general  interest,  the 
groups,  on  the  average,  made  much  the 
better  showing;  but  the  single-county  so- 
cieties enrolled  eighty-one  per  cent  of  all 
the  eligibles  in  the  seven  counties,  while 
the  average  of  the  groups  was  only  sixty- 
seven  per  cent. 

Pike  and  DeSoto  headed  the  list  with 
one  hundred  per  cent.  Jackson,  which  held 
only  two  meetings  during  the  year,  and 
Tate  which  held  only  one,  had  much  higher 
percentages  of  membership  than  any  of 
the  group  organizations.  Since  these  last 
two  offered  so  little  of  themselves,  we  must 
look  further  than  the  matter  of  society 
activity  to  account  for  their  success  in 
getting  and  holding  their  members. 

It  is  significant  that  in  the  majority  of 
cases  in  group  societies,  the  percentage  of 
membership  was  highest  in  the  county 
in  which  the  secretary  lived.  In  every  in- 
stance it  was  higher  than  that  of  the 
majority  of  the  counties  composing  the 
society;  and  where  this  was  the  case, 
where  the  secretary's  county  did  not 
lead,  an  analysis  of  the  roll  would  gener- 
ally show  the  reason.  An  example  is 
shown  in  the  Homochitto  Valley  Society. 
Its  secretary’s  county  last  year  ran  second, 
Wilkinson  leading.  There  were  five  doc- 
tors in  Wilkinson.  Two  are  veteran  mem- 
bers, have  been  members  for  years.  A 
third  is  a brother  and  partner  of  one  of 
these  two.  The  others  are  sons  and  suc- 
cessors in  practice  of  men  who  were  in 
past  years  loyal  and  active  members  of 
the  Association.  With  such  a group  as 


this  a one  hundred  per  cent  membership 
is  not  surprising. 

It  was  found,  quite  generally,  that  where 
there  was  one  town  of  predominant  size 
in  the  territory  of  the  society,  the  secre- 
tary lived  in  that  town  and  the  member- 
ship of  the  county  in  which  it  lay,  and 
more  particularly  of  the  town  itself,  had 
increased,  and  there  had  been  a loss  in 
the  outlying  counties. 

It  is  quite  true  that  in  recent  years  the 
medical  population  of  most  of  our  larger 
towms  has  increased,  and  that  of  many  of 
our  rural  districts  has  diminished.  This 
is  in  keeping  with  the  trend  of  the  times, 
but  there  is  still  a respectable  number  of 
physicians  living  in  the  country,  and  sixty- 
five  per  cent  of  non-members  live  in  com- 
munities of  less  than  a thousand  inhabi- 
tants. These  are  the  ones  who  most  need 
society  and  Association  advantages,  since 
they  have  the  fewest  opportunities  of  rub- 
bing shoulders  with  their  professional  fel- 
lows. The  country  districts  especially  need 
our  attention,  and  are  not  getting  it. 

Consider  an  illustration  of  what  fre- 
quently happens  when  a county  with  a 
small  and  scattered  medical  population 
goes  into  a group  society.  In  1917  Hinds, 
Madison,  Rankin,  Simpson  and  Yazoo 
united  to  form  the  Central  Society.  The 
first  published  roll  showed  thirty-eight 
members,  eight  of  whom  were  Madison 
County  men.  In  August,  1930,  when  the 
survey  was  made,  there  vcere  one  hundred 
and  fourteen  members,  only  three  of 
whom  were  from  Madison.  The  society 
was  just  three  times  its  original  size; 
Madison  had  lost  five-eights  of  its  mem- 
bers. It  was  not  for  lack  of  material,  for 
there  were  twelve  doctors  living  in  Madi- 
son, half  of  whom  had  been  members  at 
one  time  or  another  in  previous  years. 

Just  as  in  the  Association  a large  mem- 
bership has  been  taken  to  indicate  satis- 
factory conditions,  regardless  of  the  fact 
that  a not  inconsiderable  part  of  the 
state  had  become  disorganized,  so  here 
county  losses  were  unnoticed  in  the  pres- 
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ence  of  a rapidly  growing  total  member- 
ship. We  need  to  pay  more  attention  to 
details. 

Such  losses  are  individually  small,  but 
when  we  remember  that  this  is  but  an 
illustration  of  a condition  that  is  not  un- 
common throughout  the  state,  they  as- 
sume considerable  significance  and  con- 
stitute a very  definite  warning  of  the 
possibilities  of  over-concentration. 

Now  view  the  matter  from  the  opposite 
angle.  In  1907  there  was  organized,  at 
Brookhaven,  the  Tri-County  Society; 
Copiah,  Lincoln  and  Pike.  The  original 
roT  showed  fifty-seven  members,  eighteen 
from  Pike  County.  Then  Walthall  County 
was  created  and  became  a member  of  the 
group.  Later  Lawrence  was  added.  In 
1829  there  were  five  counties  with  fifty- 
three  members,  sixteen  of  whom  were 
Pike  County  men. 

Then  Pike  County  developed  vision  and 
withdrew,  and  in  May,  1929,  the  Pike 
County  Society  was  chartered.  The  fol- 
lowing year  it  went  into  the  one  hundred 
per  cent  class  with  twenty-six  members, 
a gain  of  more  than  sixty  per  cent  in 
seven  months,  and  held  twelve  regular 
meetings  at  each  of  which  it  put  on  a 
previously  arranged  scientific  program ; 
while  the  Tri-County  Society  kept  on  in 
the  same  old  rut  with  four  meetings  and 
thirty-seven  members,  approximately  sixty- 
six  per  cent.  We  need  a few  more  counties 
like  Pike. 

This  is  not  intended  as  an  indictment 
of  the  group  societies.  Aside  from  the 
very  definite  advantages  that  have  al- 
ready been  mentioned,  there  are  several 
counties  in  the  state  in  which  there  would 
probably  be  no  organization  today  were 
they  not  associated  with  some  group.  But 
if  these  rural  counties  are  to  be  properly 
developed  we  must  devise  some  better 
means  to  achieve  contact  with  non-mem- 
bers and  maintain  it  with  members. 

Apparently  the  weakness  lies  in  the 
fact  that  the  secretaries  of  the  group 


societies,  on  whom  devolves  the  task  of 
getting  and  keeping  the  men  in  line,  and 
who  never  have  any  consistent  help  from 
the  other  officers,  have  too  much  territory 
to  cover  and  can  not  give  it  the  intensive 
cultivation  necessary  for  the  best  results. 
As  is  shown  by  the  fact  that  the  secre- 
tary’s county  leads  the  others,  his  best 
results  are  obtained  within  a geographical 
radius  that  permits  of  personal  contact. 
Beyond  that  limit,  he  is  working  at  a 
disadvantage.  Can  you  in  any  other  way 
explain  the  difference  between  DeSoto  and 
Tate,  which  consistently  have  a nearly 
perfect  record,  and  the  societies  lying  on 
their  borders,  Clarksdale  and  six  counties 
with  sixty-five  per  cent  and  North  Mis- 
sissippi with  sixty  per  cent;  or  that  be- 
tween Jackson,  with  nearly  as  good  a 
record,  and  South  Mississippi  which  has 
little  more  than  sixty  per  cent;  or  the 
way  Pike  shot  to  the  front  when  it  cut 
loose  from  the  Tri-County? 

Judging  from  past  performances,  an 
active  single  county  society  can  be  counted 
on  for  a consistent  membership  approxi- 
mating and  generally  reaching  one  hun- 
dred per  cent.  Even  though  there  are  few 
society  activities,  if  the  secretary  be  really 
interested  it  will  go  ninety  or  better — as 
is  shown  in  Tate  where  the  record  is 
nearly  perfect.  The  best  of  our  groups 
will  not  with  present  methods,  reach 
eighty;  and  the  majority  of  them  will  fall 
below  seventy.  When  men  of  the  same 
race  and  profession,  with  the  same  ideals 
and  interests,  working  to  the  same  ends 
for  more  than  a quarter  of  a century, 
show  consistently  such  widely  different  re- 
sults, it  is  time  some  one  gave  the  matter 
a little  intelligent  attention. 

In  an  effort  to  determine  the  correct- 
ness of  the  diagnosis,  the  suggestion  was 
made  that  the  secretaries  be  given  some 
help.  Group  societies  elect  a vice-presi- 
dent from  each  county,  so  there  was  ma- 
chinery available. 

Only  two  societies  accepted  the  sug- 
gestion: East  Mississippi  Four  County 
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and  Homochitto  Valley.  These  were  typical 
group  societies ; each  with  its  town  of 
predominant  size,  and  its  outlying  coun- 
ties with  few  doctors  and  negligible  mem- 
bership. On  the  first  of  the  year  they 
put  each  vice-president  in  charge  of  the 
membership  in  his  own  county. 

East  Mississippi  Four  County  this  year 
registers  the  highest  membership  it  has 
ever  had ; and  the  gain  is  in  Winston  and 
Neshoba,  which  had  the  lowest  percentages 
last  year.  The  secretary  of  the  society 
writes : “Due  to  the  efforts  of  Dr.  J.  S. 
Hickman,  vice-president  from  Neshoba, 
one  hundred  per  cent  have  paid  dues  from 
that  county.”  Neshoba’s  percentage  last 
year  was  only  forty-two.  He  adds : “It 
appears  to  me  that  the  plan  of  having  the 
county  vice-presidents  share  the  respon- 
sibility of  collecting  dues  is  excellent,  pro- 
vided the  society  exercises  proper  care  in 
their  selection.”  Evidently  all  the  vice- 
presidents  were  not  as  active  as  was  Dr. 
Hickman. 

The  Homochitto  Valley  Society  also 
records  this  year  the  largest  membership 
in  its  history;  showing  a material  gain 
in  every  county  except  Wilkinson,  which 
last  year  had  one  hundred  per  cent.  The 
president  writes : “In  regard  to  the  plan 
of  putting  vice-presidents  to  work ; in 
my  opinion,  it  has  worked  out  fine  and  I 
sincerely  hope  that  the  plan  will  continue 
to  function  in  the  case  of  our  society. 
I know  of  nothing  better  than  the  plan 
of  keeping  vice-presidents  busy  in  build- 
ing up  the  membership.”  The  numerical 
net  gain  in  this  society  is  more  than  thirty 
per  cent. 

The  North  East  Mississippi  Thirteen 
Counties  decided  in  March  to  try  the  plan 
of  using  the  vice-presidents  in  an  eleventh 
hour  attempt  to  overcome  a loss  of  mem- 
bership that  was  very  material.  Ap- 
parently there  was  not  general  support, 
since  on  May  fourth,  four  of  the  vice-presi- 
dents had  not  reported.  But  the  secre- 
tary’s comment  on  the  attempt  is  in- 
teresting: “The  drive  has  been  more  than 


worth  while  to  us.  I am  a little  disap- 
pointed that  we  didn’t  get  more,  but  I 
am  quite  sure  we  added  fifteen  men  that 
I could  not  reach  . . . with  the  vice-presi- 
dents all  active  and  working  the  whole 
year,  I believe  the  results  would  be  great.” 

With  the  exception  of  Central  Society, 
the  condition  of  which  is  more  than  ac- 
counted for  by  the  influx  of  new  doctors 
into  Jackson  in  the  past  twelve  months, 
there  is  not  another  group  society  that 
does  not  show  a loss  in  membership. 

With  such  facts  as  these  before  us,  and 
the  endorsements  of  the  officers  of  the 
only  societies  that  have  been  sufficiently 
interested  in  their  own  development  to 
be  willing  to  climb  out  of  the  rut,  it  may 
be  safely  asserted  that  the  contention  has 
been  demonstrated.  The  idea  is  submitted 
for  your  consideration. 

CAUSATIVE  FACTORS  AND  TREAT- 
MENT OF  INFECTIVE  ARTHRITIS.* 

REGINALD  BURBANK,  M.  D.. 

New  York. 

The  osseous  changes  in  arthritis  have 
allowed  evidence  of  this  disease  to  come 
down  to  us  from  time  immemorial  and  we 
find  spinal  fusion  of  Strumpel  Marie  type 
even  as  far  back  as  the  dinosaurs.  From 
this  ear’iest  period  of  quadruped  life  we 
find  continued  indication  throughout  the 
ages  of  the  prevalence  of  arthritis.  Char- 
acteristic changes  are  found  in  the  skeletal 
remains  of  the  pithecanthropus  erectus,  the 
pre-homo  sapiens  of  at  least  five  hundred 
thousand  years  ago.  Caries  of  the  jaw, 
coupled  with  osteo-arthritic  overgrowth,  is 
described  by  Kramberger  as  existing  in  pre- 
historic man  of  the  Mousterian  period,  one 
hundred  thousand  years  back.  McCurdy 
describes  maxillary  abscess  residual  in  the 
skull  of  the  Broken  Hill  man  of  Rhodesia. 
So,  from  the  remotest  times  we  find  focal 
infection  in  conjunction  with  arthritic 
manifestations. 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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It  is  not  my  purpose  to  go  into  a long 
historical  dissertation  on  arthritis,  but 
merely  briefly  to  outline  its  course 
through  the  ages.  The  Mesozoic  period 
remains  show  frequent  evidence  of  produc- 
tive arthritis  (McCurdy)  ; Virchow  found 
extensive  hypertrophic  changes  in  the 
bones  of  men  and  bears  dug  from  the 
deeper  strata  of  the  German  forests — skele- 
tal remains  of  perhaps  twenty  thousand 
years  ago ; Dr.  Eliot  Smith  found  arthritis 
frequent  in  Egyptian  mummies  from 
2300  B.  C.  on — this  was  most  marked  in 
those  who  dwelt  along  the  Nile  and  in  the 
low  country,  much  less  in  the  desert 
dwellers. 

An  Egyptian  papyrus  of  the  fifteenth 
century,  B.  C.,  deals  largely  with  arthritis 
and  is  to  my  knowledge  the  first  treatise  on 
the  subject. 

Classical  medicine  gives  numerous  refer- 
ences to  arthritis,  and  we  find  the  disease 
excellently  described  by  Hippocrates. 
Aretaeus  the  Cappadocian  divided  arthritis 
into  groups  according  to  fixity  of  process 
and  body  location.  He  mentioned  the  fact 
that  a joint  involvement  might  remain 
fixed  until  death  or  might  wander  at  will 
through  the  body. 

Since  we  have  already  mentioned  the 
association  of  focal  infection  with  arthritis 
it  seems  pertinent  to  bring  forth  the  state- 
ment of  Columella  in  Liber  de  Re  Rustici, 
“that  there  are  minute  organisms  which 
the  eye  cannot  see  and  which  enter  the 
body  and  cause  disease.”  This  is  the  first 
and  last  reference  to  bacteria  until  Arthan- 
asius  Kircher  advanced  the  theory  of  a 
“contagium  animatum”  in  1658. 

Lucian  of  Saramosta  wrote  a tragic 
comedy  on  podagra.  Diocletian  exempted 
from  public  burdens  and  taxes  those 
severely  crippled  with  arthritis  (morbus 
articularis) . Caius  Aurelianus  in  the 
fourth  century,  A.  D.,  described  sciatica 
as  an  arthritic  manifestation.  Alexander 
of  Tralles  in  the  sixth  century,  A.  D.,  used 
colchicum  for  relief  of  pain.  Paulus 


Aegineta  regarded  podagra  and  rheuma- 
tism as  the  same  disease,  and  like  Hippo- 
crates advised  the  use  of  emolients  to  the 
joints  and  adequate  care  of  the  intestinal 
tract.  Bartholomaeus  Anglicus  in  the  thir- 
teenth century  described  arthritis  as  of  the 
blood  therefore  systemic  rather  than  articu- 
lar only.  Ballonius  in  the  sixteenth  cen- 
tury described  arthritic  manifestations  as 
involving  not  only  the  joints  but  the  subcu- 
taneous tissues,  muscles,  tendons,  and 
aponeuroses,  and  noted  as  did  Hippocrates 
before  him,  the  viscous  serosity  of  the 
affected  joints  and  tendon  sheaths.  He 
also  first  differentiated  and  vividly  de- 
scribed rheumatic  fever. 

Malpighii  wrote  on  arthritis  and  some- 
what antedated  the  work  of  Baer  in  noting 
lymphatic  gland  involvement. 

Leeuwenhoeck  noted  chain  bacteria 
growing  around  the  teeth.  Musgrave  in 
1703  wrote  a sizable  book  on  arthritis  in 
which  he  cited  the  connection  of  the  dis- 
ease with  almost  every  focus  known  today, 
thus  antedating  the  work  of  Billings  and 
Rosenow  by  some  two  hundred  years.  The 
highlights,  only,  have  been  most  briefly 
touched  on,  but  the  thought  has  been  to 
lead  up  to  the  crux  of  this  very  meagre 
historical  resume — namely,  the  prophecy  of 
Robert  Boyle  that  the  problem  of  infectious 
disease  would  be  solved  when  the  nature  of 
fermentation  was  discovered. 

This  prediction  was  fulfilled  by  the  in- 
vestigations begun  by  Redi,  Cagniarid, 
Latour,  and  Schwann,  and  carried  to  a 
brilliant  culmination  by  Pasteur  who  dem- 
onstrated the  living  nature  of  ferments 
and  the  specific  nature  of  micro-organisms 
which  cause  fermentation  and  putrefaction, 
thus  paving  the  way  for  rational  investi- 
gation of  the  infectious  diseases  and 
showing  the  etiological  relationship  be- 
tween bacteria  and  disease,  fulfilling  the 
prediction  of  von  Plenciz  of  Vienna,  who, 
in  1762,  expressed  the  belief  that  bacteria 
were  the  causative  factor  in  disease,  and 
that  cure  would  be  possible  when  the  dis- 
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tinct  causal  agent  in  each  malady  was 
discovered. 

As  this  astounding  statement  predicted, 
Pasteur,  120  years  later,  was  able  to  isolate 
pathogenic  bacteria  and  give  treatment  by 
vaccine,  in  such  diseases  as  chicken  cholera 
and  anthrax. 

In  1878  Pasteur  found  the  streptococcus 
in  septicemia.  In  1885  Wilson  isolated  a 
bacterium  in  a case  of  rheumatism  with 
pleurisy.  In  1886  Mantle  found  a coccus 
in  a rheumatic  case.  In  1887  Popoff  ex- 
perimentally produced  arthritic  lesions 
with  the  streptococcus.  From  1887  to  1889, 
more  than  a dozen  research  workers  were 
actively  engaged  on  the  bacterial  causative 
theory  of  rheumatism.  In  1889  Wasser- 
mann  obtained  streptococci  from  the  blood, 
brain,  and  heart  of  a young  woman  with 
cerebral  symptoms  followed  by  chorea, 
which  had  been  preceded  by  a rheumatic 
attack.  These  organisms,  grown  outside 
the  body  and  injected  into  rabbits,  caused 
an  infective  arthritis. 

Such  straws  began  to  show  which  way 
the  wind  blew  and  pointed  to  arthritis  as 
an  infective  disease. 

In  1912  T.  W.  Hastings  did  complement 
fixation  tests  with  streptococci  in  chronic 
infectious  arthritis  and  in  arthritis  de- 
formans, using  a polyvalent  antigen.  This 
work  we  have  elaborated,  using  many 
strains  of  streptococci  instead  of  a single 
po’yvalent  one,  and  also  doing  comple- 
ment fixations  with  various  other  bacteria 
in  order  to  enable  us  to  determine  the 
patient’s  antibody  formation,  and  degree 
of  bacterial  infection.  As  this  work  is 
technical  in  character  it  does  not  seem 
advisable  to  go  into  it  in  detail — but  our 
findings  led  us  to  classify  the  arthritides 
according  to  serological  findings.  Atrophic 
and  peri-articular  types  were  caused  by 
hemolytic  streptococci  according  to  sero- 
logic indications,  hypertrophic  by  viridans 
streptococci,  and  aniso-atrophic  by  selective 
hemolytic  strains.  The  majority  of  cases 
seen  were  of  long-standing  and  clinica’ly 


were  of  mixed  type,  consequently  the  sero- 
logic findings  were  also  mixed  rather  than 
pure. 

As  the  presence  of  an  antibody  in  the 
patient’s  serum  demands  the  presence  of  an 
antigen  at  some  time  in  order  to  cause  it, 
we  made  routine  blood-cultures  on  all  ar- 
thritics  in  an  attempt  to  isolate  an  infective 
organism.  The  results  were,  for  years, 
disappointing,  but  a technic  was  finally 
developed  that  gave  positive  results  in 
about  10  per  cent  of  the  cases.  The  strep- 
tococci and  pleomorphic  cocci  isolated  gave 
typical  chronic  arthritic  changes  when  in- 
jected into  animals,  and  all  types  of 
arthritis  were  thus  experimentally  pro- 
duced. The  injected  organism  was  then 
isolated  from  the  inoculated  animal’s  blood 
stream,  injected  into  another  animal,  and 
simi’ar  joint  manifestation  occurred,  thus 
fulfilling  Koch’s  postulate. 

All  of  the  experimentally  produced  joints 
were  caused  by  the  infrequens  or  faecalis 
types  of  streptococci,  and  it  has  been  possi- 
ble to  inoculate  animals  with  these  two 
types  of  streptococci,  from  any  focus  in 
which  they  may  be  found,  and  reproduce 
typical  arthritic  lesions.  Consequents  we 
feel  that  streptococci  with  facultative 
anaerobic  qualities  are  the  major  offenders 
in  the  causation  of  this  disease.  No  one 
has  ever  succeeded  in  producing  infectious 
arthritis  in  animals  with  other  than  bac- 
terial causation,  and  we  feel  that,  regard- 
less of  other  factors  that  may  enter  into  the 
etiology  of  this  disease,  the  streptococcus  is 
the  sine  qua  non. 

Regarding  other  factors  there  are  unques- 
tionably a series  of  predisposing  causes 
that  lead  to  arthritic  manifestations,  the 
first  of  which  is  undoubtedly  a lowered 
resistance  to  bacterial  infection,  mani- 
fested by  the  number  of  cases  seen 
following  trauma,  mental  shock,  debility, 
and  disease;  secondly,  there  is  probably  a 
deficiency  syndrome  such  as  is  seen  in 
rickets  in  youth.  Glandular  dyscrasias 
may  lower  resistance  and  may  account  for 
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the  onset  of  arthritis  in  numerous  cases  at 
the  menopause.  Colitis  and  chronic  con- 
stipation are  in  our  experience  the  most 
frequent  predisposing  factors  in  those  who 
have  no  active  focal  infection,  but  have 
intestinal  implants  and  more  than  90  per 
cent  of  all  arthritics  examined  by  us  show 
heavy  growths  of  streptococci  of  patho- 
genic type  on  culture  of  the  stool. 

We  do  not  feel  that  nitrogen  retention 
has  any  distinct  bearing  on  arthritis,  ex- 
cept as  a secondary  finding  due  to  the 
infection  causing  the  arthritis,  and  not  as 
a causative  factor  in  itself.  This  can  be 
demonstrated  by  the  quick  clearing  up  of 
nitrogen  retention  without  any  further 
treatment  than  removal  of  infected  foci, 
except  in  the  presence  of  kidney  lesions. 

Most  of  our  indolent  chronic  cases  are 
low  in  thyroid  activity  as  evidenced  by  a 
decreased  basal  metabolism,  but  here  we 
have  found  that  the  thyroid  activity  is  in- 
creased at  the  onset  of  symptoms  of  acute 
or  subacute  type  and  decreased  when  the 
disease  becomes  chronic.  In  other  words, 
activity  of  the  gland  is  increased  at  the 
beginning  of  the  infection  and  as  the  in- 
volvement becomes  chronic  the  gland 
becomes  less  active  and  may  need  an  extra 
stimulation  to  keep  its  function  normal. 

Anemia  is  very  frequent  in  the  peri- 
articular or  hemolytic  type  of  arthritis, 
due,  we  feel,  to  the  hemolyzing  char- 
acter of  the  infective  agent — namely,  the 
hemolytic  streptococcus.  In  the  pure  osteo- 
arthritic  joints  we  find  the  patient  as  a rule 
robust  and  full-blooded. 

The  presence  of  complement  fixation 
with  staphy’ococcus  aureus  in  a very  large 
percentage  of  hypertrophic  cases  almost 
tempts  us  to  believe  that  the  staphylococcus 
may  be  a factor  in  this  type  of  arthritis  as 
well  as  the  streptococcus  viridans,  but  ex- 
perimentally we  have  been  able  to  produce 
nothing  but  pus  joints  with  staphylococci  in 
our  animal  experiments. 

The  peri-articular  or  hemolytic  type 
usually  gives  a low-blood  pressure.  The 


osteo-arthritic  or  viridans,  a high.  The 
severe  peri-articular  nearly  always  a cafe 
au  lait  color;  the  hypertrophic  is  usually 
ruddy.  In  osteo-arthritic  types  the  muscle 
tone  is  usually  good ; the  muscle  atrophy  is 
disproportionate  to  disuse  in  the  hemolytic 
or  peri-articular  arthritics. 

It  must  not  be  thought  that  all  cases  are 
pure  in  type.  The  contrary  is  true.  Nearly 
all  cases  become  “mixed”  after  chronicity 
sets  in,  and  we  find  peri-articular  changes 
implanted  on  hypertrophic  joints,  and  vice 
versa. 

In  general  the  hemolytic  or  peri-articular 
is  more  prevalent  in  arthritis  developing 
up  to  middle  life ; the  viridans  more 
frequently  found  in  late  life  onset.  Whether 
the  morphology  of  the  organism  undergoes 
change,  or  whether  the  immune  reaction  of 
the  patient  alters,  has  not  yet  been  amen- 
able to  proof. 

We  have  attempted  from  time  to  time  to 
disprove  various  theories  that  have  not 
seemed  adequate  explanations  for  the  caus- 
ation of  arthritis.  One  in  particular  is  the 
amebic.  In  the  first  place,  the  ameba  has 
never  been  satisfactorily  demonstrated  in 
arthritic  joints;  the  streptococcus  has.  The 
fact  that  the  case  improves  on  clearing  up 
the  amebiasis  is  not  a satisfactory  proof 
of  causation.  The  relief  of  the  ulcerative 
or  irritative  condition  of  the  intestine  re- 
turns the  mucous  membrane  of  the  canal  to 
normal  impermeability  and  the  strepto- 
coccal flora  no  longer  invades  the  patient 
systemically. 

The  fact  that  certain  cases  clear  up  on 
the  administration  of  thyroid  has  been 
advanced  as  causation  because  of  thyroid 
deficiency.  Our  findings  indicate  that  all 
cases  abnormally  deficient  in  thyroid  are 
also  deficient  in  complement.  Cretins  and 
myxoedemas  for  example  are  entirely  with- 
out complement.  The  immune  processes 
cannot  combat  disease  effectively  in  the 
presence  of  a complementary  deficiency, 
and  the  giving  of  thyroid,  by  increasing 
metabolism,  thereby  increases  complement 
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and  consequently  allows  the  patient  in  cer- 
tain cases  to  get  the  upper  hand  of  the 
infection.  We  feel  that  complement  is  a 
metabolic  product  of  which  nature  makes 
an  economic  use  in  combating  disease. 

Similarly  it  would  be  possible  to  dis- 
member numerous  other  theories,  but  the 
summation  of  the  whole  matter  is  that  the 
streptococcus  is  the  only  known  producer  of 
arthritis  that  fulfills  Koch’s  postulate,  and 
the  strains  which  are  uniformly  successful 
in  reproducing  the  disease  and  carrying  it 
through  a series  of  animals  (rabbits)  ex- 
perimentally, are  the  facultative  anaerobes, 
the  infrequens  and  the  fecalis.  The  common 
dwelling  place  for  these  is  the  intestinal 
tract  and  the  more  we  study  this  subject 
the  more  we  become  convinced  that  what- 
ever the  infecting  inciting  focus,  the  sec- 
ondary promoter  of  the  infection  is  the 
intestinal  tract,  aided  frequently  by  the 
joints  themselves  as  secondary  foci. 

We  do  not  mean  that  the  two  strains 
mentioned  are  the  only  ones  capable  of  pro- 
ducing arthritis,  but  we  do  feel  that  they 
are  the  chief  offenders  in  carrying  on  the 
arthritic  symptoms. 

In  the  treatment  of  arthritis  the  most 
important  thing  to  keep  in  mind  is  that 
the  patient’s  general  health  must  be  kept 
in  the  best  possible  state.  Consequently, 
all  treatment  that  would  tend  to  disturb  the 
digestion,  lower  the  resistance,  or  deplete 
vitality,  should  be  avoided.  The  blood 
should  be  built  up  to  normal  if  possible. 
Foods  not  digested  should  be  eliminated 
from  the  diet.  A nourishing  diet  should  be 
given,  low  in  irritants  and  low  in  sweets 
as  the  former  increase  irritation  of  the  in- 
testinal mucosa  and  the  latter  furnish  too 
good  a medium  for  streptococcic  growth. 

The  bowels  should  be  kept  well  open,  but 
drastic  purging  that  weakens  should  be 
avoided. 

Exercise  that  will  keep  the  patient’s 
muscle  tone  good  and  will  not  leave  the 
joints  in  an  irritated  condition  is  advised; 
but  all  motion  that  leaves  the  joints  in  a 


more  painful  condition  half  an  hour  after 
it  is  finished,  is  too  much  and  will  increase 
rather  than  diminish  joint  pain  and  stiff- 
ness. We  have  made  it  a cardinal  rule  in 
outlining  exercise,  to  taboo  any  exertion 
which  leaves  the  joints  more  painful  after 
the  exercise  is  finished.  We  believe  in 
keeping  the  patient  up  and  about  if  it  is 
humanly  possible,  as  a bed-ridden  arthritic 
is  difficult  ever  to  get  on  his  feet  again. 
Exercise  also  increases  complement  and 
consequently  we  feel  that  it  is  beneficial 
but  it  should,  of  course,  never  be  over-done. 
It  must  be  remembered  that  arthritis  is  a 
systemic  disease  and  not  an  affliction  of  the 
joints  alone.  This  face  should  always 
be  kept  uppermost  in  the  practitioner’s 
mind. 

A new  patient  coming  to  the  office  goes 
through  a complete  physical  examination, 
with  a thorough  search  instituted  for  pos- 
sible foci  of  infection.  Cultures  are  made 
from  all  suspected  areas.  The  sinuses  and 
teeth  are  examined  roentgenologically.  A 
complete  stool  and  urine  examination,  with 
isolation  and  identification  of  all  unusual 
bacteriological  findings  is  a routine.  The 
patient’s  blood  is  taken  for  routine 
Wassermann,  gonococcus  fixation,  and 
titration  against  polyvalent  antigens  of 
streptococcus  viridans,  streptococcus  hemo- 
lyticus,  slow  - hemolyzing  streptococcus, 
staphylococcus  aureus,  B.  coli  communis 
and  communior,  and  also  fixation  with 
thirty-five  strains  of  streptococci  isolated 
from  known  active  foci  in  arthritic  cases. 
These  strains,  wherever  possible,  have  been 
bacteria  isolated  from  foci  the  clearing  up 
of  which  has  relieved  the  patient  without 
further  treatment.  Toxin  fixations  with 
toxins  extracted  from  the  focal  strains,  are 
also  routine.  A blood-culture  is  done  in 
every  case.  Blood-chemistry  and  basal 
metabolism  are  not  routine  but  are  done 
only  when  they  seem  indicated,  as  a series 
of  a consecutive  thousand  complete  blood- 
chemistries  gave  no  findings  that  could  be 
construed  as  uniform  or  helpful  in  the 
treatment  of  arthritis. 
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If  the  patient  is  suffering  severely,  pal- 
liative measures  are  employed  to  relieve 
discomfort,  but  no  definite  treatment  is 
outlined  for  a full  week  after  the  first 
visit  at  the  end  of  which  time  we  have 
all  data  on  the  case  before  us. 

Each  individual  case  has  a complete 
typewritten  list  of  instructions  dictated  for 
his  particular  needs,  and  if  complement  is 
present  a vaccine  is  made  up  of  the  patient’s 
autogenous  and  complement  fixing  antigens, 
and  vaccine  therapy  instituted. 

We  try  to  avoid  all  vaccine  dosage  that 
will  give  more  than  a mild  focal  reaction 
of  short  duration,  and  “shock”  and  general 
reactions  are  always  avoided,  as  shock 
therapy  is  of  very  doubtful  value  except  in 
unusually  strong  robust  adults  and  if  used 
ineffectively  it  makes  the  patient  a much 
more  difficult  one  to  treat  when  our  normal 
small  doses  are  given. 

The  number  of  organisms  which  we  give 
per  injection  seems  ridiculously  small  to 
those  who  have  employed  “stock”  vaccines 
but  we  have  found  it  a rule  that  the  smaller 
the  dose  the  better  the  patient’s  response. 
Th  initial  injection  varies  from  five  to 
fifty-thousand  bacteria,  according  to  the 
general  vitality  of  the  patient,  and  the 
complementary  value  of  the  blood,  and  with 
such  minute  dosage  it  is  rarely  possible  to 
give  a continuous  increase  without  arous- 
ing reactions.  The  more  specific  the  vac- 
cine the  lower  the  dosage  tolerated.  This 
has  not  only  been  our  experience  but  that 
of  Crowe  of  London,  and  also  that  of  Ross, 
Huggins,  Jeffreys,  etc. 

If  a patient  has  no  complement,  no  for- 
eign protein  should  be  given.  Vaccine  in 
such  a case  only  increases  the  patient’s  dis- 
comfort without  doing  the  slightest  good. 
In  such  cases,  fortunately  less  than  six  per 
cent  of  a’l  patients  examined,  heart  tissue 
lvpin  and  minute  doses  of  toxin  coupled 
with  general  tonic  and  constructive  meas- 
ures are  given  until  complement  can  be 
built  up.  All  cases  with  subnormal  or  de- 
ficient complement  are  put  on  tonics,  general 


constructive  measures,  exercise,  nourishing 
diet,  sunshine,  and  vitamines. 

For  palliation  we  employ  either  one  of 
the  salicylic  group  or  one  of  the  cinchonic 
acids,  according  to  the  relief  given  or 
according  to  the  tolerance  of  the  patient. 
For  local  relief  of  the  joints  hot  magnesium 
sulphate  compresses  and  counter-irritants 
are  usually  mildly  beneficial  .For  acute 
bursae  the  mustard  leaf  is  frequently  effect- 
ive. For  hypertrophic  joints  with  stiffness 
and  pain  on  motion  diathermy  is  sometimes 
remarkably  palliative,  but  we  advise  against 
diathermy  in  peri-articular  exudative  con- 
ditions. 

If  an  active  focus  of  infection  is  found  it 
is  of  course  eliminated  if  possible.  But,  if 
the  patient  is  in  a poor  physical  condition 
the  general  health  and  resistance  is  built 
up  first  whenever  this  can  be  done.  Many 
an  exacerbation  of  symptoms  has  followed 
overwhelming  a patient  with  the  infection 
from  an  active  focus  removed  too  soon.  One 
very  striking  case  that  has  come  to  our 
attention  recently  is  of  a man  who  was 
going  to  work  regularly  and  who  had  eight 
abscessed  teeth  removed  at  one  time ; he  has 
not  been  out  of  bed  since.  To  prevent  such 
occurrences  we  are  cautious  in  not  remov- 
ing more  than  one  or  two  teeth  at  a time, 
and  frequently  we  immunize  the  patient 
with  a few  injections  of  vaccine  before  at- 
tempting any  removal  of  foci. 

If  the  patient’s  acute  symptoms  are  re- 
lieved or  cleared  up  before  focal  removal 
is  attempted,  it  is  then  practically  always 
safe  to  remove  the  offending  focus  with- 
out danger  of  exacerbation. 

As  regards  diet  we  have  no  set  rules  that 
apply  to  all  patients,  except  to  avoid  irri- 
tants and  sweets  in  large  quantity,  but  the 
diet  is  adjusted  to  the  patient’s  individual 
needs,  cutting  down  the  starchy  foods  or 
meat  according  to  the  digestive  findings.  If 
the  flora  is  unfavorable  an  attempt  is  made 
to  implant  bacilli  of  favorable  type  such  as 
the  acidophilus  or  b^garicus.  If  there  is 
mucus  in  quantity  emolients  such  as  bis- 
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muth  may  be  used,  and  roughage  avoided. 
If  the  intestine  is  sluggish  its  action  should 
be  stimulated.  There  is  many  a patient 
who  says  the  bowels  are  absolutely  regular 
but  who  is  eliminating  the  food  or  forty- 
eight  hours  back  rather  than  of  the  preced- 
ing day.  The  use  of  properly  given  colonic 
irrigations  is  frequency  advised,  and  we 
use  a small  pint  irrigation  very  often  for 
those  who  have  difficulty  in  getting  about 
or  find  the  cost  of  regular  colonic  treat- 
ment onerous.  The  various  intestinal  anti- 
septics can  be  tried,  but  most  of  them  are 
practically  useless  in  eliminating  strep- 
tococci. Non-irritant  catharsis  should  be 
used  to  keep  the  bowel  uniform,  but  once  a 
week  in  the  majority  of  our  cases  we  advise 
a saline  purge  for  a thorough  flushing  of 
the  entire  intestinal  tract  Those  cases 
who  do  not  make  adequate  response 
to  the  saline  purges  have  castor  oil  at  regu- 
lar intervals. 

If  the  blood  is  below  par,  as  it  usually  is 
in  peri-articular  arthritis,  hematinics  are 
given  and  we  are  very  apt  to  inject  a small 
intravenous  dose  of  sodium  caccodylate  each 
time  a vaccine  is  given. 

When  calcium  is  low  or  there  is  large  cal- 
cium excretion  noted  in  the  urine  and  stool, 
calcium  by  mouth,  viosterol,  and  sunshine, 
and  elimination  of  oxalic  acid  bearers  from 
the  diet,  are  indicated. 

If  sleep  is  poor  it  should  be  promoted  by 
a mild  soporific.  If  the  appetite  needs 
stimulating  a stomachic  should  be  given  as 
most  of  these  patients  must  have  their 
nutrition  kept  up. 

Sunshine  and  fresh  air  are  most  helpful, 
but  too  much  sunshine  can  have  exactly  the 
same  effect  as  too  much  vaccine,  and  the 
patient  must  never  exceed  his  sunshine  tol- 
erance. Several  investigators  have  proved 
that  a few  minutes  a day  is  of  just  as  much 
value  as  long  exposure,  and  Doctor  Rollier, 
the  greatest  sunshine  enthusiast,  finds 
many  patients  who  are  unable  to  stand 
more  than  a minute  of  exposure  at  a time. 


Exercise  should  be  kept  below  the  point 
of  increasing  pain  but  up  to  that  point  it 
is  useful  and  beneficial  in  increasing  resist- 
ance to  infection  and  maintaining  motion 
of  the  joints. 

Massage  is  often  highly  beneficial  if  kept 
within  bounds,  and  the  joints  not  inflamed 
by  forced  motion  or  rough  treatment  in  the 
massage. 

Drugs  of  habit-forming  type  are  never 
used,  as  we  feel  that  we  are  dealing  only 
with  chronic  cases  and  do  not  wish  to  have 
the  making  of  addicts  a load  on  our  con- 
science. 

Palliatives,  of  course,  have  to  be  used  but 
they  are  cut  down  and  eliminated  altogether 
as  soon  as  possible,  owing  to  the  fact  that 
all  anti-rheumatic  medication  irritates  the 
stomach  and  disturbs  the  gastro-intestinal 
tract. 

Orthopedic  care,  correction  of  faulty 
weight-bearing,  and  improvement  of  pos- 
ture, are  all  of  great  value.  We  feel,  how- 
ever, that  it  is  a great  mistake  to  employ 
operative  measures  in  a poly-articular 
arthritic  that  is  not  quiescent,  as  exacer- 
bation may  be  caused  by  this  operative 
interference.  One  of  the  most  skillful  oper- 
ators I know,  Doctor  Ellis  Jones  of  Los 
Angeles,  Ca’ifornia,  has  made  it  an  invari- 
able rule  never  to  operate  on  a poly- 
arthritic  with  any  joint  activity.  Mon- 
articular quiescent  arthritis  is,  of  course, 
a good  operative  risk  and  synovectomy, 
fusion,  and  so  forth  may  frequently  be 
done  with  great  benefit. 

In  many  cases  of  arthritis  all  active 
symptoms  may  be  cleared  up  and  the 
patient  still  remain  badly  deformed.  In 
such  cases  orthopedic  treatment  is,  of 
course,  indicated  as  no  amount  of  vaccine 
or  general  care  is  going  to  correct  deform- 
ities unless  the  deformity  is  produced  by 
active  muscle  spasm  due  to  infection. 

In  summing  up  it  would  seem  that  we 
are  justified  in  assuming  the  streptococcus 
to  be  the  major  causative  factor  in  infective 
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arthritis.  The  disease  is  consequently  an 
infection,  systemic  in  character,  and  like 
most  of  our  chronic  infections  is  distinctly 
amenable  to  treatment.  This  treatment 
must  be  general,  with  every  effort  made  to 
keep  up  the  morale  of  the  patient  as  well  as 
keep  him  in  the  best  possible  physical 
condition.  No  single  causative  factor 
should  be  overlooked.  ‘ No  single  reme- 
dial measure  untried. 

In  the  treatment  of  more  than  twelve 
thousand  cases  we  have  found  that  the  most 
potent  and  most  uniformly  valuable  treat- 
ment for  permanent  improvement  is  un- 
questionably adequately  given  and  specific- 
ally prepared  vaccine  therapy. 

The  very  nature  of  the  treatment  pre- 
cludes speed  in  relieving  the  case  as  the 
patient’s  resistance  must  be  built  up  slowly 
and  he  must  be  desensitized  gradually.  Con- 
sequently, a cardinal  rule  is  to  avoid  over- 
dosage thus  avoiding  general  reactions, 
depletion  of  complement  and  lowering  of 
general  resistance  in  the  patient. 

Every  adjuvant  should  be  given  while 
vaccine  is  being  employed,  as  we  are  deal- 
ing with  perhaps  the  most  stubborn  of  all 
chronic  diseases  and  to  obtain  the  most 
favorable  result  every  resource  known  to 
us  should  be  employed. 

DISCUSSION. 

Dr.  J.  H.  Musser  (New  Orleans,  La.)  : Need- 

less to  state,  I feel  totally  inadequate  to  discuss 
this  very  remarkable  presentation  that  we  have 
heard  today.  The  same  statement  might  apply 
to  the  discussion  of  the  work  of  any  man  who  has 
accomplished  something  different  and  original.  It 
is  impossible  for  me  to  discuss  or  to  recite  from 
experiences  at  least  what  have  been  the  results 
of  the  particular  type  of  treatment,  that  has  been 
brought  before  us  today.  I have  had  no  experi- 
ence whatsoever  in  the  use  of  this  vaccine.  The 
closest  approach  I have  ever  come  to  it  is  in  the 
use  of  Coley’s  fluid,  which  presumably  acts  in  a 
totally  different  way. 

I am  very  much  interested  in  the  work  that 
has  been  going  on  there  in  New  York.  It  cer- 
tainly is  a piece  of  work  carried,  out  scientifically, 
very  thoroughly,  and  I know  that  it  would  be  the 
urge  and  heartfelt  wish  of  every  man  here  that 
a great  deal  will  come  out  of  it.  We  have  all 


had  the  experience  of  having  to  treat  arthritis  in 
large  numbers,  and  we  all  know  how  poorly  we 
get  along  with  those  cases  for  the  most  part,  and 
we  all  know  how  extremely  sad  is  the  end  result 
in  multiple  arthritis. 

I have  different  ideas  and  theories  concerning 
the  possibility  of  causation  of  this  particular  con- 
dition. Probably  the  infectious  idea  has  been  the 
one  that  has  stood  out  practically  more  success- 
fully than  any  other  idea  concerning  the  etiology. 
Certainly,  the  metabolic  conception  of  arthritis 
has  more  or  less  gone  by  the  board.  There  have 
been  epochs  and  waves,  as  you  know,  the  coming 
up  of  one  idea  and  the  sinking  of  another,  but 
the  infectious  theory  is  the  one  which  is  probably 
the  most  likely,  at  least  such  is  the  present  day 
thought. 

We  have  exemplification  in  this  statement  of 
the  arthritides  that  occur  in  the  course  of  certain 
types  of  blood  stream  infections,  the  type  of 
arthritides  which  do  not  leave  behind  them  the 
deforming  arthritides  that  this  particular  type 
Dr.  Burbank  is  discussing  today  leaves  behind  it. 

But  in  the  acute  infections,  undoubtedly  we 
have  other  acute  types  of  arthritis;  they  are  seen 
very  frequently  and  they  are  not  pyogenic  types 
of  arthritis.  Another  factor  which  has  seemed  to 
me  further  to  confirm  the  opinion  that  arthritis 
might  be  infectious  in  origin  is  that  occasionally 
we  see  it  occurring  in  two  or  more  members  of  the 
same  family.  You  see  it,  not  often  it  is  true, 
but  it  does  happen  from  time  to  time. 

Of  Course  the  fundamental  and  basic  form  of 
theory  that  Dr.  Burbank  is  advocating  is  a vaccine 
therapy,  and  all  these  numerous  measures  that  he 
has  to  suggest  for  the  further  control  of  the 
arthritic  symptoms  are  more  or  less  a symptoma- 
tic form  of  treatment.  They  are  forms  of  treat- 
ment which  have  been  utilized  by  the  internist, 
the  general  practitioner  and  the  orthopedic  sur- 
geon and  nearly  everyone  else. 

I am  interested  in  his  statement  concerning  the 
reduction  in  the  amount  of  sweets  that  should  be 
given  to  these  patients  You  may  recollect  a few 
years  ago  considering  the  possibility  of  this  dis- 
ease being  metabolic  in  origin,  and  one  of  the 
important  measures  was  the  marked  reduction  of 
the  carbohydrate  intake.  That  has  not  gone  by 
the  board,  but  at  the  present  time  we  are  not  as 
insistent  upon  the  reduction  of  carbohydrates  as 
we  were  ten  years  ago  or  fifteen  years  ago. 

There  is  one  statement  on  which  I rather  dis- 
agree. I cannot  agree  with  him  about  his  organ- 
ism. It  was  not  found  so  frequently  in  the  intes- 
tinal tract,  and  I am  always  a little  bit  skeptical 
about  any  intestinal  organisms.  I think  we  derive 
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a great  deal  of  benefit  in  practically  all  of  our 
arthritic  cases  by  increasing  the  circulation  to 
affected  joints,  and  that  of  course  may  be  done 
very  efficiently  by  various  forms  of  hydrotherapy, 
physiotherapy  notably,  of  course,  by  massage.  I 
rather  gained  from  what  Dr.  Burbank  said — I 
may  be  entirely  wrong — that  he  does  not  think 
so  very  much  of  these  particular  features  in  the 
handling  and  management  of  these  cases. 

I will  follow  Dr.  Burbank’s  work  with  ever  in- 
creasing pleasure  as  a result  of  having  heard  him 
today  and,  as  I said  at  the  outset  of  this  very 
short  and  brief  discussion,  I sincerely  and  truly 
hope  with  all  my  heart  that  he  will  show  us  the 
way  out  of  this  morass  which  we  are  in  concerning 
the  treatment,  the  handling  and  the  management 
of  patients  with  arthritis. 

Dr.  J.  T.  O’Ferrall  (New  Orleans,  La.)  : I am 

much  in  the  same  position  Dr.  Musser  was.  I am 
thoroughly  unprepared  to  discuss  Dr.  Burbank’s 
paper  from  the  standpoint  of  the  intestinal  focus 
or  the  bacteria  which  he  recovers  from  the  intes- 
tinal tract. 

I know  that  practically  every  man  who  is  doing 
bone  and  joint  disease  work  has  the  same  experi- 
ence that  I do,  and  that  is  seeing  cases  of  chronic 
arthritis  which  have  been  through  the  hands  of 
many  of  our  best  internists  and,  unfortunately, 
the  patients  are  still  seeking  relief. 

I agree  thoroughly  with  Dr.  Burbank'  that  the 
absorption  of  bacterial  toxins  from  the  intestinal 
tract  undoubtedly  plays  the  largest  part  in  the 
causation  of  chronic  arthritis  that  I see.  As  L 
said  in  the  beginning,  these  people  have  already 
been  through  the  hands  of  thoroughly  competent 
internists.  Their  tonsils  have  been  removed,  their 
teeth  have  been  removed,  and  many  times  their 
sinuses  have  been  drained.  The  gastrointestinal 
tract  has  been  examined;  the  genito-urinary  tract 
has  been  investigated,  and  still  no  definite  causa- 
tive factor  found,  and  the  patient  still  suffers 
extremely  with  arthritis. 

I think  in  all  probability  we  have  looked  upon 
intestinal  elimination  too  lightly.  I know  of  men 
I have  talked  to  around  the  country  who  laugh 
at  colonic  irrigations.  They  laugh  at  the  men 
from  Battle  Creek  because  they  say  that  one 
bowel  evacuation  a day  is  not  sufficient  to  bring 
about  thorough  elimination,  that  bowel  movements 
should  be  had  at  least  two,  three  or  four  times 
a day.  We  have  laughed  at  those  statements  and 
those  ideas,  and  we  still  do,  but  I am  thoroughly 
convinced  after  seeing  many  of  these  cases  that 
have  been  handled  by  the  internists  that  they  have 
overlooked  the  importance  of  proper  intestinal 
elimination. 


I have  never  used  the  vaccines,  but  I have  gone 
a little  bit  more  thoroughly  into  the  question  of 
diet  and  intestinal  elimination,  and  the  patients 
many  times  have  made  very  marked  improvement. 
Some  of  them  have  gotten  well. 

I think  the  idea  of  reducing  sweets  is  extremely 
important.  The  patients  I have  seen  have  said, 
“Dr.  Smith  or  Dr.  Jones  told  me  to  stop  eating 
meat.”  That  is  the  only  instruction  the  patient 
has  received  regarding  diet.  I think  all  of  us 
have  greatly  neglected  the  question  of  diet  and 
intestinal  elimination. 

A point  which  I have  debated  in  my  own  mind 
for  some  time  is  the  question  of  the  difference 
of  absorption  from  the  small  intestine  and  the 
large  intestine.  As  I understand  it  from  the 
men  doing  gastrointestinal  work,  undoubtedly  the 
greater  amount  of  absorption  takes  place  in  the 
small  intestine,  whereas  the  greater  amount  of 
fermentation  takes  place  in  the  large  intestine. 

I should  like  to  have  Dr.  Burbank  enlarge,  if 
possible,  on  the  question  of  the  two  following 
points:  first,  how  does  he  bring  about  adequate 
intestinal  elimination;  second,  what  is  his  idea  of 
the  absorption  of  toxins  from  the  small  intestines, 
especially  the  ileum,  in  cases  of  stasis. 

Dr.  Reginald  Burbank  (closing)  : I think  per- 

haps in  the  haste  of  reading,  Dr.  Musser  mis- 
construed a couple  of  my  statements. 

First,  I don’t  think  the  intestine  is  the  primary 
focus  in  many  cases.  I think  it  is  the  secondary 
focus  in  innumerable  cases.  You  get  bacteria  in 
the  intestinal  tract  in  sufficient  number  to  give  a 
secondary  focus,  you  are  almost  bound  to  have 
had  a primary  focus  somewhere  else,  such  as  sinus, 
teeth,  tonsils,  etc.,  and  I do  not  wish  to  leave 
the  impression  that  I consider  the  intestinal  tract 
as  a primary  focus.  What  I did  say  and  what  I 
meant  to  point  out  rather  clearly  was  that  the 
intestine  becomes  the  secondary  focus  of  infec- 
tion even  after  these  cases  have  had  their  tonsils, 
teeth,  adenoids,  sinuses,  and  everything  else 
cleaned  up  and  eliminated  as  possible  foci. 

I also  did  not  want  him  to  think  that  I do  not 
approve  of  physiotherapy.  I do.  I approve  of 
anything  that  stimulates  circulation  and  improves 
the  general  condition  and  tone  of  the  patient’s 
body.  I do  not  approve  of  diathermy  on  active 
joints.  That  was  the  point  I tried  to  bring  out 
in  the  discussion  of  physiotherapy,  which  was 
very,  very  brief.  I have  seen  a great  deal  of  harm 
come  from  taking  a red-hot  joint  with  a great 
deal  of  periarticular  swelling  and  put  diathermy 
on  it.  The  joint  has  excessive  circulation  which 
can  be  proved  by  injecting  methylene  blue  in  the 
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joint  and  watching  the  quickness  with  which  it 
appears  in  the  urine.  The  chronic  joint  has  a 
thickened  capsule.  The  circulation  is  impaired. 
When  you  inject  the  methylene  blue  in  such  a 
joint  you  will  find  a change  in  the  appearance  of 
the  urine  in  one  to  two  hours.  In  injecting  it  into 
a joint  with  active  infection  and  irritated  capsule, 
you  will  find  the  methylene  blue  appears  even 
quicker  than  it  does  normally. 

In  regard  to  Dr.  O’FerraH’s  question  on  intes- 
tinal elimination,  it  is  the  hardest  problem  we  are 
up  against  because  no  two  people  respond  the 
same  way.  You  can’t  outline  the  same  form  of 
eliminative  treatment  in  any  two  that  you  run 
across.  You  may  have  two  cases  that  appear 
exactly  the  same,  and  one  will  come  along  beau- 
tifully on  bulk  and  roughage  and  the  other  will 
be  plugged  up  like  a cork  in  a bottle.  Psyllium 
seed  works  nicely  on  some  and  plugs  others  up. 
The  oil  preparations  work  beautifully  on  some 
but  with  others  as  the  old  joke  goes,  “take  Nujol 
and  you  don’t  dare  laugh.”  I am  perhaps  as  fond 
of  sodium  sulphate  as  any  of  the  salts,  it  works 
beautifully  in  certain  cases. 

We  have  been  working  for  the  past  three  years 
on  a definite,  specific  intestinal  antiseptic  for  the 
streptococcus,  and  I hope  by  the  time  you  have 
your  meeting  next  year  to  be  able  to  send  down 
a reprint  on  the  specific  clearing  up  of  streptococci 
from  the  intestinal  tract.  It  seems  to  be  working 
out  exceptionally  well.  We  have  tried  everything 
under  the  sun,  ichthyol,  castor  oil  and  salol,  po- 
tassium permanganate,  and  they  are  all  unsatis- 
factory as  intestinal  antiseptics. 

We  give  high  colonic  irrigations,  but  we  don’t 
give  them  with  the  huge  volumes  of  water  that 
are  so  popular  with  the  tube  inserted  forty  or 
fifty  inches,  because  we  think  more  harm  can 
be  done  in  inefficient  and  inexperienced  hands 
with  irritation  from  the  tube  than  good  is  done 
in  clearing  out  the  intestines  in  such  cases.  We 
believe  in  using  small  amounts  of  water  with 
hyper  saturated  bicarbonate  solution,  as  the  strep- 
tococci do  not  grow  well  in  alkaline  medium  par- 
ticularly bicarbonate  medium.  The  stimulation 
of  the  bowel  to  reverse  peristalis  by  the  action 
of  the  high  concentration  of  bicarbonate  carries 
the  water  up  a very  considerable  distance.  If 
that  is  coupled  with  a very  mild  massage,  reversed 
from  the  left  up  across  to  the  right  and  down  on 
the  right,  you  can  very  frequently  get  a most 
complete  evacuation,  and  I have  seen  masses  of 
mucus  come  out  as  big  as  a baby’s  head  following 
a properly  given  irrigation  of  that  type. 

By  the  way,  this  is  just  in  passing:  sodium  car- 
bonate came  into  considerable  vogue  for  intesti- 
nal irrigations.  I should  like  to  warn  just  as 


strongly  as  I can  against  its  use.  Sodium  car- 
bonate is  one  of  the  finest  things  to  grow  strep- 
tococci in  that  we  know  of.  We  use  it  in  the 
blood  culture  technic  to  allow  us  to  get  growth  of 
streptococci.  We  use  it  in  the  stool  technic  to 
allow  the  streptocci  to  grow.  Sodium  carbonate 
is  not  a thing  to  give  in  high  colonic  irrigations 
except  to  inhibit  growth  of  colon  bacilli. 

As  to  the  amount  of  absorption  in  the  large  and 
small  intestine,  I think  it  is  one  of  the  things 
not  amenable  to  proof  as  to  which  one  is  the 
more  potent  factor  in  infection.  The  smaller  in- 
testine is  undoubtedly  the  area  where  the  most 
absorption  of  food  products  occurs,  but  it  is  also 
the  most  active  part  of  the  intestinal  tract.  It 
is  the  part  where  the  food  goes  through  more 
quickly.  We  feel  that  the  large  intestine  with  its 
forward  and  reverse  peristalsis,  and  its  food 
residual  which  acts  as  an  efficient  culture  medium 
for  the  streptococcus,  is  probably  the  intestinal 
area  from  which  most  streptococcal  absorption 
goes  on,  and  consequently  from  the  arthritic  point 
of  view  we  consider  the  sluggish  large  intestine 
more  of  an  actual  menace  than  the  small. 


ACUTE  OSTEOMYELITIS  OF  THE 
SPINE.  REPORT  OF  CASE  WITH 
RECOVERY.  REVIEW  OF  THE 
LITERATURE.* 

EDWARD  S.  HATCH,  M.  D. 

New  Orleans. 

CASE  REPORTS. 

Case  1.  Miss  M.  E.  J.,  aged  12  years,  referred 
first  by  Dr.  J.  T.  I.,  Mobile,  was  first  seen  Jan- 
uary 17,  1927. 

Her  family  history  was  irrelevant.  The  patient 
had  had  the  usual  diseases  of  childhood  and  had 
been  otherwise  well  except  for  one  attack  of  so- 
called  malaria.  She  was  an  only  child. 

Present  illness:  Several  weeks  previously  she 
had  had  an  abscess  on  her  upper  lip  which  rup- 
tured. This  healed  in  about  two  weeks.  The  pa- 
tient was  very  sick;  temperature  103°.  The  con- 
dition had  been  called  septic  poisoning.  About 
three  weeks  after  this  abscess  healed  and  the  tem- 
perature had  subsided,  a swelling  was  noticed  in 
the  dorso-lumbar  region  and  the  patient  com- 
plained of  pain  in  this  region.  This  swelling  was 
incised  by  her  physician  and  a “bloody  fluid” 
evacuated.  The  patient’s  mother  says  that  prior 
to  this  time  the  doctor  diagnosed  the  trouble  as 
a cold  abscess.  For  a time  the  patient  was  unable 


*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 
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Anterior  posterior  Skiagraph  of  Spine  before  Operation,  January  17,  1927. 
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to  extend  her  left  leg.  At  the  time  seen  there  was 
no  pain  or  discomfort  and  the  swelling  in  her 
back  was  not  tender. 

Examination:  Well  developed  and  well  nour- 
ished girl,  who  stood  with  a marked  rounded 
kyphos  involving  the  dorso-lumbar  region  of  the 
spine.  Skiagraphs  made  by  Dr.  Henderson  were 
reported  as  follows:  January  17,  1927 — “Both  dia- 
phragms are  normal,  cardiac  and  great  vessel 
shadows  are  not  enlarged,  thoracic  cage  is  not  de- 
formed, pulmonary  fields  are  quite  clear,  present- 
ing no  evidence  of  pathology.  In  the  A.  P.  posi- 
tion, a disturbance  in  the  relations  between  the 
second  and  third  lumbar  vertebrae  is  observed, 
principally  an  angulation  at  this  point.  No  de- 
struction of  the  bodies  can  be  seen  however.  While 
in  the  lateral  view,  an  extensive  disease  of  the 
spinous  processess  and  laminae  of  the  second  and 
third  lumbar  vertebrae  is  observed,  bone  destruc- 
tion being  greater  than  bone  production.  The 
angulation  between  the  body  of  the  second  and 
third  lumbar  vertebrae  at  this  point  is  clearly 
defined.  No  other  periosteal  changes  are  had. 
Conclusions:  Osteomyelitis,  spinous  processes  and 
laminae.” 

Immediate  operation  wTas  advised. 

January  21.  Gas  anesthesia:  The  sinus  was 
found  to  lead  directly  to  the  spinous  processes. 
A six  inch  incision  made  over  the  spine,  the  dis- 
charging sinus  being  placed  in  the  center  of  the 
incision.  The  soft  parts  were  cut  away  and  the 
spinous  processes  brought  into  view.  Two  dis- 
tinct holes  were  found  in  the  right  side  of  the 
base  of  the  second  lumbar  spinous  process.  This 
process  was  chiseled  away  and  at  its  base  there 
was  a mass  of  inflammatory  tissue.  The  laminae 
of  the  second  lumbar  vertebra  was  removed  as 
a sequestrum.  The  abscess  seemed  to  be  fairly 
well  walled  off  and  it  was  deemed  inadvisable  to 
take  away  any  more  bone.  The  wound  was  packed 
with  iodoform  gauze.  A smear  showed  staphy- 
lococci. 

Post  operative  notes:  Osteomyelitis. 

Prognosis:  Fair. 

Second  skiagraphic  report  by  Dr.  Henderson: 
“January  25,  1927.  Apparently  no  extension  of  the 
osteomyelitis  has  occured  since  the  previous  radio- 
graphic  examination.  It  is  interesting  to  note  that 
the  bodies  of  the  vertebrae  are  now  occupying  a 
more  nearly  normal  relation  to  each  other  and 
the  acute  angulation  in  the  lumbar  region  had 
disappeared.”  January  29. — Patient  has  been  very 
comfortable  since  the  operation.  The  wound  is 
granulating  well.  January  31. — Patient  is  com- 
fortable and  today  plaster  jacket  was  applied  on  a 
hammock  with  very  good  correction.  February 


3. — Patient  returned  home.  Wound  to  be  dressed 
by  her  physician.  March  18.— Wound  healed  ex- 
cept for  a small  granulating  area.  Patient  com- 
fortable. Jacket  holding  well.  May  9. — Patient 
comfortable.  Three  small  discharging  sinuses  still 
present.  Jacket  split  and  removed.  Back  brace 
designed  May  12.  Back  brace  applied  today. 
August  1.  One  very  small  discharging  sinus.  No 
pain  or  discomfort.  Brace  holding  well.  Patient 
stands  absolutely  erect.  October  24.— Quite 
marked  granulation  tissue  with  a small  sinus. 
Skiagraph  made  before  cleaning  up  this  sinus. 

Third  skiagraphic  report  by  Dr.  Henderson: 
“October  25,  1927.  No  destructive  processes  can 
be  observed  in  the  bodies  of  th.e  vertebrae.  The 
laminae  and  spinous  processes  of  the  second  and 
third  lumbar  vertebrae  give  evidence  of  an  old 
osteomyelitis.  At  this  time  no  loose  particles  of 
bone  can  be  observed  and  it  is  considered  that 
ladiographically  a decided  improvement  in  the 
condition  has  occured.” 

November  3.  There  still  being  a small  discharg- 
ing sinus  which  refused  to  heal,  today  under  nova- 
cain,  this  sinus  was  found  to  communicate  with 
the  bone.  It  was  cleaned  out  and  packed  with 
iodoform  gauze.  No  sequestra  to  be  found.  Under 
date  of  December  9,  a letter  from  patient’s  mother 
stated  that  her  family  physician  had  removed  a 
very  small  piece  of  bone  from  the  sinus.  A letter 
from  Dr.  I.  under  date  of  January  5,  1928,  states 
that  patient  has  entirely  recovered,  sinus  having 
healed. 

The  acuteness  of  this  case  with  immediate  re- 
lief of  symptoms  following  operation  and  steady 
though  gradual  improvement  to  a complete  cure 
makes  me  feel  that  a review  of  the  literature 
would  be  of  interest. 

Case  2.  The  second  case  occurred  in  Dr.  Urban 
Mae’s  service  at  the  New  Orleans  Charity  Hospital 
and  is  given  through  the  courtesy  of  Dr.  J.  D. 
Rives. 

Patient  was  admitted  to  the  medical  service 
of  the  hospital  in  August,  1927,  complaining  of 
fever,  pain  in  sacral  region,  and  burning  on  urina- 
tion during  the  previous  ten  days.  Fever  began 
about  one  week  before  admission,  following  which 
time  he  had  constant  pain  in  the  left  low  lumbar 
region.  Examination  showed  tenderness  on  both 
sides  of  the  abdomen  on  deep  pressure.  Enlarged 
prostate.  Cystoscopic  examination  showed  subacute 
cystitis.  Kidneys  negative.  Skiagraph  examination 
reported  August  1,  1927:  Sacro  iliac  arthritis. 

August  23,  1927:  Destructive  process  in  trans- 
verse process  of  fifth  lumbar  vertebrae,.  Bodies  of 
the  vertebrae  show  no  change.  Wassermann  and 
blood  culture  and  Widal  reaction  negative.  Con- 
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Lateral  view  of  Spine  before  Operation,  January  17,  1927. 
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sultation  examination — edema  and  redness  with 
great  tenderness  over  and  lateral  to  spines  of 
second  and  third  lumbar  vertebrae.  Masses  in 
both  iliac  fossae  diagnosed  as  psoas  abscesses. 
Thighs  held  in  45  degrees  flexion. 

Diagnosis:  Para  vertebral  abscesses  of  unknown 
origin.  Incision  advised. 

Operation,  September  2,  1927. — Bilateral  psoas 
abscesses  above  Pouparts  ligament.  Large  amount 
of  pus  under  pressure.  Denuded  transverse  pro- 
cess could  be  palpated  on  left  side.  Culture  showed 
,staphylococcus  aureus.  Pain  was  relieved  but 
septic  course  continued  and  patient  became 
gradually  weaker  in  spite  of  transfusions,  etc. 
He  deserted  from  the  hospital  and  is  believed  to 
have  died,  but  no  definite  record  is  known  about 
the  termination. 

PREDISPOSING  CAUSES. 

Trauma  has  been  noted  in  only  seven 
cases  and  a’most  all  of  these  with  invasion 
of  the  lumbar  vertebrae  but  some  causes  of 
infection  could  be  found  in  16  per  cent  of 
the  cases.  In  one  case  an  abrasion  of  the 
skin ; in  most  other  cases  causes  of  infec- 
tion are  felons,  abscesses,  furuncles,  an- 
ginas, or  suppurating  osseous  foci  else- 
where in  the  body. 

Injury,  overwork,  unhealthy  conditions 
of  living,  cold,  and  fatigue  are  all  listed  as 
predisposing  causes. 

Griselle  decided  that  osteomyeMtis  is  a 
disease  of  the  growing  skeleton.  Only  one 
case  was  found  where  the  patient  was  over 
40  years  of  age,  15  cases  where  the  patient 
was  over  20  years  old,  history  of  injury  in 
one-quarter  of  the  cases.  This  probably 
explains  the  greater  frequency  in  males. 
In  a large  number  there  is  some  discover- 
able source  of  infection  from  common  fur- 
unculosis. The  organism  is  almost  exclu- 
sive’y  staphylococcus  aureus.  Staphylococ- 
cus albus  and  staphylococcus  pyogenous 
have  been  rarely  found. 

Woolsey  in  Keanes  Surgery  found  that 
75  per  cent  of  cases  were  under  twenty 
years  of  age,  and  41  per  cent  were  in  the 
lumbar  region,  and  the  cervical  region  was 
the  least  common  site.  Of  Donati’s  collec- 
tion of  cases  the  age  was  mentioned  in  52 
patients,  15  cases  from  one  to  10  years  of 


age,  24  cases  from  10  to  20  years  of  age, 
11  from  20  to  30  years  of  age,  1 case  from 
30  to  40  years  of  age,  and  one  case  from 
40  to  50  years  of  age.  Sixty-eight  per  cent 
of  the  cases  were  in  males  and  32  per  cent, 
females.  The  lumbar  region  was  involved 
in  26  cases  with  65.4  per  cent  mortality; 
thoracic  in  18  cases,  27.7  per  cent  mor- 
tality ; cervical  region  9 cases,  44.4  per  cent 
mortality.  The  portion  of  the  vertebra 
was  the  body  in  14  cases,  11  deaths,  75  per 
cent.  Other  parts  of  the  body,  37  cases, 
13  deaths,  35  per  cent. 

PATHOLOGY. 

Any  portion  of  the  vertebral  column  may 
be  affected  but  most  of  the  cases  are  in  the 
lumbar  region.  The  cervical  region  is  the 
next  most  common  site;  dorsal  region  last. 
Only  one  vertebral  body  may  be  affected  or 
several  simultaneously.  Infection  may 
affect  some  part  of  the  neural  arch  without 
involving  the  body  at  all.  Gravity  of  the 
disease  varies  with  its  depth  from  the  sur- 
face of  the  body.  When  the  body  of  the 
vertebra  is  affected,  mortality  is  as  high 
as  60  per  cent;  in  other  cases,  35  per  cent. 

SYMPTOMS. 

According  to  Makins  and  Abbott  there 
is,  first,  a fulminating  form.  Patients  are 
suddenly  and  acutely  ill  with  intense  pain 
in  the  back,  chi’ls,  high  temperature,  signs 
of  grave  intoxication.  Patients  die  in  a few 
days.  The  second  type  resembles  osteomye- 
litis of  the  long  bones.  The  onset  is  abrupt 
with  pain  in  the  back,  fever  with  signs  of 
infection.  The  patient  recovers  or  suc- 
cumbs to  meningiomyelitis  or  septicemia. 

Woolsey  in  Keanes  Surgery  states  that 
symptoms  are  the  generally  constitutional 
ones  common  to  osteomyelitis  in  general. 
Two  local  symptoms  are  swelling  and  local 
tenderness  on  pressure,  abscess  forming 
after  one  to  three  weeks,  locality  varying 
with  osteomyelitic  process.  Pylemic  symp- 
toms are  allowed  to  develop,  extension  to 
spinal  canal  is  most  important  comphca- 
tion,  diagnosis  being  made  from  local  symp- 
toms. 
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Lateral  view  of  Spine  following  Operation.  Note  difference  in  Relation  of  Vertebral  bodies. 
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Seldom,  according  to  Henle,  until  three 
or  four  weeks  does  the  palpable  abscess 
develop  when  the  vertebral  bodies  are 
affected.  Abscess  formations  are  easy  to 
detect  if  the  laminae  are  involved.  He  be- 
lieves psoas  abscesses  due  to  vertebral 
osteomyelitis  have  never  been  diagnosed 
during  life.  Death  occurs  from  pyemia  be- 
fore they  become  palpable.  This  diagnosis 
was  made  in  Dr.  Rives’  case. 

DIAGNOSIS. 

These  cases  often  resemble  Pott’s  disease. 
Kirmisson  gives  the  following  points  of 
distinction ; abscess  of  Pott’s  disease 
often  appears  externally  in  Petit’s  triangle 
and  is  roundish  whereas  the  abscess  of 
osteomyelitis  spreads  along  the  vertebral 
column  and  is  fusiform  and  oblong  in 
shape.  Especially  important  are  evidences 
of  secondary  circulation  in  the  skin  around 
the  abscess,  owing  to  septic  thrombosis  in 
the  spinal  veins. 

Makins  and  Abbott  feel  that  the  cardinal 
factor  is  co-existence  of  first,  a grave  tox- 
emia ; second,  persistent  localized  pain,  ten- 
derness, and  rigidity  of  the  back.  The  clini- 
cal picture  may  be  said  to  resemb’e  a con- 
densed epitome  of  Pott’s  disease  without 
deformity.  Localizes  pain  over  the  lumbar 
region,  girdle  pains  about  the  loins,  local 
tenderness,  rigidity,  and  pain  on  movement, 
signs  of  compression  of  the  canda  equina. 
One  may  have  one  or  all  of  these  signs  with 
the  acute  infection. 

In  the  differential  diagnosis  in  the  cervi- 
cal column,  deep  glandular  abscess  may  be 
excluded  by  the  fact  that  pressure  on  the 
vertex  causes  referred  pain  in  the  neck. 
Meningitis  is  excluded  by  absence  of  men- 
tal changes  and  rigidity  of  the  limbs.  In 
the  dorsal  spine,  pneumonia  or  empyema 
may  result  from  a forward  extension  of 
the  abscess ; and  may  be  taken  for  primary 
condition.  In  the  lumbar  spine  condition 
may  be  taken  for  peritonitis,  perinephric 
abscess,  meningitis,  and  Landry’s  paralysis. 
Perinephric  abscess  causes  uni’ateral  symp- 
toms. No  pus  is  found  in  lumbar  puncture 


in  Landry’s  paralysis.  The  presence  of 
staphylococcus  should  at  once  lead  to  a 
question  of  acute  bone  infection.  Cerebro- 
spinal meningitis  is  excluded  with  symp- 
toms in  the  back  and  absence  of  mental 
changes. 

Luzoir  summarizes  some  recent  cases 
that  have  been  published  emphasizing  the 
vital  importance  of  an  early  diagnosis. 
Kirmisson  called  attention  in  1909  to  the 
characteristic  oblong  shape  of  the  s we’ ling 
over  the  vertebrae,  almost  spindle  shaped.^ 
In  one  of  his  four  cases,  the  swelling  along 
the  side  of  the  spine  reached  from  the 
scapula  to  the  ilium.  Another  symptom  is 
the  manifest  collateral  circulation  in  the 
region.  Puncture  brings  pus.  The  absence 
of  any  tendency  to.  curvature  of  the  spine 
and  the  presence  of  some  focus  of  infection 
elsewhere  aid  in  differentiating  the  osteo- 
myelitis. In  one  of  the  cases,  the  subacute, 
a’most  chronic  course  would  suggest  tuber- 
culosis if  it  were  not  for  a long  outline 
which  has  such  a contrast  to  the  round 
Pott’s  lesion.  In  other  cases  the  symptoms 
of  septicemia  predominate,  suggesting 
typhoid  or  meningitis.  Luzoir  reports  one 
such  case,  a man  who  was  being  treated 
for  typhoid  until  the  casual  discovery  of 
the  swelling  in  the  lumbar  region.  Opera- 
tion then  came  too  late  to  save  him.  He 
feels  that  only  thorough  examination  in  all 
cases  of  supposed  typhoid  will  avert  blun- 
ders of  this  kind. 

The  prognosis  is  always  very  guarded. 

TREATMENT. 

This  involves  the  evacuation  of  the 
abscess  when  one  is  detected.  Most 
authors  feel  that  a retropharyngeal  abscess 
should  be  opened  through  the  neck,  a 
mediastinal  abscess  by  operation  of  costo- 
transversectomy,  and  a psoas  abscess 
through  an  incision  similar  to  that  for 
ligation  of  the  common  iliac  artery  (extra- 
peritoneal).  Heidenhain  operated  by  cos- 
totransverseetomy  with  success.  If  the 
patient  survives,  a second  operation  may 
be  required  to  improve  drainage.  A plaster 
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jacket  or  other  spinal  support  should  not 
be  forgotten  as  the  collapse  of  the  vertebral 
bodies  will  form  a kyphos. 

In  1875,  Delafield  showed  before  the 
Pathological  Society  of  New  York  a speci- 
man  (N.  Y.  M.  J.  21:53,  1875)  of  a ver- 
tebra found  at  autopsy  in  a case  of  a man 
65  years  old. 

Hahn  in  1895  recorded  41  cases. 

1.  Sex.  Twenty -three  males,  12  females, 

5 unknown. 

2.  Age.  Majority  in  first  two  decades. 

3.  Location.  Cervical  7 times,  dorsal 

12  times,  lumber  17  times,  sacral 
5 times. 

4.  Etiology.  Evidence  of  undoubted 

trauma  6 times.  In  15  cases  his- 
tory of  trauma,  in  10  instances 
patient  was  perfectly  well  to  time 
of  onset,  3 cases  were  secondary  to 
diseases  elsewhere,  in  one  case  a 
purulent  paronychia  was  present; 
in  others  no  definite  etiologic 
factor  was  determined. 

Results  of  treatment:  Mortality,  60. 

Cause:  Pachymeningitis,  2 cases;  exten- 

sive pneumonia,  2 ; retropharyngeal  abscess, 
1;  empyema,  2;  gravitation  abscess,  6; 
amyloid,  1 ; invasion  of  the  cord,  8. 

Abstract  of  paper  by  Makins  and  Abbott, 
1896. — Condition  is  rare  and  often  only 
recognized  in  the  post-mortem  room. 
Author  analyzes  21  cases,  6 of  which  have 
never  been  published  before,  features  de- 
pendent not  in  any  inherent  special 
character  of  osteomyelitis  of  these  bones, 
but  solely  on  its  localization  in  the  trunk, 
its  great  depth  from  the  surface  and  prox- 
imity to  the  the  spinal  cord  and  membranes. 

Case  1.  Posterior  arch  of  atlas.  Male,  aged  7 
years.  No  history  of  accident.  Death  on  twenty- 
eighth  day. 

Case  2.  Odontoid  process  of  axis.  Male,  aged 
6 years.  No  knowledge  of  injury.  Died  on  fifteenth 
day. 


Case  3.  Atlas  and  axis.  Female,  aged  14 
years.  No  history  of  injury.  Death  on  thirteenth 
day. 

Case  4.  Bodies  of  second,  third,  fourth,  fifth, 
and  sixth  dorsal  vertebrae.  Male,  aged  14  years. 
Died  nineteenth  day. 

Case  5.  Body  of  first  lumbar  vertebrae.  Male, 
aged  14  years.  Conditions  followed  injury.  Died 
on  eighteenth  day. 

Case  6.  Posterior  arch  of  third  lumbar  ver- 
tebrae. Male,  aged  10  years.  No  known  injury. 
Died  on  thirteenth  day. 

Case  7.  Transverse  process  of  fourth  lumbar 
vertebrae.  Female,  aged  46  years.  No  knowledge 
of  injury.  Died  on  twenty-sixth  day. 

Case  8.  Transverse  process  of  the  fifth  lumbar 
vertebrae.  Male,  aged  27  years.  Died  on  twenty- 
first  day. 

Case  9.  Supra-occipital  bone.  Male,  aged  5 
years.  Following  injury.  Died  on  thirty-eighth 
day. 

Post  mortem  notes  were  given  on  all  cases. 

In  1899,  Hahn  who  employed  statistics 
of  Frohner  and  Haaga  and  gave  some 
additional  ones,  found  that  out  of  661  cases 
of  infectious  osteomyelitis,  the  long  bones 
were  the  seat  of  the  disease  in  610  cases, 
and  the  short  and  flat  bones  in  only  51  in- 
stances. Of  these  51  cases  only  1 affecting 
the  vertebra  was  noted. 

Sex — 

Out  of  21  cases,  11  were  males,  4 females, 
and  in  6 the  sex  was  not  given. 


Age — 

Under  2 years 1 

2-  5 2 

5-10  2 

10-15  8 

15-20  3 

20  and  over 3 

Not  stated  2 


21  cases 

Region  affected — 


Cervical  3 

Dorsal  5 

Lumbar  10 

Sacral  1 

Unrecorded  2 


21 
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Seat  of  disease 

In  four  cases — centrum  only. 

Five  others — centrum  and  some  portion  of 
neural  arch. 

Seven  cases — neural  arch  only. 

Attack  spine  in  three  cases — 

Transverse  process  in  three. 

Pedicle  in  one. 

Articular  process  in  one. 

In  four  cases  exact  locality  was  not 
noted. 

Suppuration  occurred  in  every  case  varying  in 
position  with  seat  of  disease. 

Dorsal  abscess — 3. 

Dorso-lumbar  abscess — 1. 

Lumbar — 5. 

Lumbo-sacral — 2. 

Psoas — 4. 

Mediastinal — 2. 

Pelvic — 3. 

Angular  curvature  of  temporary  nature  was 
noted  in  two  cases. 

In  21  cases,  the  cord  or  membranes  were  in- 
vaded in  11  instances.  (52.4  per  cent.) 

Secondary  deposits  were  noted  in  12  cases. 

Only  6 report  bacteriologic  examination — sta- 
phylococcus pyogenes  aureus. 

Prognosis 

Of  26  cases,  15  (fi.4)  died. 

3 cases  were  relieved  (14.3). 

In  13  fatal  cases  average  duration  was  25.2 
days. 

Neural  arch  is  more  favorable  location  than 
the  body. 

Early  recognition  easier. 

Sequestra  more  readily  removed. 

Treatment — 

Rest  for  spinal  column. 

Early  detection  and  incision  of  abscesses. 

Removal  of  necrosed  bone  when  in  bodies,  ap- 
plication of  jacket. 

Warren  reported  a case  of  osteomyelitis 
of  the  cervical  spine  in  1903. 

Male,  23  years  old.  Five  months  previously 
turned  his  head  suddenly  and  was  seized  with 
violent  pain  in  neck.  Motions  of  head  upon  neck 
have  gradually  become  less  free,  more  or  less  con- 
stant but  steadily  increasing  pain.  Two  weeks 
later  swelling  on  back  of  neck  appeared  which  has 
grown.  Chills  and  fever  at  times. 

Past  history  and  family  history  negative. 


Patient  seemed  septic.  Head  held  rigidly  to  one 
side.  Thick  indurated  swelling  over  occipito-axoid 
region.  Temperature  100.4  degrees,  pulse  100. 
Roentgenogram  showed  shadow  of  abscess  and 
thickening  and  fusion  of  bodies  of  second  and  third 
cervical  vertebrae.  Three  days  later  admitted  to 
ward,  temperature  103  degrees,  pulse  100.  Fol- 
lowing incision  thick  creamy  pus  was  evacuated, 
showed  staphylococcus  pyogenes  aureus  in  pure 
culture.  Sharp  fall  in  temperature,  motion  of 
neck  became  free  and  pain  was  much  relieved. 
Temperature  remained  99  degrees-100  degrees  for 
ten  days  when  on  removal  of  drainage  tubes  abs- 
cess reformed  and  temperature  again  rose  to  103 
degrees.  Second  operation.  Convalescence  un- 
eventful. Completely  healed  one  year  later.  All 
motions  of  cervical  spine  within  normal  limits. 
No  subjective  symptoms.  Had  complained  of  steady 
pain  in  lumbar  region;  loss  of  weight,  paralysis, 
pyemia,  and  death. 

Tubby  in  his  report  in  1905. — Acute 
osteomyelitis  and  periostitis  of  the  spine; 
believes  that  three  degrees  of  affection  are 
recognizable : 

1.  Comparatively  mild  form  from 
which  patient  usually  recovers,  in  which 
there  is  inflammation  and  thickening  of 
the  periosteum  which  subsides  without 
apparently  causing  denudation  of  the  bone 
and  ultimately  leaves  the  spine  in  a practi- 
cally healthy  condition. 

2.  A severe  form,  involving  the  perios- 
teum and  superficial  layers  of  bone, 
associated  with  considerable  inflammatory 
softening  often  with  considerable  defor- 
mity, which  may  or  may  not  go  on  to 
suppuration. 

3.  The  intense  form,  in  which  the 
bodies  of  the  vertebrae  are  the  sites  of 
numerous  purulent  foci,  or  the  neural 
arches  and  processes  are  bared  and 
necrosed.  This  form  usually  goes  on  to 
suppuration ; inflammation  of  the  spinal 
membranes  and  medulla  is  a constant  com- 
plication, and  it  is,  therefore,  exceedingly 
dangerous  to  life. 

Case  report  of  acute  periostitis  of  the  cervical 
spine,  resolution  with  suppuration  and  recovery. 
Child  4%  years  old.  Benign  course. 

Case  report  of  child,  5 years  old,  of  acute 
periostitis  and  rapid  softening  of  bone  associated 
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with  double  pneumonia  and  necrosis  of  the  al- 
veolar margins  of  the  jaws, — recovery.  Appear- 
ance of  spinal  symptoms  were  after  an  acute 
osteo-stomatitis,  sudden  and  unexpected  onset  of 
spinal  symptoms,  rapid  appearance  of  deformity 
and  almost  complete  disappearance  later  with 
restoration  of  function. 

Relatively  small  number  of  reported 
cases  is  probably  due  to  faulty  diagnosis. 
Symptoms  of  systemic  infection  over- 
shadow local  condition.  Donati  in  1906 
reports  one  case  of  his  own  and  55  in  liter- 
ature to  that  date.  Kirmission  in  1909 
reports  a’most  100  including  sacrum. 
Volkman  in  1914  collected  84,  not  including 
sacrum. 

Most  cases  occur  between  tenth  and 
twentieth  years.  Trauma  may  act  as  excit- 
ing cause,  most  frequent  etiologic  factor  is 
presence  of  suppurative  focus  elsewhere. 
In  14  of  21  cases  (Donati)  and  in  24  of  35 
(Volkman),  staphylococcus  was  found  in 
pure  culture. 

Lumbar  region  most  frequently  involved. 
(Donati  says  20  in  56.)  (Volkman  says 
largest  number  in  dorsal  region.)  Several 
vertebrae  usually  involved.  Entire  verte- 
bral body  and  arch  was  seat  of  disease  in  a 
smaller  number  of  cases  than  was  the  case 
of  the  body  or  arch  alone.  Involvement  of 
body  more  often  followed  by  invasion  of 
spinal  canal  and  development  of  peripleu- 
ritic  and  psoas  abscesses  than  that  of  the 
arch. 

Sixty-eight  per  cent  of  the  cases  run  an 
acute  course  and  mortality  is  correspond- 
ingly higher  in  this  class  than  in  the 
subacute  cases.  Donati  found  in  6 to  12 
deaths  in  acute  form,  death  was  due  to 
invasion  of  spinal  canal. 

Diagnostic  signs : Severe  pain  over 

affected  vertebra  with  rigidity  of  spine. 
Localized  edema  and  tenderness.  Acute 
pyogenic  focus  in  cervical  vertebra  shown 
by  rigidity  in  neck,  neuralgias  in  occipital 
region  and  early  signs  of  compression.  In 
dorsal  spine,  pus  gravitates  forward  form- 
ing peripleuritic  abscess.  Inflammation  of 


psoas  muscle  may  result  in  osteomyelitis  of 
lumbar  region.  Severe  pain  due  to  pres- 
sure on  nerve  roots  rarely  occurs  except  in 
cervical  region.  Most  frequent  symptoms 
then  are  in  back — rigidity,  edema,  and 
swelling.  The  roentgen-ray  is  a great  aid 
in  localization.  Lumbar  puncture  helps 
also  if  by  it  pure  pus  is  obtainable.  In 
cases  with  general  syptoms  one  must  ex- 
clude typhoid,  acute  rheumatic  spondylitis 
and  meningitis. 

Escape  of  pus  into  spine  may  result  in 
(1)  extradural  abscess  with  symptoms  of 
meningeal  irritation;  (2)  pressure  on  cord 
with  symptoms  of  compression  correspond- 
ing to  level  involved;  (3)  purulent  men- 
ingitis. Mortality  greatest  when  cervical 
region  is  involved,  least  in  dorsal  region 
and  in  lumbar  region.  Operative  interfer- 
ence indicated  as  soon  as  diagnosis  is  made. 
Condition  recognized  in  only  1/3  of  pub- 
lished cases  (Volkman).  Simple  incision 
or  drainage  may  suffice,  but  laminectomy  is 
advised.  Removal  of  focus  in  bone  is  per- 
missable  if  risk  in  operation  is  not  too 
greatly  increased,  otherwise  wait  for 
sequestration.  Healing  usually  occurs 
without  foundation  of  a kyphosis.  If 
peripleuritic  or  psoas  abscesses  are  recog- 
nized early  incision  and  drainage  are 
indicated.  Use  stereoscopic  roentgenogram 
of  chest  combined  with  fluoroscopy  when 
dorsal  region  is  involved. 

Strong  reported  eight  cases  of  osteomye- 
litis of  the  spine  in  1912. 

Case  1.  Reported  in  life — from  author’s  ex- 
perience. Male,  10  years  of  age,  entered  hospital 
3 weeks  after  having  been  kicked  in  the  back. 
Operated — last  dorsal  first  lumbar  vertebrae  af- 
fected. Pus  showed  staphylococci.  After  operation 
vaccine  from  staphylococcus  was  prepared  and 
administered — then  discontinued  as  patient  was 
in  extremis.  Gradual  recovery  to  perfect  health. 
Walks  normally. 

Case  2.  Male,  9 years  old,  entered  hospital  9 
months  after  a fall.  Spinal  column  from  seventh 
cervical  to  eleventh  dorsal  vertebrae  is  necrosed. 
Necrosed  part  bathed  in  pus. 

Case  3.  Female,  aged  5%  years.  Eternal  hos- 
pital with  lumbar  abscess  and  diagnosis  of  Pott’s 
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disease.  Abscess  opened  and  child  improved.  Ad- 
mitted later  with  fresh  collection  of  pus  in  left 
loin.  Indefinite  history  of  fall.  Bodies  of  all 
dorsal  vertebrae  necrosed.  Brain,  spinal  cord  and 
membranes  normal.  No  appearance  of  tubercu- 
losis in  any  part  of  body. 

Case  4.  Female,  aged  20  years,  treated  by 
plaster  jacket  for  some  time  previously  for  pos- 
terior spinal  curvature.  Diagnosis  of  tuberculosis 
of  spine.  Abscess  opened  and  found  to  com- 
municate with  posterior  mediastrinium  and  left 
pleura — large  quantity  of  pus.  Post  mortem 
showed  front  of  the  bodies  of  the  third  and  tenth 
dorsal  vertebrae  bare,  rough,  and  hard  except 
ninth  which  was  necrosed.  Inter-vertebral  discs 
not  affected.  No  caseation  or  tuberculosis  in 
thoracic  or  abdominal  viscera. 

Case  5.  Female,  aged  34  years.  Ailing  for  2 
years  since  confinement.  Fluctuating  swelling 
pointing  to  right  loin.  Prominence  of  lower  dorsal 
and  upper  lumbar  spines.  Abscess  opened,  scraped 
and  flushed.  Bare  bone  about  first  lumbar  verte- 
brae. No  tubercle  in  pus,  but  cocci  mostly  in 
chains.  Post  mortem  showed  fibrosis  leading  to 
right  side  of  twelfth  dorsal  vertebrae.  Angular 
curvature  at  end  of  dorsal  region.  Bodies  of 
eleventh  and  twelfth  dorsal  a<nd  first  lumbar 
vertebrae  firmly  united,  intervertebral  discs  dis- 
appeared. Prevertebral  abscess.  No  evidence  of 
tuberculosis. 

Case  6.  Male,  aged  33  years.  Pain  in  back  and 
legs.  Gonorrhea  16  years  before,  3 yeai's  before 
arthritis  in  ankle  and  knee.  Alcoholism.  Attacks 
of  vomiting.  Third,  fourth  and  fifth  lumbar  ver- 
tebrae showed  some  thickening  on  the  left  side. 
Lump  to  left  of  umbilicus.  Angular  curvature 
suddenly  developed.  Abscess  opened  and  drained. 
Acute  diarrhea  and  death.  Post  mortem  showed 
edematous  swelling  of  right  leg.  Almost  total 
disappearance  of  bodies  of  third  and  fourth  lumbar 
vertebrae.  Diffuse  suppuration  and  necrosis  of 
both  iliac  muscles,  some  curdy  pus  in  left  hip. 
Displacement  of  spine.  Numerous  small  abscesses 
in  left  lung, — septic  avititis  (staphylococcic). 

Case  7.  Male,  aged  38  years.  Septic  finger, 
pain  in  back  and  sides.  Large  swelling  over  third 
and  fourth  ribs  in  right  axillary  space,  same  swell- 
ing posteriorly.  Rigidity  of  spine  in  upper  dorsal 
region.  Kyphosis  and  right  scoliosis.  Abscess  in 
connection  with  knee-joint  incised.  Pus  showed 
only  staphylococcus  aureus.  Pain  in  back.  An- 
gular curvature  in  lower  dorsal  region.  Post  mor- 
tem showed  large  collection  of  pus  close  to 
spine  in  back  muscles  of  loins.  Body  of  eleventh 
dorsal  vertebrae  and  adjacent  parts  of  tenth  and 
twelfth  necrosed.  Adjacent  parts  of  tenth  and 


eleventh  ribs  also  necrosed.  Spinal  cord  and  mem- 
branes adherent  to  columns  and  showed  suppura- 
tive meningo-myelitis  for  3 inches.  No  evidence 
of  tuberculosis. 

Case  8.  Male,  aged  31  years.  Admitted  for 
paraplegia  and  retention  of  urine.  Pains  in  back 
and  hypochondrium  two  months  before.  Then 
girdle  pain  and  constriction  of  upper  abdomen. 
Palsy  of  legs  just  before  admission.  Anal  abscess 
burst.  Pneumonia.  Pus  from  abscess  showed  no 
tubercle.  Only  cocci  and  Gram  positive  and  Gram 
negative  bacilli.  Death.  Post  mortem — sloughing 
of  skin  around  anus,  aperture  leads  into  pelvis, 
connective  tissue  shows  diffuse  suppurative  cel- 
lulitis. Pervertebral  abscess  in  middorsal  region 
involving  bodies  of  the  sixth  to  the  ninth  dorsal 
vertebrae.  Intervertebral  discs  partly  absent.  Abs- 
cess between  bone  and  dura  mater,  canal  full  of 
pus.  No  evidence  of  tuberculosis.  Death  from 
pneumonia. 

Eisendrath  and  Schram  in  1917  re- 
ported one  case. 

Man,  aged  23  years,  admitted  to  hospital  be- 
cause of  urinary  retention.  Looked  septic,  tem- 
perature 104.2  degrees,  pulse  120.  Diffuse  pain 
over  lumbar  region  of  spine.  History  of  infected 
finger  one  month  previously.  Present  illness  began 
suddenly  with  pain  in  back,  radiating  to  left  side. 
High  fever  and  night  sweats  for  12  days. 

Soon  after  admission  had  chill  and  sweat,  tem- 
perature rising  to  105.4°  (rectal)  and  continued  12 
hours.  General  appearance  of  sepsis.  Diffuse  ten- 
derness over  the  lumbar  and  sacral  regions,  later, 
retraction  of  the  neck  and  marked  rigidity  of 
entire  spine.  Symptoms  of  meningeal  irritation 
(Kernig  sign  present,  suggestion  of  Babinski  sign 
and  generally  increased  reflexes).  No  eye  changes. 
Leukocytosis — 14,000.  Lumbar  puncture — pure 

pus  from  spinal  canal.  Pus  showed  staphylococcus 
aureus. 

Radiographic  examination  showed  an  area  of 
osteoporosis  in  body  of  third  lumbar  vertebrae. 
Symptoms  of  meningeal  irritation  increased 
rapidly  in  12  hours  later  patient  was  transferred 
to  surgical  service  where  tentative  diagnosis  was 
made  of  acute  osteomyelitis  of  spine  in  lumbar 
region  secondary  to  infection  of  finger. 

Laminectomy  for  drainage  of  epidural  abscess 
(lumbar  region)  due  to  osteomyelitis  of  third  lum- 
bar vertebrae. 

Following  operation,  rigidity  of  neck  and  spine 
disappeared,  reflexes  less  active,  etc.  Gradual 
recovery. 
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Gould  in  1917  reports  one  case. 

Schoolmaster,  aged  21  years,  became  ill  Septem- 
ber 16,  1916,  complaining  of  “severe  pain  in  the 
back  and  left  loin.”  Had  had  cold  in  head  two 
days  previously.  When  first  seen,  temperature 
was  103  degrees  F.  and  looked  ill.  Symptoms  not 
relieved  by  simple  remedies,  admitted  to  hospital 
September  25. 

Temperature  102  degrees,  pulse  102,  respira- 
tion 32.  Skin  dry  and  flushed,  tongue  very  dry 
and  beefy-red,  general  appearance  of  severe 
toxemia.  Constant  pain  in  small  of  back,  radiating 
around  loins  to  umbilicus,  pain  more  severe  on 
left  side.  Tenderness  on  pressure  over  the  upper 
end  of  the  sacrum  and  lower  lumbar  spinous  pro- 
cesses. Patient  could  not  move  freely  or  sit  up, — 
but  there  was  no  swelling  or  deformity  of  the 
back.  Abdomen  somewhat  distended  and  tym- 
panitic. Deep  tenderness  on  both  sides  in  the 
middle  line  in  the  umbilical  region  but  no  rigidity, 
and  abdomen  moved  freely  with  respiration.  No 
abnormal  signs  in  chest.  Urine  was  normal. 

Condition  remained  very  much  the  same  for 
two  days,  temperature  fluctuating  between  99 
degrees  and  102  degrees.  Pulse  rapid.  Lumbar 
puncture  done  September  27  and  3 ounces  of 
thick  creamy  pus  withdrawn  from  spinal  canal. 
Staphylococcus  aureus  grown.  No  symptoms  of 
meningitis,  pus  thought  to  be  of  extrathecal 
origin.  Some  paresis  of  legs,  more  marked  in  the 
left,  suggesting  pressure  on  spinal  roots.  Knee 
jerks  weak.  Provisional  diagnosis  of  acute  osteo- 
myelitis was  made  and  laminectomy  decided  on  to 
relieve  pressure  on  the  corda  equina  and  to  es- 
tablish drainage. 

Operation. — Median  dorsal  incision  made  with 
center  over  the  third  lumbar  spine.  On  separating 
muscles  from  the  left  of  the  spines  about  3 ounces 
of  pus  were  evacuated;  no  bare  bone  could  be 
felt  by  the  finger  and  pus  appeared  to  be  oozing 
out  of  a neural  foramen.  Third  lumbar  lamina 
was  removed  and  similar  pus  at  once  welled  out 
of  spinal  canal.  Theca  was  seen  to  be  intact  and 
pressed  forward  against  posterior  common  liga- 
ment. No  bare  bone  and  nothing  further  was 
done.  Tube  inserted  down  to  spinal  canal  and 
wound  stitched  up  round  it.  No  shock  but  no 
improvement  except  absence  of  paresis.  In  evening 
temperature  rose  to  104  degrees,  pulse  worse, 
died  from  heart  failure  September  29. 

At  autopsy,  same  day,  pus  was  found  oozing 
from  all  lumbar  neural  formina  into  muscles.  Pus 
was  found  on  the  posterior  aspect  of  the  theca 
extending  from  the  last  dorsal  vertebrae  to  the 
lower  end  of  the  sacrum;  no  extrathecal  fat  visible 
and  no  leptomeningitis.  No  infective  focus  in 


bodies  of  vertebral  or  sacrum  or  elsewhere  was 
discovered. 

CONCLUSIONS. 

The  reports  of  79  cases  are  abstracted  in 
detail  as  they  seem  to  add  a good  deal  to 
our  knowledge  of  this  condition.  Undoubt- 
edly, cases  often  die  without  the  correct 
diagnosis  being  made,  and  without  any 
autopsy  findings.  As  in  osteomyelitis  else- 
where in  the  body,  too  much  importance 
cannot  be  placed  on  the  skiagraphic 

findings. 
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DISCUSSION. 

Dr.  Louis  Levy  (New  Orleans,  La.) : Dr.  Hatch 

has  covered  the  ground  so  thoroughly  in  his  paper, 
it  will  be  more  elucidating  when  it  is  read  than 
through  hearing  it  here. 

Osteomyelitis  is  something  that  we  are  apt  to 
run  into,  and  it  is  worthy  of  being  brought  forcibly 
to  the  attention  of  this  organization. 

The  thing  in  Dr.  Hatch’s  paper  to  be  noted  is 
when  the  case  should  be  operated,  how  soon  they 
should  be  referred  to  the  bone  man.  That  seems 
to  be  the  outstanding  thing  in  a case  of  this  type. 
Of  course,  roentgenograms,  the  blood  count,  and 
the  general  examination  should  be  kept  up  to  the 
minute  in  a case  of  osteomyelitis.  But  it  seems 
to  me  that  the  earlier  a case  of  osteomyelitis  is 
operated  on,  the  better  the  results. 

In  getting  around  the  spine  or  any  of  the 
bones,  great  caution  is  often  exercised  in  waiting 
until  the  abscess  is  in  the  cold  stage.  I should  like 
to  know  what  Dr.  Hatch  is  teaching  on  that  score 
now,  when  to  operate.  I wish  Dr.  Hatch  would 
emphasize  that  point. 

To  continue  discussion  on  a type  of  paper  such 
as  Dr.  Hatch  has  presented  seems  superfluous  as 
he  covered  the  ground  so  nicely. 

Dr.  H.  B.  Gessner  (New  Orleans,  La.) : It  might 
be  well  to  impress  upon  the  audience  that  it  will 
not  do  in  dealing  with  osteomyelitis  in  general  to 
depend  on  a roentgenogram.  What  a roentgenogram 
picture  shows  is  changes  in  density  and  changes  in 
contour.  I am  not  speaking  particularly  of  osteo- 
myelitis of  the  spine,  but  if  in  dealing  with  osteo- 
myelitis in  general  we  depend  on  the  roentgenol- 
ogist to  make  the  diagnosis,  he  will  make  it  late. 
The  roentgen-ray  is  not  to  be  depended  upon  to 
make  an  early  diagnosis  of  osteomyelitis.  A seri- 
ous error  might  be  permitted  if  one  waited  for  the 
roentgen-ray  to  make  the  diagnosis. 

I think  it  might  be  well  for  Dr.  Barrow  to  say 
a few  words  on  this  subject. 

Dr.  S.  C.  Barrow  (Shreveport,  La.);  It  is  just 
along  that  line  that  I am  in  position  to  say  some- 
thing, and  not  on  the  paper  generally,  Mr.  Chair- 
man. Dr.  Gessner  has  brought  out  the  point 
that  sometimes  we  express  in  the  wrong  way.  I 
have  often  sat  in  conventions  and  heard  most 
eminent  surgeons  say  that  the  roentgen-ray  was 
of  no  value  in  osteomyelitis. 
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The  point  Dr.  Gessner  made  is  this,  as  I recall 
it,  that  the  roentgen-ray  findings  in  acute  osteo- 
myelitis are  not  positive  early,  but  you  must 
remember  that  in  making  a diagnosis  of  anything, 
negative  findings  are  sometimes  far  more  valuable 
than  some  supposed  positive  findings.  In  any  case 
of  osteomyelitis,  regardless  of  its  location,  there 
are  a multitude  of  things  to  be  eliminated,  and 
the  roentgen-ray  will  do  that.  But,  as  Dr.  Gess- 
ner says,  before  we  can  speak  on  bone  pathology 
from  a radiological  standpoint  we  have  to  have 
some  change  in  the  bone,  and  in  osteomyelitis  we 
cannot  see  it  when  the  suppurative  process  is 
within  the  bone  unless  it  is  old.  When  it  breaks 
through  the  cortex  or  when  it  excavates  thorough- 
ly producing  a difference  in  density,  then  we  can 
help  it  but  not  until  then. 

Dr.  Gessner’s  point  is  well  taken.  I don’t  think 
there  is  a surgeon  here  who  would  be  content, 
regardless  of  how  positive  he  was  that  he  had 
one  of  these  obscure  cases,  to  proceed  until  a 
roentgenogram  was  made.  The  reason  for  that 
is  this:  Back  in  his  head  he  knows  a lot  of  things 
that  will  be  excluded  by  the  roentgen-ray,  even 
though  he  is  not  told  that  he  has  a positive  diag- 
nosis. 

Dr.  E.  S.  Hatch  (closing)  : I want  to  thank  you 

gentlemen  for  discussing  this  paper. 

I don’t  want  to  detain  you  by  going  into  osteo- 
myelitis in  general  except  to  say  that  in  answer 
to  Dr.  Levy  I don’t  think  you  can  operate  on 
osteomyelitis  too  soon.  I think  that  is  a fair  state- 
ment on  any  osteomyelitis. 

With  regard  to  Dr.  Gessner’s  question  about  the 
roentgen-ray,  we  don’t  depend  on  the  roentgen- 
ray  to  make  a diagnosis.  In  other  words,  if  you 
wait  for  the  roentgen-ray  to  make  your  diagnosis 
of  osteomyelitis  a great  many  cases  will  be  very 
far  gone  before  you  operate  on  them. 

Dr.  Barrow’s  talk  was  eminently  fitting  at  this 
time.  What  he  said  about  ruling  out  other  things 
was  just  the  thing,  I think,  that  the  roentgenol- 
ogist tells  us.  In  other  words,  we  have  to  make 
a tentative  diagnosis  of  osteomyelitis  long  before 
the  roentgen-ray  findings  are  found  positive.  We 
rule  out,  by  looking  at  the  roentgen-ray,  many 
other  things  which  might  fool  us  in  making  the 
diagnosis. 
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Baton  Rouge,  La. 

The  eye,  ear,  nose  and  throat  has  been 
relegated  to  a special  field  of  medicine  per- 
haps due  to  a certain  degree  of  skill  and  an 
armamentarium  of  instruments  necessary 
to  cope  with  the  abnormal  pathological  con- 
ditions and  intricate  anatomy  of  these 
parts.  But  even  here  there  are  certain 
emergency  cases  that  can  be  successfully 
handled  by  the  general  practitioner.  The 
genera!  practitioner  should  be  sufficiently 
conversant  with  diseases  of  the  eye,  ear, 
nose  and  throat  so  that  these  conditions  can 
be  recognized,  first  aid  rendered  in  reliev- 
ing the  acutely  painful  conditions  when 
possible  or  referred  to  a specialist  for 
treatment  or  operation  when  necessary.  In 
order  for  the  general  practitioner  to  do 
this  successfully,  it  is  essential  that  he  add 
to  his  armamentarium  and  acquire  the  use 
cf  the  head  mirror,  nasal  speculum,  set  of 
ear  speculums,  lid  elevator,  metal  appli- 
cator, paracentesis  knife  and  a magnifying 
loupe.  The  head  mirror  is  in  my  opinion 
more  essential  and  useful  in  illuminating 
? dqrk  field  than  a flash  light  which  usually 
at  the  crucial  moment  fai’s  to  operate  due 
to  bulbs  or  battery  being  burnt  out.  The 
head  mirror  will  pick  up  the  rays  of  arti- 
ficial light  or  sun  light  and  with  proper 
maneuvering  reflect  them  into  the  darkest 
and  deepest  cavities  of  the  body  to  reveal 
to  the  eye  any  existing  pathology.  I would 
urge  that  you  acquire  the  use  of  a head 
mirror  and  the  more  you  use  it  the  more 
you  will  find  use  for  it.  Often  have  I 
observed  the  rectal,  gynecological  and 
abdominal  surgeon  whose  surgical  manipu- 
lations could  have  been  facilitated  by  hav- 
ing the  field  illuminated  by  the  properly 
reflected  light  from  a head  mirror.  Metal 
applicators  are  far  superior  to  wooden 
applicators  which  like  wooden  tongue  de- 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


875 


W Eiss — First  Aid  for  Practitioner  in  Eye,  Ear,  Nose  and  Throat  Cases 


pressors  have  only  a limited  usefulness. 
Metal  applicators  properly  tipped  with  cot- 
ton are  useful  for  wiping  wax  from  the 
external  auditory  canal  so  as  to  afford  a 
better  view  of  the  canal  and  drum,  wiping 
mucus  from  the  nasal  cavities  and  making 
app'ications  to  the  nose  and  throat.  It  is 
very  essential  in  wrapping  an  applicator 
to  use  a good  quality  of  long  staple  cotton 
and  not  lint,  have  the  tip  of  the  applicator 
well  covered  with  cotton.  This  may  seem 
non-essential  but  it  is  embarrassing  if  not 
really  dangerous  to  have  the  medicinally 
soaked  cotton  swab  from  an  applicator  re- 
main in  the  throat  of  an  unruly  patient, 
and  your  failure  to  recover  same  while  an 
anxious  solicitous  parent  plies  you  with 
questions.  An  improperly  wrapped  appli- 
cator with  tip  exposed  is  a serious  menace 
to  the  delicate  mucous  membrane  of  the 
nose  and  throat  and  I have  seen  two  cases 
in  which  the  tympanum  has  been  injured 
by  this  means. 

What  can  be  seen  with  the  aid  of  a nasal 
speculum?  The  site  of  a nasal  hemor- 
rhage, which  in  the  majority  of  cases  is  on 
one  or  both  sides  of  the  nasal  septum,  just 
a short  distance  within  the  nose.  The  cause 
of  an  obstructed  nasal  breathing  which 
may  be  a polypus,  deflected  septum,  foreign 
body,  hypertrophied  turbinates  which  have 
wrongly  been  mistaken  for  adenoids  and 
polypi;  especially  hypertrophy  of  the  in- 
ferior turbinates  which  when  suddenly 
observed  by  some  patient  of  parent  pre- 
cipitate an  immediate  visit  to  a specialist 
to  have  the  newly  found  adenoid  removed. 
The  membranous  deposit  on  the  nasal  sep- 
tum in  unsuspected  cases  of  nasal  diph- 
theria, which  is  oftentimes  the  most  pro- 
lific source  of  disseminating  diphtheria 
throughout  a school  or  community  until 
brought  to  the  attention  of  a physician  by 
the  tell-tale  sero-sanginous  nasal  discharge 
and  possibly  an  erosion  around  the  external 
naries.  Much  other  nasal  pathology  is 
revealed  to  the  trained  observer  by  the  use 
of  the  nasal  speculum,  but  those  mentioned 
are  the  ones  which  the  general  practitioner 


can  observe  for  his  own  guidance  and  the 
benefit  of  his  patient.  A proper  sized  ear 
speculum  is  equally  valuable  in  giving  the 
examiner  information  about  the  ear.  Im- 
pacted wax  which  is  often  responsible  for 
impaired  hearing  and  which  in  many  in- 
stances must  be  removed  and  shown  to  the 
patient  before  its  presence  is  even  sus- 
pected. 

Foreign  bodies  introduced  into  the  ex- 
ternal auditory  canal  by  the  patient  or  ani- 
mated foreign  bodies,  ants,  bugs,  flies, 
beetles  which  may  enter  the  external  audit- 
ory canal  while  the  patient  is  asleep  or 
awake.  Fungi  which  frequently  grow  most 
luxuriantly,  filling  the  canal  to  the  external 
meatus.  Fissures  and  furuncles  of  the 
auditory  canal,  and  most  important  the 
condition  of  the  tympanum  whether  a nor- 
mal pearly  grey,  or  red  inflamed  or  bulg- 
ing, in  cases  of  earache  or  unaccountable 
pyrexia  without  earache.  In  such  cases  the 
ear  is  often  unsuspected,  until  the  attend- 
ing physician  is  apprised  by  a watchful 
parent  or  nurse  that  the  ear  is  running  and 
the  true  nature  of  the  case  reveals  itself. 

An  eyelid  elevator  is  very  essential  in 
obtaining  a good  view  of  the  bulbar  con- 
juctiva  and  cornea  of  an  infant.  It  is  while 
examining  the  outer  surface  of  an  eyeball 
that  the  use  of  a magnifying  loupe  is  very 
useful.  The  magnification  afforded  by  a 
loupe  will  reveal  minute  foreign  bodies  or 
pinpoint  ulcers  or  abrasions  on  the  cornea. 
Two  cases  of  pediculosis  of  the  eyelids 
which  had  been  previously  treated  for 
blepheritis  marginalis  unsuccessfully  would 
have  revealed  the  true  etiological  factor 
with  the  use  of  the  loupe.  A school  teacher 
who  had  been  struck  in  the  eye  by  a fly 
while  driving  along  the  road  an  hour  pre- 
vious complained  of  intense  itching  and  a 
sensation  of  crawling  in  the  eyes.  The  loupe 
revealed  minute  larvae  deposited  by  the 
fly.  The  opthalmoscope  is  not  essential  to 
the  general  practitioner  who  is  not  called 
on  to  diagnose  intra-ocular  pathology.  And 
the  majority  of  the  opthalmic  emergencies 
can  be  observed  without  the  use  of  the 
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opthalmoscope.  Industrial  surgeons  are 
constantly  brought  in  contact  with  more  or 
less  spurious  demands  for  financial  com- 
pensation for  bodily  injury,  and  the  only 
positive  means  of  defeating  unjust  claims 
is  to  have  accurate  records  of  physical  ex- 
aminations including  the  eyes,  nose,  throat 
and  ears  before  applicant  is  accepted  for 
the  position  and  in  making  these  examina- 
tions the  instruments  enumerated  will  ren- 
der valuable  assistance. 

When  attempting  to  remove  a foreign 
body  from  the  cornea  three  requisites  are 
essential,  good  light,  anesthesia  and  a 
sterile  eye  spud  or  cataract  knife.  Insist- 
ing on  patient  keeping  both  eyes  open  will 
greatly  facilitate  the  removal  of  the  for- 
eign body.  If  the  foreign  body  is  imbedded 
in  the  cornea  or  the  conjunctiva  and  the 
patient  is  high  strung  and  nervous,  instill 
a drop  or  two  of  4 per  cent  sol.  cocaine 
or  2 per  cent  butin  which  will  greatly  facili- 
tate the  removal.  In  children  it  may  be 
necessary  to  administer  a general  anes- 
thetic. Examine  both  eyes  thoroughly,  in- 
c’uding  the  lower  culdesac  and  retrotarsal 
folds  to  make  sure  that  no  particle  remains 
in  the  eye.  If  foreign  body  is  not  imbedded 
it  can  be  readily  removed  with  a pointedly 
wrapped  cotton  swab;  if  too  firmly  imbed- 
ded and  you  are  thoroughly  familiar  with 
the  thickness  of  the  cornea,  fully  conscious 
of  the  dangers  of  perforation  of  the  cornea, 
you  can  use  the  corneal  spud  or  point  of  a 
cataract  knife  to  dislodge  the  body  from  its 
bed.  This  is  sometimes  very  difficult  and 
should  be  done  under  aseptic  conditions  and 
if  not  readily  removed  should  be  referred 
to  the  nearest  opthalmologist.  Where  for- 
eign body  is  not  imbedded  in  the  cornea  and 
the  same  can  be  removed  without  abrading 
the  cornea,  a few  drops  of  argyrol  or  other 
equally  mild  antiseptic  can  be  instilled  in 
the  culdesac.  Where  the  cornea  must  be 
abraded  in  order  to  remove  the  entire  for- 
eign body  imbedded  in  its  substance,  always 
insist  on  applying  sterile  or  borated  vase- 
line to  the  eye,  then  covering  with  a pad 
to  be  worn  at  least  24  hours.  Modern  means 


of  transportation  are  responsible  for  a 
great  many  more  eye  injuries,  probably 
second  to  those  accidentally  incurred  in  in- 
dustrial life  and  the  general  practitioner 
is  often  called  on  to  render  first  aid  in  such 
cases.  All  lacerated  and  incised  wounds  of 
the  eye  lids  should  be  carefully  and  as 
closely  approximated  as  possible,  special 
care  being  taken  to  coaptate  the  ciliary 
margins  of  the  wound  and  retain  them  in 
their  normal  position  by  sutures.  If  cor- 
nea is  perforated  with  or  without  prolapse 
of  the  iris,  instill  several  drops  of  1 per 
cent  solution  of  atropin  to  prevent  pro- 
lapse or  if  same  has  occurred  with  hopes 
that  iris  may  be  withdrawn  from  the 
wound.  Apply  a bandage  to  the  injured 
eye  and  refer  to  an  oculist  at  once.  The 
fate  of  an  injured  eye  will  often  depend 
for  its  future  usefulness  upon  the  treat- 
ment it  received  during  the  24  hours  im- 
mediately following  the  accident. 

Atropin  in  an  eye  with  prolapse  of  the 
iris  or  an  acute  iritis  may  be  the  means 
of  saving  that  eye  whereas  atropin  in  a 
glaucomatous  eye  will  aggravate  the 
disease,  increase  the  patient’s  suffering  and 
possibly  destroy  our  only  hope  of  saving 
some  sight  for  the  patient.  No  excuse  is 
necessary  for  including  glaucoma  among 
occu’ar  emergencies  of  general  practice,  for 
in  many  instances  the  attacks  occur  with 
lightning-like  rapidity,  and  usually  during 
the  night.  The  patient  retires  in  apparent 
good  health  to  be  awakened  by  agonizing 
pain  in  head,  feverishness  nausea,  wretch- 
ing  and  bilious  vomiting.  The  attack  may 
simulate  biliousness  so  closely  that  the  eye 
is  overlooked  even  though  the  patient  com- 
plains of  sudden  or  gradual  failing  sight. 
They  may  comp’ain  of  intense  pain  in  the 
eye  often  stating  that  the  eye  feels  too 
large  for  the  socket.  The  bulbar  conjuctiva 
is  red,  congested  and  edematous.  The  eye 
is  hard  and  sensitive  to  touch,  while  the 
cornea  is  steamy  and  insensitive  to  touch, 
pupil  dilated,  regular  or  irregular,  does  not 
respond  to  light  and  sight  seriously  im- 
paired. Given  a case  like  this,  do  not  use 
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atropin.  Use  eserin  or  pilocarpin.  Refer 
to  an  opthalmologist  as  soon  as  possible, 
for  an  immediate  iridectomy  may  be  the 
only  means  of  saving  even  a vestige  of  sight 
for  the  patient.  The  state  of  an  eye  in 
acute  glaucoma  might  be  compared  to  a 
strangulated  hernia,  and  the  relief  of 
strangulation  is  as  imperative  in  the  eye 
as  it  is  in  the  bowel.  Do  not  use  any  of 
the  nucleate  of  silver  salts  in  the  eye  in 
cases  of  abrasions  or  perforation  of  the 
cornea  they  leave  a deposit  of  salts  in  the 
abraded  tissue  which  seems  to  interfere 
with  rapid  healing  and  tends  to  obscure  the 
presence  of  a foreign  body.  Chemical  burns 
of  the  eyes  either  with  alkalies,  caustic 
soda  or  lime  or  acid  burns  from  hydro- 
chloric acid  used  in  soldering  or  sulphuric 
acid  from  storage  battery  liquid  should  be 
first  neutralized  and  then  washed  from  the 
eye  with  large  quantities  of  water,  and 
treated  with  sterile  vaseline  or  liquid  pe- 
trolatum as  an  ordinary  burn. 

Nose  bleed,  while  often  more  annoying 
than  dangerous,  at  times  requires  the  at- 
tention of  a physician  before  it  is  checked. 
If  the  bleeding  is  from  the  anterior  part  of 
the  septum  the  site  of  the  hemorrhage  is 
readily  seen  with  the  aid  of  the  nasal  specu- 
lum and  pressure  with  a cotton  wound 
applicator  moistened  with  thromboplastin, 
coagulose  or  adrenalin  will  stop  the  bleed- 
ing. I prefer  the  biological  coagulants  to 
adrenalin  because  they  produce  a clotting 
of  the  blood  instead  of  a temporary  con- 
striction of  the  vessels.  Packing  the  an- 
terior nares  with  a tight  wad  of  cotton  will 
stop  the  bleeding.  If  bleeding  is  profuse 
and  coming  from  the  superior  meatus  or 
from  the  posterior  nares  accompanied  by 
hypertension  of  considerable  degree  I ad- 
vise letting  the  patient  bleed  until  the  blood 
pressure  is  within  safe  limits  then  if  there 
is  no  spontaneous  checking  of  the  hemor- 
rhage active  steps  are  demanded  to  stop  it. 
This  usually  requires  an  anterior  and  pos- 
terior nasal  tamponage  best  done  by  the 
rhinologist  where  possible.  Fractures  of 
the  nose  should  be  corrected  as  soon  after 


the  accident  as  possible,  the  shock  as  a rule 
obtunds  the  pain  of  manipulation  and  elim- 
inate secondary  loss  of  blood  from  a latter 
replacement  and  manipulation.  A foreign 
body  in  the  anterior  nares  and  easily 
grasped  with  forceps  can  be  readily  remov- 
ed, but  it  is  more  difficult  to  remove  a for- 
eign body  from  the  middle  or  superior 
meatus  of  the  nose  which  has  been  in  situ 
long  enough  to  cause  the  mucous  membrane 
to  become  turgescent  and  obscure  the  for- 
eign body  from  view.  Where  the  tissues 
are  edematous  and  congested  it  is  best  to 
first  shrink  them  with  an  application  of 
adrenalin  and  weak  cocaine.  If  the  patient 
is  at  all  unruly  it  is  far  better  to  administer 
a general  anesthesic  than  run  the  risk  of 
traumatizing  the  membranes,  obscure  the 
field  with  blood  and  perhaps  accidentally 
push  the  foreign  body  in  the  posterior  nares 
to  have  it  fall  into  the  throat  and  be 
inspired  into  the  larynx,  trachea  or  bron- 
chi. When  nasal  breathing  is  obstructed, 
accompanied  by  a persistent  sero-sangin- 
ous  rhinitis  with  an  excoriation  of  the  ex- 
ternal nares  and  possibly  the  upper  lip,  be- 
ware of  nasal  diphtheria,  and  do  not 
neglect  making  a culture  for  microscopic 
confirmation. 

Every  case  of  membranous  ulcerative 
tonsillitis  or  even  follicular  tonsillitis 
where  the  follicular  masses  coalesce  to  form 
extensive  patches  should  have  the  diagnosis 
confirmed  by  the  microscope.  The  speci- 
men for  culture  or  smear  should  be  taken 
from  beneath  the  attached  surface  of  the 
exudate  or  membrane.  One  may  contend 
that  a we1!  developed  characteristic  case  of 
diptheria  can  be  diagnosed  without  the  use 
of  the  microscope,  I shall  grant  you  that, 
but  it  is  the  unsuspected  and  atypical  cases 
that  give  us  the  most  trouble.  Follicular 
tonsillitis,  diphtheria  and  Vincent’s  angina, 
the  faucial  triad,  are  individually  easy 
enough  to  diagnose,  but  their  individual 
characteristic  merge  into  one  another  to 
such  an  extent  at  times  that  we  are  com- 
pelled to  depend  upon  the  laboratory  for 
confirmation.  Where  laboratory  facilities 
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are  available  and  the  case  is  not  urgent,  it 
is  hardly  justifiable  to  subject  our  patients 
to  the  inconvenience,  dangers  and  expense 
of  a large  dose  of  antitoxin  and  the  con- 
stant menace  of  anaphylaxis  without  avail- 
ing ourselves  of  the  opportunity  and  giving 
the  patient  the  benefit  of  a laboratory 
diagnosis.  Do  not  apply  a strong  solution 
of  silver  nitrate  to  a lesion  in  the  throat  or 
tonsil,  then  take  a swab  or  refer  the  case 
to  a specialist  for  diagnosis.  The  silver 
coagulates  the  albumin  of  the  tissues, 
masks  the  true  pathological  characteristics 
of  the  disease  and  may  give  us  a negative 
culture. 

Every  general  practitioner  should  be 
familiar  with  the  land  marks  of  the  normal 
ear  so  as  to  be  able  to  detect  any  pathologi- 
cal conditions  of  the  drum  membrane  or  its 
adjacent  parts.  In  using  the  ear  speculum 
be  careful  not  to  introduce  a small  specu- 
lum. too  deeply  in  the  auditory  canal  and 
probably  injure  the  drum.  Keep  the  distal 
end  of  your  specu’ um  free  of  wax  so  as 
not  to  obstruct  your  view  of  the  deeper 
structures  and  do  not  mistake  necrotic  or 
dessicated  epithelium  or  the  membranous 
deposits  of  otomycosis  due  to  the  asperge- 
lium  for  the  tympanic  membrane.  After 
you  have  familiarized  yourself  with  the 
normal  glazed  pearly  pink  appearance  of 
the  tympanum  you  will  readily  detect  any 
pathological  changes  in  the  appearance  of 
the  drum.  Circumscribed  or  diffuse  infla- 
mations  in  the  external  auditory  canal 
anterior  to  the  drum  must  be  differentiated 
from  otitis  media  or  inflamation  in  the 
midd'e  ear  back  of  the  drum.  Inflamations 
in  the  external  auditory  canal  are  usually 
due  to  a circumscribed  area  of  infection 
which  develops  into  a localized  suppurating 
furuncle  occluding  the  lumen  of  the  canal 
and  renders  the  cartilaginous  frame  work 
of  the  external  ear  extremely  sensitive  to 
slightest  manipulations  with  the  most  pain- 
ful area  just  anteriod  and  proximal  to  the 
auditory  canal.  In  acute  otitis  media  the 
auditory  canal  is  not  occluded ; as  a rule 
the  tympanum  can  be  seen  through  the 


speculum,  provided  the  canal  is  free  of 
wax;  gentle  manipulations  of  the  external 
ear  is  not  painful  and  if  the  inflamation 
has  extended  from  the  middle  ear  to  the 
mastoid,  the  mastoid  bone  will  be  sensitive 
to  pressure.  Impacted  wax  should  be  re- 
moved by  syringing  with  warm  water ; if 
not  readily  removed  after  repeatedly  syring- 
ing, incline  the  head  to  the  opposite  side 
and  fill  the  canal  with  peroxide  for  a few 
minutes;  should  this  expedient  fail,  order 
a weak  solution  of  sodium  bicarbonate  with 
equal  parts  of  water  and  glycerine  to  in- 
still in  ear  for  24  hours,  and  then  syringe 
again.  Never  use  olive  oil  in  the  ears. 
Glycerine  will  be  as  equally  effective  with- 
out the  objectionable  features  of  the  oil. 
Animated  foreign  bodies  in  the  auditory 
canal  can  be  killed  in  situ  by  glycerine, 
chloroform,  fumes,  tobacco  smoke,  and 
washed  out  with  warm  water.  A bright 
light  held  near  the  ear  will  sometimes  in- 
duce the  insects  to  leave  the  canal  of  its 
own  volition.  Foreign  bodies  in  the  ears 
of  unrully  children  should  be  removed 
under  a general  anesthetic  and  good  il- 
lumination. A sudden  movement  of  the 
head  may  be  the  means  of  pushing  the 
foreign  body  through  the  drum  membrane 
into  the  middle  ear,  destroying  the  hear- 
ing and  requiring  a mastoid  operation  for 
its  subsequent  removal. 

Called  to  treat  a case  of  earache,  what 
are  we  to  do?  First,  determine  whether  it 
is  really  an  otalgia  and  trying  to  ascertain 
the  cause  of  the  trouble  will  help  us  to 
determine  the  etiological  factor.  Pain  pro- 
duced by  dental  caries  or  an  unerupted 
wisdom  tooth,  temporo  max,  arthritis,  neu- 
ralgia with  pain  radiating  to  the  ear  has 
often  wrongly  been  treated  for  earache. 
The  absence  of  any  pathology  in  the  audi- 
tory canal,  normal  appearance  of  the  drum, 
good  hearing  by  air  conduction  will  usually 
eliminate  the  ear  as  a pain  producing 
factor.  SecondV.  having  determined  that 
it  is  really  an  earache,  we  must  try  to  re- 
lieve the  pain.  Earache  may  be  due  to 
foreign  bodies  in  the  canal,  trauma  from 
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the  attempts  at  their  removal,  furunculosis 
in  the  external  auditory  canal  or  true  ear- 
ache, due  to  the  pressure  exerted  upon  the 
delicate  nerve  endings  by  the  inflamation  of 
the  lining  membrane  within  the  middle 
ear,  due  to  infections  transmitted  from  the 
naso-pharynx  through  the  eustachian  canal. 

The  eustachian  canal  forms  a direct  com- 
munication between  the  throat  and  middle 
ear  and  shows  us  the  importance  of  cor- 
recting any  patho’ogy  which  may  exist  in 
the  naso-pharynx.  In  catarrhal  otalgia, 
before  pressure  has  been  exerted  upon  the 
drum  by  the  accumulated  products  of  in- 
flamation in  the  middle  ear,  the  instillation 
of  warmed  5 to  10  per  cent  carbolglycerine 
ir.to  the  external  auditory  canal,  applica- 
tions of  dry  heat  and  proportionate  doses 
of  aspirin  will  usually  relieve  the  pain. 
When  these  simple  measures  fail  to  give 
relief  and  there  is  more  or  less  bulging  of 
the  drum  the  indications  are  to  relieve  the 
tension  as  soon  as  possible  and  paracentesis 
of  drum  is  indicated.  This,  in  many  in- 
stances, gives  immediate  relief  from  the 
excruciating  pain.  If  it  were  possible  to 
surgically  open  every  ear  drum  requiring 
it,  instead  of  aTowing  the  pent  up  secre- 
tions in  the  middle  ear  to  tear  the  drum 
open  by  pressure,  there  would  be  far  fewer 
cases  of  chronic  otorrhea,  mastoiditis  and 
deafness. 

It  is  a well  known  surgical  axiom  that 
a clean  incised  wound  heals  more  readily 
than  an  infected,  lacerated  one.  A few 
whiffs  of  ethyl  chloride  in  children,  or  the 
application  of  equal  parts  of  cocain,  men- 
thol and  phenol  to  the  sight  of  the  incision, 
will  practically  eliminate  all  pain.  The 
paracentisis  knife  should  be  a sharp  pointed 
miniature  bistoury;  a dull  pointed  knife  is 
unfit  for  use.  With  the  aid  of  the  ear 
speculum  and  good  illumination,  the  canal 
having  been  aseptically  cleansed,  the  incis- 
ion is  made  through  the  greater  point  of 
bulging  usually  in  the  postero-inferior 
quadrant  of  the  drum  from  below  upward 
midway  between  the  handle  of  manubrium 
and  posterior  wall,  being  careful  not  to 


injure  the  incus  and  stapes,  just  cutting 
through  the  membrane  and  not  penetrating 
too  deeply.  The  after  care  consists  in  keep- 
ing the  ear  as  clean  and  dry  as  possible, 
frequently  changing  the  cotton  placed  at 
the  outer  opening  of  the  canal  to  catch  the 
discharge.  If,  after  24  hours,  the  discharge 
continues  profuse,  the  external  auditory 
canal  can  be  gently  douched  with  a mild, 
warm  antiseptic  solution  as  often  as  neces- 
sary. Attention  to  the  naso-pharynx  and 
depletion  of  the  tissues  surrounding  the 
orifice  of  the  eustachian  tubes  are  impor- 
tant to  encourage  drainage  and  aeriation  of 
the  middle  ear.  Any  suppurating  ear  with 
or  without  mastoid  tenderness  that  does 
not  respond  to  proper  treatment  in  a reason- 
able time  should  be  referred  to  an  aural 
surgeon.  The  neglect  of  chronic  suppura- 
tion of  the  middle  ear  may  be  regarded  as 
a serious  indictment  of  the  intelhgence  of 
the  physician  as  regards  his  comprehension 
of  modern  views  on  surgery  of  the  ear,  and 
may  be  the  sole  means  of  depriving  an 
individual  of  the  beneficial  protection  of 
life  insurance. 

When  the  average  general  practitioner 
can  as  quickly  and  accurately  diagnose 
acute  middle  ear  and  mastoid  infection  as 
he  can  infection  of  the  abdomen,  and  when 
he  urges  surgical  help  as  quickly  in  one  as 
the  other,  we  shall  have  fewer  cases  of 
chronic  suppurative  otitis  with  impaired 
hearing  and  probably  fatal  termination. 
To  this  end  one  of  the  duties  of  the 
specialist  should  be  to  advise  the  general 
physician  and  surgeon  in  every  way  that 
will  render  him  more  useful  to  the 
community. 

DISCUSSION. 

Dr.  W.  R.  Buffington  (New  Orleans,  La.)  : First 
aid  to  the  injured  as  far  as  it  applies  to  the  eye 
is  a very  important  thing  in  the  conservation  of 
vision.  After  the  removal  of  foreign  bodies  im- 
bedded in  the  cornea  or  after  abrasions  of  the 
cornea,  do  as  the  essayist  has  said,  close  the  eye. 
This  will  keep  the  patient  from  infecting  his  own 
eye  by  using  dirty  hands  or  handkerchief. 

Some  years  ago,  Dr.  Post  of  St.  Louis,  experi- 
mented with  rabbits.  He  abraded  the  corneae 
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purposely.  He  used  various  antiseptic  solutions  in 
the  eyes  at  regular  intervals.  In  the  controls,  he 
left  the  rabbits  alone.  The  lesion  in  the  corneae 
of  rabbits  in  which  he  used  solutions  were  from 
6 to  36  hours  longer  in  healing  than  those  in  rab- 
bits which  were  allowed  to  go  to  one  side  and 
instinctively  close  their  eyes. 

Lacerations  involving  the  complete  thickness  of 
the  lid  and  through  the  lid  margin,  should  not 
only  be  carefully  sutured  but  the  palpebral  open- 
ing should  be  temporarily  closed  by  two  or  more 
mattress  sutures  through  the  lid  margins  of  both 
upper  and  lower  lids;  otherwise,  a notch  or  co- 
loboma  will  follow,  due  to  action  of  the  orbicularis. 
Suturing  the  lids  together  immobilizes,  assuring 
perfect  coaptation  and  healing. 

Infected  ulcers  of  the  pneumococcal  group,  as 
are  often  seen  in  people  who  handle  shell  fish  in 
this  section  of  the  country,  are  a frequent  cause 
cf  impaired  vision  and  loss  of  eyes.  First  aid  in 
these  cases  is  most  important.  Given  an  eye  which 
shows  an  infected  ulcer — at  once  cauterize  (a  sim- 
ple process),  heat  the  end  of  a medium  size  probe 
in  an  alcohol  flame;  after  3 instillations  of  4 per 
cent  cocaine  apply  the  heated  probe  to  the  ulcer; 
make,  if  necessary,  two  or  three  applications.  This 
is  a safe  procedure  and  easily  done.  Unless  contra- 
indicated, atropinize  and  then  bandage. 

In  purulent  ophthalmia,  in  infants,  children  and 
adults,  first  aid  is  given  to  arrest  the  rapid  prog- 
ress of  this  disease.  First  aid  consists  here  of  giv- 
ing milk  injection,  or  some  other  non-specific  pro- 
tein, and  the  frequent  cleaning  of  the  eyes  by  an 
intelligent  person.  Infants  should  be  given  2 to 
3 cc.;  children,  10  cc.;  and  adults  15  or  more  cc.; 
intra-muscularly.  These  doses  can  be  repeated 
daily  or  less  often,  depending  upon  the  systemic 
reaction  resulting.  Such  treatment,  given  early, 
is  almost  a specific.  Given  a severe  conjunctivitis, 
which  clinically  is  suspiciously  purulent,  the  above 
procedure  is  safe  and  eeffective. 

Dr.  M.  P.  Boebinger  (New  Orleans,  La.) : I 

just  want  to  go  over  a few  points  that  Dr.  Weiss 
has  already  brought  out.  We  can  hardly  add  any- 
thing at  all  to  his  paper. 

Nose  Bleeding. — I would  like  to  bring  out  a lit- 
tle point  quickly.  The  doctor  advises  putting  a 
pack  in  the  nose.  The  family  is  up  in  the  air  by 
the  time  you  get  there,  so  one  of  the  easiest  things 
I know  is  to  take  your  index  finger  and  thumb  and 
squeeze  the  tip  of  the  nose  tightly  and  hold  it 
there  and  it  will  almost  invariably  stop  it. 

Fractured  Noses. — If  you  can  see  these  cases 
early,  when  you  can  splint,  bring  back  the  frac- 
tured parts  into  place,  or  mold  the  nose  back  into 
shape  either  locally,  without  any  anesthetic,  or 


under  anesthesia,  I might  suggest  that  you  get  a 
piece  of  lead — not  too  heavy — mold  it  to  the  shape 
of  the  nose  as  quickly  as  you  can,  then  get  some 
bees’  wax,  heat  it  by  means  of  hot  water,  place  it 
over  the  fractured  nose,  after,  of  course,  having 
gone  through  the  procedure  of  cleaning  the  bleed- 
ing part,  put  an  aseptic  piece  of  gauze  over  the 
nose  and  place  the  wax  within  the  metal.  Then 
use  adhesive  strips  to  bind  it  down  and  hold  in 
place.  (Indicates  sides  of  head  behind  ears).  Bring 
slips  well  over  the  sides  so  that  they  will  stay  in 
place  because  every  facial  expression  loosens  it 
and  you  do  not  get  the  necessary  tension  that  you 
would  otherwise  get  by  bringing  the  slips  well  over 
the  sides. 

Diphtheria. — Very  recently,  it  was  a very  sad 
and  unfortunate  thing  for  me  to  treat  one  of  my 
most  intimate  friend’s  children.  We  had  two  lit- 
tle kiddies  that  looked  for  all  intents  and  purposes 
to  be  nasal,  faucial,  post-nasal,  and  finally,  tra- 
cheal diphtheria.  I made  a slide,  had  it  examined 
quickly  and  began  using  20  thousand  units  of 
superconcentrated  diphtheria  serum.  Every  six 
hours  I used  20  thousand  more.  After  giving  a 
hundred  thousand  units,  then,  and  only  thsn,  was 
I able  to  save  the  lives  of  these  children.  I would 
caution  you  to  be  on  the  lookout  for  nasal,  faucial 
and  other  infections.  Get  the  slide  immediately. 
Don’t  waste  time  with  silver  nitrates  and  iodines 
and  things  of  that  sort. 

Very  recently  I had  the  very  unhappy  and  sad 
experience  of  seeing  the  death  of  a case  of  Vin- 
cent’s angina.  I made  the  diagnosis,  suggested 
to  the  general  practitioner  that  this  man,  who  was 
16  years  of  age  and  a high  school  boy,  be  removed 
to  the  hospital  and  immediately  use  salvarsan.  The 
case  was  held  up,  the  patient  died. 

Not  over  two  or  three  weeks  after,  we  were 
rewarded  with  two  cases,  an  automobile  mechanic 
and  a young  lady,  and  I did  not  fool  time  away 
but  took  them  to  the  Baptist  Hospital  and  we 
injected  them  with  salvarsan  and  to  my  very  great 
surprise  that  was  all  that  was  done. 

Mercurochrome. — We  want  to  do  something  be- 
cause the  baby  has  an  earache  and  the  first  thing 
we  do  is  to  visit  the  druggist,  who  advises  us  to 
use  a little  mercurochrome.  Let  me  seriously  con- 
demn this.  It  has  a tendency  to  mask  symptoms 
and  interfere  with  a correct  diagnosis  and  finally 
when  the  specialist  gets  to  see  patient,  he  doesn’t 
know  what  he  is  dealing  with. 

Wax.— You  lose  a great  deal  of  time  getting 
into  the  ear,  digging  around,  trying  to  remove  wax. 
One  of  the  fastest  and  finest  things  is  to  use  a 
big  syringe.  Don’t  traumatize  your  drum,  but 
just  as  soon  as  you  are  able,  if  you  are  in  a posi- 
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tion,  use  a spray  with  compressed  air  back  of  it 
and  you  can  work  it  out  without  any  trouble, 
traumatism,  loss  of  time,  and  practically  with- 
out pain. 

Foreign  Bodies. — Don’t  manipulate  too  long  on 
a foreign  body.  You  traumatize,  you  irritate  the 
child,  you  drive  the  foreign  body  further  in  and 
you  may  perforate  the  drum.  Try  first,  a little 
simple  method,  a little  injection  of  warm  water. 
Wash  it  out,  invariably,  you  can  wash  it  out  with- 
out any  trouble. 

Dr.  E.  J.  Petitjean  (Opelousas,  La.)  : I cer- 

tainly enjoyed  the  paper  and  also  the  discussions 
and  I was  in  hopes  the  doctor  would  mention  the 
cases  that  come  to  the  general  practitioner  with 
inflamed  eyes.  Only  recently  I had  two  cases 
where  the  eye  was  completely  lost  by  the  general 
practitioner  not  recognizing  the  difference  and 
differentiating  between  ciliary  injection  and  con- 
junctivitis. It  is  a simple  matter  to  recognize  the 
difference.  In  irido  cyclitis  (ciliary  injection)  on 
opening  the  eyes,  you  see  the  redness  fading  as 
you  go  away  from  the  cornea,  an  irritation  of  the 
cornea  iris  or  ciliary  body.  If  the  redness  is 
greater  on  the  outer  boarder  and  fades  as  it  comes 
toward  the  cornea,  then  you  have  a conjunctivitis. 

I thank  you. 

Dr.  Weiss  (closing)  : I wish  to  thank  the  gen- 

tlemen for  their  kind  remarks  and  also  wish  to 
say  that  I cut  my  paper  down  about  four  times. 
The  original  paper  would  have  taken  about  30 
minutes.  I only  left  the  most  essential  things  in 
it,  the  things  that  would  appeal  to  the  general 
practitioner.  For  the  specialists  we  would  have 
elaborated  on  all  this  that  was  brought  out. 

As  regards  Dr.  Buffington,  I wish  to  thank  him 
for  stressing  the  point  that  he  did  because  he 
helped  to  bring  out  the  point  that  I made,  a little 
more  strongly. 

I had  a little  passage  in  my  paper  that  I wanted 
to  read,  but  I had  to  cut  it  when  I found  it  would 
lengthen  it,  but  it  was  very,  very  important,  and  it 
was  this:  I advocate  the  use  of  nitrate  of  silver 
in  preference  to  the  10  or  20  per  cent  solution 
of  argyrol  in  the  eyes  of  the  new  born.  The  use 
of  the  argyrol  may  give  the  attending  physician 
a feeling  of  safety  that  he  had  done  his  full  duty 
toward  that  infant,  but  do  not  be  deceived.  I stress 
this  point  particularly  because  if  the  eyes  are 


infected  with  gonorrheal  infection  one  instillation 
of  argyrol  will  not  suffice.  The  case  might  go 
to  a serious  termination  and  result  in  a law  suit. 
Suppose  that  doctor  is  called  on  the  witness  stand, 
and  the  prosecuting  attorney  would  ask  him  the 
question,  “What  is  the  treatment  of  the  eyes  of 
the  new  born?”  He  would  state  the  treatment, 
“Instill  a one  per  cent  solution  of  silver  nitrate 
into  the  eyes  of  the  new  born.”  The  prosecuting 
attorney  would  immediately  ask,  “Doctor,  did  you 
do  that?”  The  doctor  would  then  say,  “No,”  and 
make  himself  liable  for  the  damage. 

In  regard  to  the  use  of  milk,  I think  I was  one 
of  the  pioneers  in  the  use  of  milk  along  with 
Dr.  Dimitry  at  the  Charity  Hospital  some  15  or 
16  years  ago,  and  we  got  very  excellent  results 
from  it.  I want  to  stress  that  point  which  Dr. 
Buffington  brought  out. 

In  reply  to  Dr.  Bobenger  on  nasal  diphtheria, 

I advocate  the  use  of  the  microscope  method  of 
diagnosis  in  all  cases  of  diphtheria  and  only  would 
I give  antitoxin  where  the  case  is  urgent  and 
laboratory  diagnosis  not  available.  In  cases  of 
Vincents  angina  I concede  the  use  of  salvarsan. 
It  is  a remedy  of  prime  importance,  but  there  are 
remedies  which  are  equally  as  good  and  I concur 
in  the  efficiency  of  it.  Any  remedy  used  must 
topically  depend  for  its  efficiency  upon  the  appli- 
cation of  the  remedy  to  the  healthy  tissue  be- 
neath the  necrotic  areas  in  the  throat  and  not  to 
the  diseased  tissue,  which  covers  the  lesions. 

In  regard  to  mercurochrome,  the  use  of  mercuro- 
chrome  promiscusously  is  as  equally  condemned  as 
the  promiscuous  use  of  iodine,  due  to  its  colora- 
tion. It  colors  the  pathological  area  and  masks 
it  for  future  diagnosis.  Mercurochrome  some- 
times reminds  me  of  a doctor  friend  of  mine  who 
said  one  day:  “By  Jove,  everything  that  comes 
into  your  office  is  all  stained  with  iodine,  and  we 
had  just  about  got  rid  of  that  and  here  comes 
along  mercurochrome.  They  dob  it  on  the  eye, 
ear,  nose  and  throat  and  anywhere  else.” 

In  regard  to  Dr.  Petitjean,  I failed  to  bring  out 
the  point  of  distinction  between  bacterial  infection 
and  iritis  out  in  my  paper  due  to  a lack  of  time, 
but  the  distinction  between  the  bacterial  infec- 
tions of  the  eye,  and  the  redness  or  congestion  of 
iritis  is  very  important  because  the  future  useful- 
ness of  the  eye  may  be  dependent  upon  the  proper 
diagnosis. 
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CHORIOCARCINOMA  (CHORIOEPI- 
THELIOMA) OF  THE  UTERUS.* 

H.  VERNON  SIMS,  M.  D., 

New  Orleans. 

Choriocarcinoma  of  the  uterus  is  the 
term  used  to  designate  a malignant  tumor 
derived  from  the  epithelial  elements  of 
placental  tissue.  The  first  cases  were  re- 
ported by  Saenger  in  1889,  Pestal’oza  in 
1891  and  Marchand  in  1895. 

ETIOLOGY. 

Chorionic  tumors  are  always  associated 
with  the  pregnant  state  and  may  follow 
hydatidiform  mole,  abortion,  normal  preg- 
nancy or  even  a tubal  pregnancy.  Though 
generally  appearing  within  several  months, 
or  occasionally  immediately  following  the 
abortion  or  mole  from  which  it  takes  its 
origin,  cases  are  recorded  which  did  not 
appear  for  days,  months,  or  even  years 
later. 

The  growth  is  extremely  vascular,  first 
appearing  as  a nodular  excresence  growing 
from  the  surface  of  the  uterine  canal.  It 
shows  a decided  tendency  to  bleeding  and 
necrosis.  As  a general  rule  metastases  soon 
appear  on  the  vaginal  wall,  in  the  pelvic 
structures,  and  spread  rapidly  by  the  blood 
stream  to  other  parts  of  the  body,  particu- 
larly to  the  lungs,  brain  and  kidneys. 
Ordinarily  the  disease,  if  not  checked  by 
surgical  intervention,  is  very  fatal  causing 
death  in  a remarkably  short  while.  How- 
ever, it  is  stated,  that  it  occasionally 
abruptly  ceases  even  after  remote  metas- 
tases have  appeared. 

Teacher  reports  that  only  4.7  per  cent 
of  cases  appear  with  the  first  pregnancy 
and  the  incidence  rapidly  mounts  until 
approximately  38  per  cent  occur  in  women 
who  have  borne  five  or  more  children.  This 
is  the  result  of  the  greater  frequency  of 
hydatidiform  mole  in  the  fourth  decade. 
Teacher  reported  a series  of  188  cases  of 
chorionic  tumors  appearing  as  follows : 

*Read  before  the  Louisiana  State  Medical 
Society,  Shreveport,  April  29-May  1,  1930. 


After  hydatidiform  mole  36.6  per  cent, 
after  abortion  31  per  cent,  after  labor  28 
per  cent,  and  after  tubal  pregnancy  4.4 
per  cent. 

J.  Veith  is  of  the  belief  that  partial  hyda- 
tidiform mole  always  precedes  chorionic 
tumors,  even  though  the  mole  is  only  dem- 
onstrable by  the  microscope.  Emil  Novak 
also  calls  attention  to  the  fact  that  hydatidi- 
form mole  is  of  much  greater  frequency 
than  is  commonly  supposed.  He  considers 
it  as  a frequently  overlooked  cause  of  abor- 
tion and  therefore  points  out  that  in  view 
of  the  very  common  occurrence  of  hydatidi- 
form mole  and  the  very  rare  appearance  of 
true  choriocarcinoma,  the  percentage  of 
cases  of  mole  followed  by  maMgnancy  must 
be  extremely  small.  He  estimates  it  as  a 
fraction  of  one  per  cent.  However,  the 
cases  of  early  hydatidiform  change  which 
can  be  demonstrated  only  by  the  micro- 
scope are  included  in  his  estimate. 

In  the  review'  of  the  records  of  the 
Charity  Hospital  of  Louisiana  at  New7  Or- 
leans I am  able  to  find  16  probable  cases  of 
hydatidiform  mole  and  only  one  definite 
case  of  choriocarcinoma.  There  are  two  or 
three  other  cases  wdiich  may  have  been 
malignant  chorionic  tumors.  This  review 
covered  the  period  from  1910  to  1929  in- 
clusive. 

In  three  thousand  autopsies  at  Bellevue 
Hospital  by  Dr.  Simmers  only  one  chorio- 
carcinoma was  discovered  and  that  was  in 
the  year  1928. 

CLASSIFICATION  OF  CHORIONIC  TUMORS. 

In  Marchand’s  second  paper  in  1898  he 
described  a series  of  progressive  changes 
in  fetal  chorionic  epthelium  as  follows: 

1.  The  simple  hydatidiform  mole. 

2.  The  perforating  or  destructive  hyda- 
tidiform mole,  in  which  the  mesob’astic 
fibrous  core  of  the  villus  is  retained.  The 
epithelium  is  hypertrophic,  and  both  ele- 
ments as  a unit  invade  the  vessels  of  the 
uterine  wrall. 
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3.  The  pure  choriocarcinoma  in  which 
the  fetal  mesoblastic  fibrous  core  of  the  vil- 
lus is  lacking,  the  epithelial  cells  actively 
proliferate  and  invade  the  myometrium 
and  its  vessels.  Marchand  therefore  showed 
that  the  choriocarcinoma  develops  from 
the  epithelial  cells  surrounding  the  chori- 
onic villi,  and  is,  therefore  a true  carci- 
noma. It  is  of  fetal  origin. 

Ewing’s  classification  of  chorionic  tum- 
ors is  as  follows : 

1.  Hydatidiform  mole. 

2.  Choriodenoma  destruens.  (Perfor- 
ating Hydatid  Mole) . 

3.  Choriocarcinoma. 

Novak  uses  the  following  classification: 

1.  Chorioma  benignum  or  hydatidiform 
mole. 

2.  Chorioma  malignum  or  chorioepithe- 
lioma. 

He  considers  that  the  tumors  are  either 
benign  or  malignant. 

PATHOLOGY. 

It  is  easier  to  understand  the  microscopic 
appearance  of  chorionic  tumors  if  we  re- 
view the  histology  of  the  chorionic  villus. 
Two  layers  of  epithelium  cover  the  chori- 
onic villus,  the  outer  is  termed  the  “syncy- 
tium” and  the  inner  the  “layer  of  Lang- 
hans.”  The  outer  layer  of  “syncytium”  is 
merely  a fusing  together  of  cells.  It  is 
really  a continuous  mass  of  dark  staining 
protoplasm  containing  fairly  regularly 
placed  nuclei  but  without  any  definite  cell 
boundaries. 

The  inner  layer  of  Langhans  lies  under 
the  syncytial  layer  and  is  composed  of  a 
single  column  of  large  epithelial  cells  with 
clearly  defined  cell  boundaries  and  weakly 
staining  nuclei.  These  cells  of  Langhans 
layers  are  derived  from  the  fetal  ectoderm 
and  as  the  outer  layer  of  syncytium  is  de- 
rived from  the  inner  layer  of  Langhans 
they  are  both  fetal  in  origin. 


A considerable  proliferation  of  these  two 
layers  may  take  place  and  it  may  still  be 
within  physiologic  bounds.  In  chorionic 
tumors  the  same  overgrowth  takes  place 
without  any  change  in  the  appearance  of 
the  syncytial  or  Langhans  cells  except  that 
it  progresses  to  a malignant  state. 

Hitschmann  and  Cristofoletti  state  “that 
all  the  characteristics  of  the  tumor  cells  are 
to  be  found  in  the  normally  functioning 
chorionic  villi.  The  enormous  capacity  for 
growth  of  the  fetal  cells,  the  destruction  of 
maternal  blood  vesse’s  are  apparent  in 
both,  except  that  in  the  physiologic  tissue 
there  is  a local  and  time  limitation.” 

OVARIAN  CHANGES. 

The  ovaries  present  changes  in  a large 
percentage  of  cases  of  hydatidiform  moles 
and  choriocarcinoma.  They  are  generally 
greatly  enlarged  and  markedly  cystic.  The 
cysts  are  generahy  of  the  follicular,  theca- 
interna,  and  lutein  varieties,  the  latter  pre- 
dominating. As  emphasized  by  Schroeder, 
the  hypertrophied  chorionic  cells  stimulate 
the  ripening  of  primordial  follicles  which 
proceed  to  lutein  formation  without  folli- 
cular rupture. 

SYMPTOMS  AND  TREATMENT. 

B’eeding  is  the  characteristic  symptom 
of  choriocarcinoma  and  if  repeated  uterine 
hemorrhages  follow  a mole,  one’s  suspicions 
should  be  aroused  especia’ly  if  curetings 
show  overwhelming  numbers  of  grouped 
syncytial  and  Langhan’s  cells.  The  diag- 
nosis is  difficult  and  the  surgeon  must  take 
into  account  the  clinical  course  of  the 
disease  and  must  rely  on  his  surgical  in- 
stinct in  deciding  whether  or  not  to  do  an 
immediate  radical  operation. 

In  the  case  of  hydatidiform  mole  it  would 
be  well  to  apply  radium  after  the  removal 
of  the  mole,  since  embryonic  tissue  is 
especially  susceptible  to  radium,  and  then 
wait  for  further  bleeding. 

In  the  case  of  chorioadenoma  destruens 
(perforating  mole)  or  choriocarcinoma  the 
treatment  is  total  extirpation  of  both  tubes, 
ovaries  and  uterus. 
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CASE  REPORT. 

Mrs.  B.  J.,  colored,  aged  17  years,  was  admitted 
to  the  Obstetrical  Service  Charity  Hospital,  New 
Orleans,  La.,  January  24,  1930.  A history  could 
not  be  obtained  as  the  patient  was  admitted  in  a 
stuperous,  almost  comatose,  condition.  She  was 
quite  toxic,  with  a systolic  blood  pressure  of  188 
and  diastolic  of  130.  She  was  bleeding  moderately 
per  vagina;  cervix  soft  and  spongy  admitting  two 
fingers  into  cervical  canal.  No  presenting  part  pal- 
pable. Patient  having  convulsions.  Blood  drawn 
for  blood  chemistry.  Dr.  E.  L.  King’s  modification 
of  the  Stroganoff  treatment  of  eclampsia  insti- 
tuted. In  attempting  to  pack  the  cervix  several 
pieces  of  tissue  were  removed  which  were  emerg- 
ing from  the  cervical  canal.  The  tissue  appeared 
grossly  to  be  hydatidiform  mole.  Frozen  section 
of  tissue  was  sent  to  pathologist  who  reported 
hydatidiform  mole. 

Wassermann  negative.  Blood  chemistry.  Sugar 
160  mgs.  per  100  c.c.  of  blood  N.  P.  N.  41.3  mgs. 
per  100  c.c.  of  blood.  Urea  22  mgs.  per  100  c.c. 
of  blood.  Creatinine  1-39  mgs.  per  100  c.c.  of 
blood.  Urine  showed  a trace  of  albumen  and 
many  pus  cells. 

On  the  day  of  admission  under  sodium  amytal 
anesthesia  (8  grs.  intravenously)  a sponge  forceps 
was  used  to  remove  a large  amount  of  placental 
tissue  having  the  appearance  of  hydatidiform 
mole.  A four  months  fetus  was  also  removed. 
The  next  day  the  patient  was  still  under  the  influ- 
ence of  the  sodium  amytal.  500  c.c.  of  glucose 
solution  (10  per  cent)  was  given  intravenously. 
On  the  second  day  the  blood  pressure  was  146-112. 
Another  infusion  of  10  per  cent  glucose  was  given. 
On  the  fourth  day  the  blood  pressure  was  120/75. 
Patient  feeling  well,  having  no  complaint,  and  de- 
serted before  the  final  pathological  report  from  the 
section  was  returned. 

The  final  report  is  as  follows:  Gross  description; 
this  specimen  consists  of  sofe  friable  hemorrhagic 
tissue,  comprised  for  the  greater  part  by  a loose 
birgous  reticulum  attached  to  which  are  found 
many  grape-like  cystic  cavities  filled  with  a clear 
serous  fluid. 

Final  corrected  microscopic  diagnosis:  By  Dr. 
Rigney  D’Aunoy: — Choriocarcinoma. 

This  patient  was  admitted  to  my  gynecological 
service  on  February  17,  1930.  Her  complaint  was 
continuous  passage  of  clots.  Since  the  patient 
left  the  hospital  she  had  continued  to  bleed  and 
pass  clots. 


On  February  21,  1930  I scheduled  her  for  a 
laporotomy  under  ether  anesthesia  and  will  now 
quote  my  dictation  of  the  operation:  “This  case 

was  in  the  obstetrical  service  last  month,  at  which 
time  she  aborted  a four  months  fetus,  had  a hyda- 
tidiform mole  and  eclampsia.  The  pathologist  re- 
turned a final  diagnosis  of  choriocarcinoma.  She 
returns  to  my  service  complaining  of  having  bled 
almost  continually  since  she  left  the  hospital  and 
for  this  reason  I decided  to  do  a radical  operation. 
The  ovaries  were  found  much  enlarged  and  appear- 
ed cystic,  the  tubes,  round  ligament,  broad  liga- 
ments and  bladder  did  not  appear  involved.  A 
complete  hysterectomy  was  done,  the  vaginal  wall 
which  I left  appeared  perfectly  healthy.  The 
body  of  the  uterus  was  soft,  outlines  larger  than 
normal  and  felt  boggy.  The  appendix  showed 
signs  of  severe  past  inflammatory  reaction  and 
was  removed.  Operation — complete  hysterectomy 
with  a vaginal  cuff,  bi-lateral  salpingo-oophorec- 
tomy  with  extensive  removal  of  the  broad  liga- 
ments, and  appendectomy.  I could  find  no  evidence 
of  metastases.  The  abdominal  wall  was  closed  in 
layers  following  my  routine  technic.  A strip  of 
iodoform  gauze  was  packed  into  the  vagina  from 
above  before  the  vagina  was  closed.  This  pack 
to  be  removed  in  four  days.”  Both  ovaries,  both 
tubes  and  uterus  with  vaginal  cuff  attached  were 
removed  intact,  as  a single  specimen. 

Patient  had  an  uneventful  recovery  and  was 
allowed  to  go  home  on  the  tenth  day.  I have 
seen  her  at  intervals  since  and  she  is  up  and  about, 
is  gaining  strength  and  shows  no  signs  of  metas- 
tasis. 

Pathological  Report.  By  Dr.  Rigney  D’Aunoy. 

Gross  description:  This  speciment  consists  of  a 

uterus  two  ovaries,  and  two  tubes  and  appendix. 
The  uterus  is  enlarged  measuring  11x6x5  cm.  It 
is  of  rather  soft  boggy  consistency  and  on  section 
near  one  cornu  is  noted  fungating  tumor  mass 
superficially  infiltrating  the  thickened  walls  of 
the  organ.  The  new  growth  is  of  soft  friable, 
granular  material  varying  in  color  from  yellowish 
gray  to  deep  hemorrhagic  red.  There  are  here  and 
there  small  isolated  spots  of  yellowish  green 
necrotic  appearance.  Throughout  the  tumor  are 
noted  minute  pin  head  sized  cyst-like  cavities  con- 
taining a clear  gelatinous  fluid.  The  endometrium 
throughout  is  swollen,  edematous  and  hemorrhagic, 
the  ovaries  are  enlarged  measuring  respectively 
8x3V2x2%  cm.  and  4x2x3  cm.  They  are  of  semi- 
fluctuant  consistency  and  on  section  throughout 
the  substance  of  the  organ  are  noted  many  small 
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serous  and  hemorrhagic  cysts.  The  tubes  are  of 
small  diameter,  tortuous,  and  measure  10x10%  cm. 
On  section  the  walls  are  fibrosed,  the  mucosa 
hyperplastic. 

Final  corrected  microscopic  diagnosis : 

Choriocarcinoma. 

Cystic  oophoritis. 

Chronic  salpingitis. 

Chronic  appendicitis. 

SUMMARY. 

1.  Novak’s  classification  of  chorionic 
tumors  is  the  practical  one.  It  is  as  fol- 
lows : (a)  Chorioma  benignum  or  hydatidi- 
form  mole,  (b)  Choriomalignum  or  chorio- 
carcinoma. 

2.  Radium  is  suggested  after  the  re- 
moval of  a mole,  and  then  wait  for  further 
bleeding.  Total  extirpation  of  both  tubes 
and  ovaries  and  uterus  is  advised  if  the 
diagnosis  be  choriocarcinoma. 

3.  An  unusual  and  extremely  rare  case 
is  reported.  I am  unable  to  find  a parallel. 
The  patient  is  barely  17  years  old.  She 
was  admitted  to  the  hospital  with  typical 
eclampsia  at  four  months  with  a hydatidi- 
form  mole. 

4.  The  pathologist  reported  choriocar- 
cinoma at  the  time  the  mole  was  removed. 
Three  weeks  later,  after  the  patient  re- 
turned to  my  service  on  account  of  bleeding, 
a radical  operation  proved  the  original 
pathological  report  to  be  correct. 

DISCUSSION. 

Dr.  B.  C.  Garrett  (Shreveport)  : I have  en- 

joyed the  doctor’s  paper,  and  I wish  to  discuss  it 
along  the  line  of  a case  that  I fortunately  oper- 
ated last  week.  She  is  nineteen  years  old,  Dr. 
Sims,  and  has  been  married  about  two  years  with 
a history  of  having  one  pregnancy.  She  went 
to  the  doctor  and  had  a miscarriage.  He  curetted 
at  the  time.  We  did  a hysterectomy  under  spinal 
anesthesia  and  removed  the  entire  growth.  We 
did  not  ream  out  the  vaginal  canal.  I wonder 
what  to  do  with  what  is  left.  This  is  the  ninth 


day.  She  made  an  uneventful  recovery  so  far 
as  the  operation  is  concerned  and  is  in  good  shape. 
Her  ovaries  and  uterus  together  would  hardly  get 
in  an  ordinary  two-gallon  zinc  bucket.  It  was 
very,  very  much  larger  than  this.  The  uterus  is 
very  much  the  same  as  yours,  but  much  larger. 
She  said  that  at  the  time  of  curettment  blood 
flowed  profusely.  Previous  to  the  time  she  went 
to  the  physician,  she  though  she  had  a miscarri- 
age. After  she  was  curetted  she  became  larger 
very  rapidly.  Two  weeks  after  the  curettement 
we  did  the  hysterectomy. 

I recall  a case  I had  about  two  years  ago  from 
Leesville.  I was  mistaken  on  my  diagnosis  at  the 
time.  She  came  up  and  I curetted  her.  She  went 
back  home  and  the  same  thing  happened  to  her 
that  happened  to  this  one.  Fortunately,  she  came 
back  and  I did  a hysterectomy.  So  far,  if  she 
has  had  any  trouble,  I have  not  heard  of  it. 

They  are  very  interesting  cases,  and  I think  the 
type  we  ordinarily  overlook.  I don’t  give  myself 
credit  for  the  diagnosis  in  the  last  one.  The  doctor 
was  kind  enough  to  send  his  laboratory  report 
along  with  the  lady,  and  of  course  I operated 
more  or  less  on  the  history  and  his  diagnosis.  I 
have  not  gotten  the  laboratory  report  on  the  speci- 
men yet,  so  I am  unable  to  discuss  it  from  this 
angle. 

I enjoyed  your  paper  and  I think  you  covered 
it  very  nicely. 

Dr.  H.  Vernon  Sims  (closing) : I haven’t  any- 

thing further  to  add,  except  to  ask  Dr.  Garrett 
where  the  growth,  in  this  case  he  was  talking 
about,  was  located. 

Dr.  Garrett:  In  the  uterus. 

Dr.  Sims:  Was  the  cervix  involved? 

Dr.  Garrett:  It  was  in  the  body  of  the  uterus 

near  the  left  side,  but  the  whole  uterus  was  the 
size  of  two  fists.  The  inner  side  of  it  looked  like 
the  scum  off  the  lake,  and  it  turned  green. 

Dr.  Sims:  I would  be  tempted  to  put  some 

radium  in  the  cervix. 

Dr.  Garrett:  I reamed  the  cervix  out  but  I 

didn’t  enucleate  it. 

Dr.  Sims : I would  be  tempted  to  put  fifty  milli- 

grams of  radium  in  for  twenty-four  hours.  That 
is  all  I have  to  say. 
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AUTOTRANSFUSION.* 

Report  of  Three  Cases. 

LOUIS  LEVY,  M.  D.,t 
New  Orleans. 

The  value  of  transfusion  has  long  been 
recognized  and,  to  see  moribund  cases  re- 
stored to  fighting  limits  encourages  the 
surgeon  to  give  patients  the  benefit  of  this 
measure. 

Transfusion  in  itself,  from  donor  to  re- 
cipient, is  a very  simple  proceedure  and 
should  be  used  when  transfusion  is  neces- 
sary and  the  lost  blood  of  the  patient  can- 
not be  gathered  for  use. 

My  attention  was  first  called  to  auto- 
transfusion by  a paper  written  in  the 
Southern  Gynecological  and  Obstetrical 
Journal,  by  Doctor  Lucius  E.  Burch  of 
Nashville,  Tennessee,  who  had  used  this 
proceedure  in  three  cases.  Valuable  sug- 
gestions and  additions  are  given  by  Doctor 
Lyon  Appleby  in  his  paper  on  autotrans- 
fusion in  the  Canadian  Medical  Associa- 
tion Journal. 

I also  find  that  according  to  Doctor 
Burch’s  paper,  autotransfusion  was  first 
used  by  J.  Thies  of  Germany,  in  1914. 
Since  that  time  164  cases  have  been  re- 
ported in  European  literature.  In  these 
cases  there  were  fourteen  deaths ; one  from 
technical  error,  one  from  hemoglobinuria 
and  twelve  from  postoperative  complica- 
tions or  concurrent  injuries.  The  type  of 
case  most  frequently  mentioned  in  its  use 
is  ectopic  pregnancy.  Also,  in  rupture  of 
the  spleen  or  liver  and  in  hemothorax. 
Professor  Burch  reports  one  case  of  auto- 
transfusion following  splenectomy,  with 
excellent  results. 

The  advantages  of  autotransfusion  are 
these:  the  blood  is  at  hand,  the  blood  is 
compatible  in  all  cases,  reactions  seldom 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Shreveport,  April  29,  May  1,  1930. 

fFrom  the  Surgical  Staff,  Hotel  Dieu. 


occur  and  the  stimulating  effect  is  im- 
mediate. 

I have  followed  the  progress  of  the 
operation  of  transfusion  from  the  Crile 
method  to  the  citrated  blood  method  of 
Unger.  The  use  of  the  patients  own  blood 
is  the  easiest,  simplest  and  therefore  quick- 
est and  most  effective  method  of  trans- 
fusion. 

Too  much  stress  cannot  be  placed  on  a 
diagnosis  of  hemorrhage  in  a part  where 
blood  can  be  collected  and  preparation 
made  for  the  use  of  that  blood.  When  the 
free  blood  begins  to  gush  from  your  inci- 
sion, while  it  can  be  collected,  it  is  too  late 
to  think  of  autotransfusion. 

An  easy  method  of  identifying  blood  in 
the  peritoneal  cavity  before  the  opening 
of  the  cavity,  is  the  bluish  color  of  the 
peritoneum.  While  this  time  of  identifica- 
tion is  late,  it  is  much  better  than  not 
recognizing  it  until  the  blood  begins  to 
flow  and  much  of  the  valuable  fluid  is  lost. 

When  the  diagnosis  is  made  of  blood  in 
an  accessible  cavity,  orders  are  given  to 
have  a solution  of  sodium  citrate  ready, 
and  packs  placed  in  the  solution.  These 
packs  are  wrung  nearly  dry  and  sponging 
done  with  them.  They  are  then  wrung 
out  in  a receptacle  in  which  the  blood  is 
to  be  gathered.  The  citrated  blood  is  then 
filtered  through  layers  of  about  four  thick- 
nesses of  gauze  and  administered  as  in  an 
ordinary  intravenous  infusion  allowing 
normal  saline  solution  to  run  in  first  to  be 
sure  that  the  apparatus  is  working  and 
the  vein  is  receiving  the  fluid. 

In  my  practice  at  Hotel  Dieu  I have  had 
three  cases  of  autotransfusion  with  such 
uniformly  good  results  that  I feel  that 
emphasis  should  be  placed  on  this  life 
saving  procedure.  The  reactions  follow- 
ing autotransfusions  are:  pulse  volume  in- 
creases, pulse  becomes  slower,  lips  and 
nails  become  pink,  cold  sweat  ceases  and 
the  “give  up’’  look  disappears.  The  bleed- 
ing must  be  controlled  to  make  the  chances 
for  recovery  more  certain. 
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CASE  REPORTS. 

Case  1.  J.  M.,  July  23,  1924.  A case  of  ap- 
pendicitis in  which  great  difficulty  was  encount- 
ered in  removing  a string  like  retrocecal  and  bound 
down  appendix.  On  account  of  raw  surfaces  that 
I was  unable  to  cover,  drain  was  used.  Althougn 
dry  at  time  of  closure;  six  hours  after  operation, 
blood  was  noticed  exuding  at  drainage  site.  The 
patient  was  greatly  shocked.  The  patient  was 
rushed  to  the  operating  room  and  wrhile  prepara- 
tion was  made  for  re-opening  of  the  abdomen 
orders  were  given  for  autotransfusion.  The  in- 
cision was  opened  and  blood  welled  up  from  the 
cavity.  The  blood  was  gathered  up  by  the  method 
described  and  eitrated  blood  introduced  into  the 
median  basilic  vein.  This  autotransfusion  was 
done  by  Doctor  J.  E.  Isaacson  while  I sutured 
bleeding  points,  thereby  stopping  the  hemorrhage. 
The  patient  made  a rapid  and  uneventful  recovery. 

Case  2.  Mrs.  W.  H.  E.,  April  26,  1927.  The 
diagnosis  of  ruptured  ectopic  pregnancy  was  made. 
She  was  rushed  to  the  Hotel  Dieu  and  preparation 
made  for  a laparotomy  and  autotransfusion.  This 
patient  was  in  collapse,  and  by  autotransfusion 
was  restored  to  a case  that  made  an  uneventful 
recovery. 

Case  3.  Mrs.  W.  C.,  October  17,  1925.  A diag- 
nosis of  ruptured  ectopic  was  made  and  the  patient 
sent  to  the  operating  room  with  orders  for  laparot- 
omy and  autotransfusion.  The  same  procedure 
was  followed  as  in  the  two  preceding  cases  and 
the  same  result  obtained. 

I am  sure  that  if  any  length  of  time 
had  been  spent  in  any  one  of  these  three 
cases  that  it  probably  would  have  meant 
a fatility. 

CONCLUSIONS. 

Whenever  a diagnosis  is  made  of  blood 
in  an  accessible  cavity,  this  blood  should 
be  used  in  preference  to  the  blood  of  a 
donor. 

A patients  own  blood  is  compatible  and 
does  not  give  reaction. 

The  procedure  is  safe  and  embolism 
need  not  be  feared. 

The  results  are  better  than  in  transfu- 
sion. 
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DISCUSSIONS. 

Dr.  Edmond  Souchon  (New  Orleans,  La.) : I 

wish  to  thank  Dr.  Levy  for  the  privilege  of  hear- 
ing a paper  that  aside  from  the  ordinary  interest 
that  arises  from  the  approach  of  “something  dif- 
ferent,”— is  a paper  that  may  mean  much  to  the 
surgeon  in  the  future. 

In  a simple  and  understanding  way,  Dr.  Levy 
has  presented  his  paper  on  the  handling  of  a most 
courageous  and  daring  bit  of  technic.  It  opens  a 
new  field,  one  that  has  scarcely  been  touched  here 
in  America,  or  in  the  world  for  that  matter. 

Reviewing  the  literature,  it  is  interesting  to  note 
that  back  to  the  times  of  the  Egyptians  there  is 
record  of  blood  transfusion,  that  is  from  donor  to 
recipient,  while  the  re-injection  of  the  patient’s 
own  blood  is  of  an  exceedingly  late  date  in  its 
practice. 

In  1874,  in  the  London  Lancet,  an  article  ap- 
pears, by  William  Highmore  F.R.C.S.  then  Senior 
Surgeon  to  the  Yeatman  Hospital  in  Sherborne, 
suggesting  that  blood  be  re-injected  after  hemor- 
rhage and  saying  that  he  had  lost  an  obstetric 
case  by  hemorrhage,  and  that  in  a similar  case  he 
would  collect  the  hemorrhagic  blood  of  the  woman 
ar  ’ “after  it  was  defibrinated  and  warmed  to  the 
proper  temperature  by  a clinical  thermometer  over 
a hot  water  bath — he  would  inject  it  with  a Hig- 
ginson  syringe  and  transfusion  pipe.”  The  prac- 
tical application  of  this  suggestion  must  have 
taken  place  not  long  after,  for  in  the  Edinburg 
Medical  Journal  in  1885,  A.  G.  Miller  also  F.R.C.S. 
and  surgeon  to  the  Royal  Infirmary  reports  an 
operative  case  of  amputation  at  the  hip-joint  in 
which  collection  of  the  blood  and  re-injection  was 
performed  — with  rapid  convalescence  and  re- 
covery. 

Again  in  1865  two  other  articles,  by  Dr.  Dun- 
can in  the  British  Medical  Journals  relating  to 
the  efficacy  of  autotransfusion  appeared.  The 
method  was  used  routinely  on  all  major  amputa- 
tions with  favorable  results. 

In  spite  of  these  favorable  results  obtained  and 
reported,  in  the  literature  and  in  spite  of  its  origin 
in  England,  the  re-infusion  of  blood  seems  not  to 
have  been  widely  practiced  in  England,  as  prac- 
tically no  references  to  it  occur  later. 

The  more  recent  use  of  a patient’s  own  blood, 
as  Dr.  Levy  has  mentioned,  for  the  re-injection 
purpose  appears  in  1914  when  Johannes  Thies  of 
Leipzig  had  a series  of  3 patients  each  one  of 
whom  had  suffered  severe  abdominal  hemorrhage, 
following  ruptured  ectopic  pregnancy. 

At  this  point  it  is  interesting  to  note  that  al- 
though the  original  suggestion  of  the  first  auto- 
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transfusion  was  made  in  England,  its  application 
now  switches  to  Germany,  where  we  have  a series 
of  164  reported,  and  probably  many  more  un- 
reported cases. 

It  is  also  interesting  to  note  that  the  early  prac- 
tice of  autotransfusion  was  limited  to  cases  where 
the  hemorrhage  occured  externally,  that  is,  from 
the  amputation  of  a limb  or  from  the  uterus  or 
cervix  in  an  obstetrical  case. 

In  1914  *he  first  record  of  using  the  blood  of  an 
intra-abdominal  hemorrhage  appears.  As  Dr.  Levy 
has  told  you  ectopic  pregnancy  is  the  most  com- 
mon condition  wherein  autotransfusion  is  em- 
ployed, for  these  reasons: 

First,  diagnosis  in  such  a case  is  usually  classi- 
cal. 

Second,  the  amount  of  blood  that  can  be  re- 
trieved is  usually  a large  quantity. 

Third,  we  know  the  blood  in  this  condition  to 
be  uncontaminated. 

Rupture  of  the  spleen,  liver  or  hemothorax,  or 
any  condition  where  there  is  hemorrhage  into  a 
cavity,  and  diagnosis  leads  us  to  believe  that  the 
blood  is  still  sterile,  are  other  conditions  that  seem 
to  dominate  the  literature  on  this  subject. 

Several  surgeons  go  even  further  than  this.  Lil- 
lian K.  P.  Farrar,  F.A.C.S.  of  the  Woman’s  Hos- 
pital in  New  York  is  such  an  advocate  of  auto- 
transfusion, as  to  have  a specially  trained  staff 
present  at  all  laparotomies  where  fibroid  and 
uterine  myomata  were  suspected,  and  the  entire 
blood  that  was  shed  during  the  hysterectomy  col- 
lected by  means  of  a specially  constructed  cup  or 
ladle  in  the  pelvis  using  a suction  apparatus  to 
carry  off  the  hemorrhagic  blood  preparatory  to  its 
collection,  defibrination,  citration  and  finally  re- 
injection. She  advocated  the  suction  rather  than 
collection  by  the  sponge  packs  which  has  been  de- 
scribed by  Dr.  Levy  in  his  technic,  because  she 
believes  that  squeezing  or  wringing  out  of  the 
sponges  injures  the  red  blood  cells. 

At  this  point,  I would  like  to  bring  up  an  objec- 
tion to  the  autotransfusion  method  as  described  by 
Drs.  Levy  and  Farrar:  sodium  citrate  is  used  in 
both  instances — the  citrate  both  damages  the  blood 
cells  and  completely  destroys  the  complement.  It 
“fixes”  the  blood  platelets  so  that  they  are  in- 
capable of  puncture.  Frequently  the  citrate  seri- 
ously affects  the  patient  and  violet  reaction  sets 
in.  (I  am  quoting  the  observations  made  by  Dr. 
F.  M.  Johns  of  New  Orleans  in  the  discussion  of 
a paper  by  Dr.  Chaille  Jamison  on  transfusion 
which  was  read  before  the  Orleans  Parish  Medical 
Society  in  October). 


Here  I am  going  to  stray  a bit  from  the  surgi- 
cal aspect  of  autotransfusion,  and  mention  that, 
w'hile  the  term  “autotransfusion”  has  not  been 
applied  to  these  methods,  they  are  definitely  auto- 
transfusions. 

Drs.  Frederich  Irving  and  Joseph  Taylor  of  the 
Harvard  Medical  School  and  Boston  Lying  In  Hos- 
pital presented  a very  interesting  paper  in  1928 
before  the  Brooklyn  Gynecological  Society:  Act- 
ing upon  the  theory  that  eclampsia  results  from 
a toxin  which  is  carried  in  the  circulatory  blood, 
they  removed  a considerable  amount  of  blood — 
sometimes  a litre  or  more.  This  blood  is  then 
centrifuged  for  20  minutes  in  order  to  separate 
the  corpuscles  from  the  plasma,  and  the  plasma 
sucked  off  by  a sterile  glass  syphon.  The  corpuscles 
are  then  washed  clean  of  the  plasma  that  may 
remain,  and  then  are  dieused  into  a sterile  saline 
solution  equal  to  the  amount  of  plasma  removed. 
This  solution  is  infused  into  a vein  of  the  patient 
— the  theory  being,  that  the  vital  process  of  the 
blood  has  not  been  impaired,  while  (assuming  that 
one  fifth  cf  the  circulatory  blood  has  been  thus 
treated)  20  per  cent  of  the  toxin  in  the  circulat- 
ing blood  had  been  removed. 

Another  phase  of  autotransfusion  has  ' een  prac- 
ticed in  New  Orleans  by  several  men. 

From  50  to  100  c.  c.  of  blood  are  removed  from 
the  patient  and  allowed  to  stand  from  one  half 
to  one  hour.  This  blood  is  then  re-injected  into 
the  patient. 

The  theory  of  an  autogenous  protein  reaction 
is  the  assumption  upon  which  this  method  is  em- 
ployed, but,  it  has  been  found  that  the  use  of 
sterile  milk  (and  several  other  proteins)  answers 
practically  the  same  purpose. 

The  efficacy  of  this  method  has  not  been  proven 
and  its  use  is  not  widespread. 

One  cannot  handle  the  subject  of  autotrans- 
fusion without  mentioning  transfusion  itself.  The 
amount  of  work  that  has  been  done  on  this  subject 
is  enormous — and  has  brought  transfusion  to  be  a 
simple,  easy  procedure — instead  of  a final  heroic 
gesture  that  was  done  when  the  patient  was  about 
moribund. 

The  simplicity  of  the  Jube  instrument  is  such 
that  500  c.  c.  of  whole  blood  can  be  given  in  5 
or  6 minutes,  without  danger  of  embolus  or 
thrombus.  No  saline  or  citrate  is  employed,  and 
the  patient  gets  the  benefit  of  the  greatest  amount 
of  whole  blood  in  the  least  time,  without  danger 
of  reaction  from  chemical  agencies  and  without 
impairment  of  the  blood  which  is  given. 

In  closing,  let  me  leave  one  thought:  when  the 
question  arises  in  your  mind — “does  the  patient 
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need  a transfusion?” — that  is  the  time  to  trans- 
fuse. 

Dr.  J.  A.  Danna  (New  Orleans  La.)  : I was 

very  anxious  to  hear  Dr.  Levy’s  paper,  and  I am 
sorry  I got  here  too  late  to  hear  all  of  it.  I haven’t 
had  any  experience  personally  with  autotrans- 
fusion. When  we  come  to  consider  the  difficul- 
ties of  finding  a donor  and  the  difficulties  of 
determining  ahead  of  time  with  any  degree  of 
certainty  that  a particular  donor’s  blood  is  not 
going  to  give  a reaction,  it  makes  us  appreciate 
that  much  more  any  method  which  avoids  un- 
favorable possibilities,  such  as  autotransfusion. 

I am  going  to  watch  Dr.  Levy  hereafter  and 
see  some  of  this  work  because,  as  he  says,  there 
are  conditions  in  which  the  procedure  is  very 
feasible  and  in  which  it  will  do  a great  deal  of 
good  and  save  a great  many  lives. 

Dr.  H.  V.  Sims  (New  Orleans,  La.) : I merely 

want  to  add  my  recommendation  to  this  method  of 
autotransfusion.  I believe  it  should  be  used  in 
every  case  where  there  is  fresh  blood  in  the  peri- 
toneal cavity. 

My  experience  has  been  limited  to  two  cases  of 
ruptured  ectopic.  My  first  case  happened  the 
morning  after  I read  Haggard’s  article  in  the 
American  Journal  of  Obstetrics  and  Gynecology 
in  1924,  I think.  We  used  it  that  morning  merely 
by  mopping  the  blood  out  and  transferring  it  to 
a sterile  vessel  and  then  citrating  it  with  a two 
per  cent  sodium  citrate  solution,  using  10  c.  c. 
of  the  2 per  cent  sodium  citrate  solution  to  each 
50  c.  c.  of  blood. 

The  next  case  I had  was  also  ruptured  ectopic. 
I think  autotransfusion  should  be  used  in  every 
case  where  there  is  fresh  blood  in  the  peritoneal 
cavity,  not  only  in  ruptured  ectopics  but  in  gun- 
shot wounds  where  the  mesentery  has  been  in- 
jured, or  stab  wounds  wherever  there  is  fresh 
blood,  and  where  the  peritoneal  cavity  is  uncon- 
taminated and  free  from  infection. 

Dr.  Louis  Levy  (closing)  : The  stress  that 

should  be  placed  on  autotransfusion  is  in  the 
technic  that  has  just  been  mentioned.  Wherever 
you  can  get  aseptic  blood  use  it. 

I want  to  say  that  I appreciate  Dr.  Souchon’s 
thorough  research  in  compiling  his  discussion,  be- 
cause he  taught  me  that  there  are  other  people 
who  have  been  doing  this  besides  the  ones  I men- 
tioned even. 

I think  these  are  the  only  three  cases  that  have 
been  recorded  in  New  Orleans  since  autotrans- 
fusion has  been  done.  I was  glad  to  know  that  Dr. 
Sims  and  others  had  done  autotransfusion. 


I want  to  say,  too,  that  autotransfusion  is  abso- 
lutely a life  saving  procedure.  You  can’t  suck 
that  blood  with  the  syringes  as  you  would  do  in 
the  direct  method.  You  have  to  use  citrated  blood 
in  autotransfusion.  If  I may  divert  from  the 
subject,  I have  never  seen  a failure  where  citrated 
blood  has  been  used,  but  I have  seen  failures,  one 
recently,  where  the  French  instrument  Dr.  Sou- 
chon  has  mentioned  was  used. 

It  is  all  right  when  you  get  well  distended  veins, 
to  do  transfusion  direct  from  the  donor  to  the 
recipient,  fill  so  many  syringes  and  empty  them, 
when  you  measure  accurately  and  give  good,  fresh 
blood.  If  he  continues  that  method  long  enough 
he  will  have  some  failures,  and  failures  which  need 
blood  most.  For  instances,  in  cases  of  pernicious 
anemia  where  you  get  patients  that  you  can  bring 
to  the  operating  room  but  where  you  have  to 
take  blood  from  the  donor  and  bring  it  to  the 
bedside  of  the  reccipient,  it  is  a different  story. 

I want  to  emphasize  again  that  where  a per- 
son’s time  is  to  be  figured,  I think  the  citrated 
blood  is  far  superior  to  any  other  method  on 
account  of  its  simplicity. 

SOME  MEDICAL  ASPECTS  OF 
ABDOMINAL  PAIN.* 

J.  HOLMES  SMITH,  JR.,  M.  D.f 
New  Orleans. 

When  selecting  the  subject  of  abdominal 
pain,  for  presentation  before  this  gather- 
ing, it  was  done  with  many  misgivings. 
The  importance  of  the  subject,  whether  or 
not  it  may  spell  trouble,  and  the  many 
pitfalls  in  its  interpretation  cause  us  many 
uneasy  moments.  Lack  of  time  and  space 
and  the  vast  scope  of  the  subject  preclude 
any  attempt  to  cover  it  in  its  entirety  or 
to  enter  into  great  detail.  Therefore,  it 
has  occurred  to  me  that  a brief  considera- 
tion of  some  of  the  commoner,  yet  none 
the  less  important,  conditions  which  might 
lead  us  into  errors  of  diagnosis,  might  be 
attempted. 

Each  year,  I become  more  and  more  im- 
pressed with  the  fact  that  symptoms  or 
trains  of  symptoms,  formerly  considered 
indicative  of  some  definite  disease,  may 

*Read  before  the  South  Alabama  Clinical 
Society,  Brewton,  Ala.,  Oct.  17,  1930. 

fFrom  the  Charity  Hospital,  New  Orleans. 
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ultimately  lead  to  some  far  distant  condi- 
tion. Such  conditions  as  peptic  ulcer, 
gall  bladder  disease,  and  appendicitis,  will 
be  discussed  only  indirectly  so  that  this 
paper  is  to  be,  rather,  a resume  of  some  of 
those  things  which  frequently  imitate  the 
above  mentioned,  yet  are  themselves,  very 
often,  just  as  important.  In  our  clinic,  the 
frequency  with  which  symptoms  sugges- 
tive of  ulcer,  gall  bladder,  or  comparable 
disorders,  resolve  themselves  into  other 
conditions,  has  become  very  noticeable.  So 
my  remarks  will  be  confined  to  the  more 
common  of  those  conditions  which  daily 
confuse  us  in  the  interpretation  of  ab- 
dominal pain.  As  a cause  of  such  confu- 
sion, diseases  of  the  thoracic  organs  are 
frequently  encountered  and  are  most  im- 
portant. We  are  all  aware  that  pain  is 
frequently  referred  from  one  organ  to 
another,  yet  when  presented  with  a given 
case,  our  vision  is  frequently  holden  and 
we  fail  to  see  that  which  is  frequently 
obvious. 

The  importance  of  thoracic  disease, 
especially  of  the  heart  and  great  vessels, 
as  a cause  of  abdominal  pain,  particularly 
in  the  upper  abdomen,  cannot  be  over 
emphaasized.  Cabot,  in  summarzing  the 
cause  of  indigestion  in  some  fifteen  thou- 
sand cases,  found  it  due  to  heart  disease 
in  nearly  two  thousand  or  approximately 
fifteen  per  cent.  Abdominal  pain,  due  to 
cardio-vascular  disease,  is  generally  located 
in  the  upper  abdomen,  usually  the  epigas- 
trium. It  may  vary  from  a mild  ache  in 
the  region  of  the  gall  bladder  to  most  vio- 
lent seizures  involving  the  whole  upper 
abdomen.  Due  to  a beginning  failure  of 
the  myocardium  there  may  be  portal  stasis 
with  stretching  of  disserts  capsule  and 
consequent  tenderness  along  the  costal 
margin,  together  with  digestive  disturb- 
ances incident  to  stasis  in  the  gastric  veins. 
A condition  easily  mistaken  for  cholecys- 
titis, especially  if  a slight  icterus  be  pres- 
ent. Sometimes  the  pain  may  be  accom- 
panied by  nausea,  vomiting  and  hematem- 
isis  from  ruptured  veins,  suggesting  a pos- 


sib’e  ulcer  or  the  onset  may  be  stormy  with 
terrific  upper  abdominal  pain  and  all  of 
the  appearances  of  a ruptured  peptic  ulcer 
or  possjbly  an  acute  pancreatitis.  The 
cardio-vascular  pathology  may  vary  from  a 
beginnirg  myocardial  degeneration  to  cor- 
onary disease  or  coronary  thrombosis. 
There  may  be  present  an  aortitis,  a dilated 
aorta  or  an  aneurysm.  The  literature  con- 
tains numerous  instances  of  abdominal 
operations  being  performed  under  such  mis- 
taken diagnosis,  only  to  learn  later  that  the 
condition  was  ready  an  aneurysm,  or  cor- 
onary thrombosis.  An  abdominal  type  of 
angina  is  frequently  encountei'ed.  Harlow 
Brooks,1  some  years  ago,  commented  upon 
the  frequency  with  which  patients  dying  of 
cardio  vascular  disease,  had  been  diagnosed 
prior  to  death  as  “acute  indigestion.”  We 
might  safely  say  that  the  individual  dying 
of  “acute  indigestion”  dies  a cardiac  death. 

During  the  course  of  one  week,  several 
years  ago,  in  my  clinic  at  the  Charity  Hos- 
pital, three  patients  presented  themselves, 
in  whom  the  major  complaint  was  pain  in 
the  upper  abdomen.  In  all  three  the  final 
diagnosis  was  aneurysm  of  the  aorta.  While 
our  present  consideration  is  abdominal  pain 
of  thoracic  origin  it  is  probably  not  amiss 
to  remark  that  it  is  a poor  rule  that  does 
not  work  both  ways.  Not  infrequently, 
abdominal  disease,  such  as  peptic  ulcer,  or 
cholecystitis,  are  productive  of  pain  in  the 
thorax  which  may  even  be  so  severe  as 
to  suggest  an  angina  pectoris. 

The  obvious  question  at  this  time,  it 
seems  to  me,  should  be,  “why  so  much 
stress  about  conditions  which  should  be 
self  evident.”  The  trouble  is  that  recog- 
nition of  cardio-vascular  disease  is  not 
always  easy  even  with  so-called  instru- 
ments of  precision.  Frequently,  quite 
advanced  disease  may  be  present  without 
production  of  symptoms  and  their  elucida- 
tion may  require  very  careful  and  pains- 
taking study.  If  any  one  symptom,  more 
than  another,  is  to  be  considered  a guide 
to  cardiac  incompetence,  I believe  that  it 
is  probably  dyspnea. 
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While,  from  the  standpoint  of  abdominal 
pain,  diseases  of  the  heart  and  great  vessels 
are  perhaps  the  most  important  of  the 
thoracic  conditions,  we  must  not  overlook 
the  lungs  and  pleura,  particular'y  the  acute 
lesions.  In  such  conditions  the  referred 
pain  has  a wider  range.  In  one  case  it  may 
suggest  gall  bladder  pathology  and  in  the 
next  an  acute  appendicitis.  It  is  not  rare 
that  the  pain  of  a beginning  pneumonia  is 
first  localized  in  the  right  lower  abdominal 
quadrant  with  possibly  an  emergency  oper- 
ation being  performed.  It  is  like’y  that  a 
large  number  of  the  cases  of  post  operative 
pneumonia,  following  appendectomy,  are, 
in  reality,  pneumonia  from  the  beginning. 

Pulmonary  infarct  and  other  conditions 
involving  the  lungs  and  mediastinum  may 
cause  upper  abdominal  pain  but  not  with 
the  frequency  of  those  mentioned.  While 
digestive  disturbances  are  common  in  pul- 
monary tuberculosis  and  may  even  be  the 
first  clinical  evidence  of  same,  pain  is  not 
the  rule.  Conditions  involving  the  thoracic 
nerves,  such  as  arthritis  of  the  thoracic 
vertebra  may  at  times  give  rise  to  an  an- 
noying pain  and  the  true  condition  is  fre- 
quently overlooked.  Within  the  abdominal 
cavity,  two  organs,  in  my  experience  give 
most  difficulty  in  diagnosis.  They  are  the 
kidney  and  the  colon. 

The  kidney  is  situated  in  close  relation 
to  practically  all  of  the  upper  abdominal 
viscera  and  the  great  nerve  plexuses  and 
its  location  is  an  ideal  one  from  which 
impulses  may  be  referred  most  anywhere. 
The  renal  lesion  may  be  a pyelitis,  calculus 
or  diseased  ureter  and  the  symptoms  may 
vary  from  a mild  pain,  anywhere  in  the 
abdomen,  to  those  suggestive  of  appendi- 
citis or  even  a typical  peptic  ulcer  syn- 
drome. When  diagnosing  acute  appendi- 
citis, the  possibility  of  a pyelitis  being  the 
causative  factor  must  never  be  forgotten. 
One  patient  observed  by  me,  gave  a 
typical  history  of  duodenal  ulcer  and 
this  seemed  to  be  borne  out  by  the 
radiological  examination.  She  was  treated 
for  the  supposed  ulcer  and  then  disappear- 


ed. Three  years  later,  this  patient  return- 
ed with  the  same  type  of  symptoms,  which 
had  persisted  more  or  less  constantly  since 
her  previous  visit.  This  time,  however,  a 
large  calculus  was  found  in  the  left  kidney. 
Removal  of  the  calculus  cured  the  ulcer. 
Again,  we  may  have  difficulty  in  the  dif- 
ferentiation of  ga1!  bladder  pathology. 
Sometimes  there  will  be  pain  along  the 
right  costal  margin  with  other  symptoms 
suggesting  cholecystitis,  yet  in  the  final 
analysis  a pyelitis,  calculus  or  ureteral  kink 
be  found. 

Regarding  the  colon,  volumes  could  be 
written.  I do  not  believe  its  importance 
as  a cause  of  abdominal  symptoms  is  gen- 
erally recognized.  Its  position  in  the 
abdomen  is  such  that  it  may  present  symp- 
toms in  any  region.  They  may  suggest 
disease  of  the  appendix,  ulcer,  gall  bladder, 
kidney  or  what  not.  The  colonic  lesions 
may  vary  from  a simple  colitis  or  spastic 
colon  to  an  ulcerative  colitis  or  even  a 
malignancy.  Perhaps  the  commonest  con- 
dition is  a spastic  colon,  but  we  frequently 
find  varying  degrees  of  ulcerative  colitis 
and  infection  with  Endameba  histolytica  is 
fair’y  common.  Treatment  of  colonic  disease 
very  frequently  relieves  conditions  which 
were  believed  due  to  other  pathologic 
lesions. 

One  other  condition,  I believe,  bears 
mention,  because  it  so  intimately  affects  all 
of  us  and  its  importance  is  gradually  be- 
coming apparent.  The  condition  is  food 
allergy.  Our  general  reaction  to  this  term 
brings  to  mind  urticaria  and  asthma.  It  is 
not  sufficiently  understood  that  there  is 
quite  a variety  of  conditions  produced  by 
sensitiveness  to  various  foods,  many  of 
which  are  accompanied  by  abdominal  pain. 
The  pain  in  the  abdomen  at  times  occurs 
in  the  form  of  acute  seizures  and  may  even 
suggest  appendicitis.  I have  seen  several 
cases  in  whom  the  appendix  was  removed 
under  such  a mistaken  diagnosis.  One  may 
be  sensitive  to  any  character  of  food,  but 
the  ones  which  appear  generally  to  give 
the  most  trouble  are  eggs,  milk  and  cereals. 


CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


A SIMPLE  RETENTION  SPLINT  FOR 
CLUB  FOOT  IN  INFANTS. 

LESLIE  V.  RUSH,  M.  D., 

AND 

H.  LOWRY  RUSH,  M.  D., 

Meridian,  Miss. 

In  the  very  young  child  club  foot  is  usu- 
ally treated  quite  aptly  by  manipulation 
without  an  anaesthetic,  with  gradual  cor- 
rection and  the  applications  of  successive 
casts.  To  obtain  the  most  rapid  correction 
the  plasters  should  be  changed  every  3 to  5 
days  for  the  first  few  weeks  of  treatment. 
It  has  been  our  experience  that  a circular 
cast  is  often  applied  with  the  greatest  diffi- 
culty to  the  wiggling  child. 

It  is  most  essential  that  the  cast  fit  the 
foot  and  leg  snugly.  The  tight  or  binding 
circular  cast  is  a dangerous  appliance.  The 
loose  cast  does  not  retain  the  foot  in  the 
corrected  position  and  unless  the  cast  is  ap- 
plied well  upon  the  thigh  with  the  knee 
flexed  some  infants  would  kick  it  off  as  if  it 
were  a slipper. 

During  the  first  few  weeks  of  treatment 
the  molded  plaster  splint  may  be  used  in- 
stead of  the  circular  cast  to  retain  the  foot 
in  the  corrected  position.  It  is  applied 
more  quickly  and  more  easily  than  the  cast. 
In  the  hands  of  the  novice  it  can  be  applied 
more  snugly.  When  properly  applied  with 
the  foot  in  good  position,  it  cannot  be  kicked 
off  by  the  baby,  and  does  not  cause  pressure 
on  the  dorsum  of  the  foot.  It  cannot  be 
removed  rapidly  and  without  cutting. 

METHOD 

With  the  knee  flexed  the  foot  is  manipu- 
lated and  held  in  the  position  of  correction 


Fig.  1.  Before  application  of  retention  splint. 


Fig.  2.  Retention  splint  applied. 


(eversion  and  slight  dorsiflexion) . One 
thickness  of  sheet  wadding  is  applied  to  the 
foot  and  leg.  A plaster  of  paris  splint  is 
then  prepared,  eight  to  ten  thicknesses  of 
the  bandage,  sixteen  to  twenty  inches  in 
length,  and  one  and  one-half  to  two  and  one- 
half  inches  in  width.  Just  as  the  plaster 
is  beginning  to  stiffen  slightly  it  is  applied 
to  the  foot  and  leg.  Beginning  over  the 
dorsum  of  the  foot  the  splint  is  carried  over 
the  great  toe,  then  across  the  plantar  sur- 
face of  the  foot  and  around  in  a spiral 
fashion  over  the  dorsum  of  the  foot  so  that 
it  partially  overlaps  the  first  portion  of  the 
splint.  It  is  then  carried  medially  and  up- 
ward, passing  anterior  to  the  ankle  joint, 
then  to  the  inner  side  of  the  leg,  and  around 
the  back  side  and  upward  spirally  to  a point 
just  below  the  knee.  The  splint  is  held  in 
place  by  an  assistant  and  carefully  molded 
to  the  foot  and  leg  by  the  surgeon  who  ap- 
plies a gauze  bandage  over  the  plaster.  The 
surgeon  holds  the  foot  and  leg  in  the  posi- 
tion of  correction,  or  over-correction,  and 
molds  the  plaster  snugly  to  the  limb  until 
it  has  firmly  set. 

Should  it  be  necessary  to  carry  the  cast 
up  the  thigh  with  the  knee  in  the  position 
of  flexion,  the  knee  and  thigh  are  padded 
with  sheet  wadding  and  a circular  cast  ap- 
plied over  the  splint  just  below  the  knee 
and  carried  upward  as  far  as  desired. 
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THE  MISSISSIPPI  STATE  MEDICAL 
ASSOCIATION  OFFICERS. 

The  New  Orleans  Medical  and  Surgical 
Journal  greets  the  new  President  of  the 
Mississippi  State  Medical  Association.  Dr. 
John  C.  Culley  is  a surgeon  of  ability,  a 
physician  of  distinction,  and  a gentleman 
of  charming  personality.  It  is  our  earnest 
wish  that  his  term  of  office  will  be  as  fruit- 
ful of  results  and  as  happy  a year  as  the  one 
of  his  predecessor  Dr.  Howard.  We  offer 
our  warm  congratulations  to  Dr.  James  M. 
Acker,  Jr.  of  Aberdeen,  who  becomes  Pres- 
ident-Elejct  of  the  organization.  One  of 


the  younger  practitioners  of  medicine  in 
the  State  of  Mississippi,  he  has  been  a real 
force  in  the  state  organization  for  some 
years,  and  is  well  known  to  the  profession 
throughout  the  State. 

Most  of  the  Councilors  have  retained 
office.  In  the  Fourth  District  Dr.  Thomas 
J.  Brown  takes  office  for  the  first  time ; in 
the  Fifth  District  Dr.  Willie  H.  Watson; 
and  in  the  Seventh  District  Dr.  Joseph  E. 
Green.  We  hope  for  these  officers,  as  well 
as  for  the  others  that  have  been  elected,  that 
they  will  have  pleasure  and  enjoyment  in 
their  contacts  with  the  splendid  medical 
profession  of  Mississippi. 


THE  BURDEN  OF  SYPHILIS  AND 
GONORRHEA  IN  NEW  ORLEANS. 

Under  this  caption  there  was  presented 
to  the  members  of  the  Orleans  Parish  Medi- 
cal Society  a partial  report  of  the  study 
made  by  the  American  Social  Hygiene 
Association,  through  cooperation  of  the 
United  States  Public  Health  Service  and 
through  certain  local  agencies.  Dr.  Clark 
reported  that  in  the  City  of  New  Orleans 
there  was  found  to  be  under  treatment  on  a 
given  day  4,820  cases  of  syphilis  and  gonor- 
rhea, or  a rate  of  12.45  per  thousand,  a 
venereal  disease  rate  higher  than  that  of 
most  pities  in  the  country.  The  incidence 
of  syphilis  was  6.9  per  thousand  and  for 
gonorrhea  was  5.5.  The  rate  for  the  white 
patients  throughout  the  country  is  7.9  per 
thousand ; in  New  Orleans  it  was  9.9.  For 
the  negroes  throughout  the  country  the  rate 
is  11.0  per  thousand ; in  New  Orleans  it 
was  19.7  per  thousand.  These  figures  are 
high,  but  they  are  not  as  high  as  those 
obtained  in  a few  other  cities  with  a large 
negro  population. 

It  is  interesting  to  speculate  upon  how 
this  very  great  incidence  of  venereal  disease 
in  New  Orleans  affects  the  individual 
physician  as  a tax-payer  and  a doctor  of 
medicine.  More  definite  information  may 
be  obtained  by  spanning  the  report  care- 
fully. It  is  found  that  86  per  cent  of  the 
colored  syphilitic  patients  are  treated  at 
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the  public  expense,  63  of  the  colored  gonor- 
rhea patients,  and  36  per  cent  of  the  white 
syphilitic  patients.  This  is  a tremendous 
drain  upon  the  charitable  resources  of  any 
community  and  a tremendous  drain  as  well 
upon  the  physicians  of  the  community  who 
have  to  treat  this  large  number  of  patients 
for  nothing.  The  cost  of  proper  treatment 
of  the  syphilitic  patient  is  estimated  at  a 
minimum  figure  of  $100.00.  The  cost  of 
these  free  treatments  is  really  enormous. 
Were  it  not  that  doctors’  services  were  given 
gratis  the  expense  to  the  state  would  be 
infinitely  greater  than  it  is  now.  Another 
factor  which  adds  to  the  cost  of  treatment 
of  syphilis  includes  the  expenses  of  doing 
the  Wassermann  reaction.  In  the  Charity 
Hospital  alone  125,000  Wassermann  tests 
have  been  done  in  the  course  of  the  last  five 
years  at  an  approximate  cost  rate  of  forty 
cents  a piece.  Charity  Hospital  last  year 
gave  over  11,000  doses  of  arsphenamine. 
In  the  Charity  Hospital  there  were  treated 
venereal  disease  patients  who  remained  in 
the  hospital  a total  of  over  33,735  days  at  a 
cost  of  $1.51  per  day.  Just  figure  out  the  ex- 
penses of  this  disease  to  tax  payers  of  the 
State;  figure  how  much  time  is  given  for 
nothing  by  the  physicians  in  the  care  of 
these  patients.  Consider  these  facts  and 
these  data  and  let  them  impress  you  with 
the  crying  need  of  controlling  the  terrific 
economic  loss  occasioned  by  this  specific 
venereal  disease.  Other  factors,  which  add 
to  economic  loss,  as  the  increased  incidence 
cf  sickness  and  the  number  of  deaths  that 
occur  as  a result  of  the  last  manifestations 
of  syphilis,  help  to  indicate  what  a terrible 
scourge  this  disease  is.  Every  year  in  New 
Orleans  there  are  to  be  expected  18,000  or 
more  cases  of  venereal  disease.  New  Orleans 
represents  a little  over  one-fifth  of  th  popu- 
lation of  the  State  as  a whole.  Multiply 
these  figures  by  five  and  we  have  the 
approximate  incidence  of  venereal  diseases 
throughout  the  State,  syphilis  alone  far  sur- 
passes the  incidence  of  any  other  reportable 
disease  or  as  a matter  of  fact  any  other 
disease,  and  yet  consider  how  little  is  be- 


ing done  in  the  way  of  education,  public 
health  measures,  or  adequate  treatment 
with  careful  follow-up  to  control  this 
frightful  malady. 


ROBERT  CLYDE  LYNCH,  M.  D. 

The  tragic  death  of  Dr.  Lynch  has  taken 
from  New  Orleans  one  of  her  really  great 
physicians,  a man  whose  name  and  fame 
was  known  throughout  the  United  States, 
and  whose  reputation  was  unequalled  by 
few  and  probably  unsurpassed  by  any 
otolaryngologist  now  in  this  country.  Dr. 
Lynch  died  at  the  very  height  of  his  fame 
and  in  the  prime  of  life.  An  expectancy  of 
many  more  years  of  service  lay  before  him, 
but  through  one  of  the  ironical  happenings 
of  fate  this  great  man  and  splendid 
physician  died  as  a result  of  an  automobile 
accident.  Dr.  Lync/h  had  accomplished 
much  during  his  years  of  practice.  Prob- 
ably his  outstanding  contribution  to  his 
specialty  was  the  one  stage  operation  of  the 
removal  of  the  larynx  for  carcinoma.  His 
operation,  because  this  operation  very  gen- 
era’ly  is  known  by  his  name,  was  some 
years  ago  considered  an  operative  impossi- 
bility, or  at  least  one  which  was  so  fraught 
with  so  great  danger  as  to  be  inadvisable. 
Dr.  Lynch  showed  that  a one  stage  largn- 
gectomy  could  be  performed  with  appro- 
priate technic  with  such  a small  death 
rate  that  the  laryngologists  throughout 
the  country  have  generally  come  to  accept 
his  ideas.  In  a considerable  number,  well 
over  one  hundred  and  seventy  of  such 
operations,  his  mortality  was  practically 
nil.  Dr.  Lynch  was  a hard,  sincere  worker. 
He  perfected  himself  in  his  science  by 
years  of  study  and  work.  It  is  said  that 
for  some  years  it  was  his  custom  to  dis- 
sect regularly  for  several  hours  three  or 
four  times  a week,  in  order  not  only  to 
learn  the  normal  anatomy  of  the  head,  but 
also  the  frequency  of  deviations  from  the 
accepted  norm. 

For  many  years  Dr.  Lynch  taught  the 
undergraduate  students  of  Tulane.  From 
1911  until  the  time  of  his  death  he  held 
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a professorial  chair  in  the  Graduate  School 
of  Medicine. 

The  death  of  Dr.  Lynch  removes  from 
New  Orleans  not  only  a great  doctor,  but 
a man  loved  by  innumerable  patients,  a 


close  and  dear  friend  to  many  of  his  col- 
leagues, and  a man  who  always  was  in- 
terested in  and  willing  in  every  way  to  for- 
ward the  aims  and  efforts  of  organized 
medicine. 


HOSPITAL  STAFF  TRANSACTIONS 


SOUTHERN  BAPTIST  HOSPITAL. 

The  regular  monthly  meeting  of  the  Southern 
Baptist  Hospital  was  held  Tuesday,  April  28.  Two 
cases  were  presented  for  discussion  and  review. 
The  first  case,  Agi*anulocytosis,  was  reported  by 
Dr.  C.  G.  Cole  and  was  discussed  by  Dr.  C.  W. 
Allen.  The  last  case  was  one  of  Cirrhosis  of  the 
Liver  presented  by  Dr.  C.  W.  Allen  and  discussed 
by  Dr.  H.  W.  E.  Walther  and  Dr.  J.  H.  Smith. 

It  was  reported  to  this  Staff  that  there  had  been 
a total  number  of  discharges  from  the  hospital 
of  606  and  17  deaths  in  the  past  month.  Four 
of  these  17  individuals  dying  in  the  hospital  came 
to  autopsy. 


FRENCH  HOSPITAL. 

A regular  meeting  of  the  French  Hospital  Staff 
was  called  to  order  Friday,  April  24,  1931  at 
8:00  p.  m.,  Dr.  M.  J.  Lyons  presiding.  Those  pres- 
ent were  Drs. : G.  C.  Anderson,  J.  N.  Ane,  C.  J. 
Brown,  L.  L.  Cazenavette,  F.  Gallo,  R.  L.  Gor- 
don, P.  Graffagnino,  W.  H.  Harris,  F.  Loria,  M. 
J.  Lyons,  M.  0.  Miller,  J.  Palermo,  J.  F.  Sicomo, 
D.  N.  Silvermann,  G.  L.  Smith,  E.  Socola  and  M. 
L.  Stadiem. 

The  minutes  of  the  last  meeting  were  read  and 
approved  and  the  report  of  deaths  and  discharges 
made  by  the  secretary.  Two  cases  of  acute  ap- 
pendicitis were  presented  by  Dr.  Graffagnino,  and 
Dr.  Gordon  presented  a case  of  pyelonephritis. 
Dr.  Stadiem  discussed  an  autopsy  performed  on 
a woman  56  years  of  age  whose  diagnosis  was 
pneumococcal  peritonitis. 

The  scientific  program  for  this  meeting  was  the 
“Management  of  Acute  Head  Injury”  presented 
by  Dr.  G.  C.  Anderson.  Dr.  Anderson  divided 
cranio-cerebral  injuries  into  two  classes: 

1.  Those  cases  with  or  without  an  associated 
cranial  injury  including  concussion,  edema,  con- 
tusion, laceration,  hemorrhage. 

2.  Those  cases  with  cranial  injuries  including 
scalp  wounds  (which  sometime  result  in  brain  abs- 
cess) and  fractures  of  the  skull.  He  then  took 
up  the  diagnosis  and  treatment  of  head  injuries. 
The  ideal  methods  of  treatment  are: 


1.  To  combat  shock  by: 

a.  External  heat. 

b.  Lowering  head. 

c.  Injections  of  glucose. 

2.  Complete  examination,  including  roentgen 
ray. 

3.  Lumbar  puncture. 

4.  Dehydration  by: 

a.  Glucose  50  per  cent  given  intravenously. 

b.  Magnesium  sulphate  given  by  mouth  or 

rectum. 

5.  Operative  treatment  for  decompression  in 
cases  in  which  hypertension  persists  in  spite  of 
conservative  treatment. 


There  being  no  further  business  the  meeting 
adjourned. 


C.  J.  Brown,  M.  D.,  Sect’y- 


STAFF  MEETING  OUR  LADY  OF  THE  LAKE 
SANITARIUM. 

The  regular  staff  meeting  of  Our  Lady  of  the 
Lake  Sanitarium  was  held  on  April  22,  1931.  The 
following  members  were  present:  Drs.  J.  M. 
Adams,  W.  B.  Chamberlin,  W.  H.  Cook,  W.  R. 
Eidson,  S.  J.  Goldfain,  W.  K.  Irwin,  R.  Jackson, 
T.  S.  Jones,  R.  C.  Kemp,  J.  W.  Lamon,  H.  W.  A. 
Lee,  M.  W.  Matthews,  J.  H.  McCaa,  T.  J.  Mc- 
Hugh, John  McKowen,  H.  G.  Morris,  H.  T.  Ni- 
colle,  W.  H.  Pipes,  H.  G.  Riche,  J.  J.  Roberts, 
E.  O.  Trahan,  R.  B.  Wallace,  C.  A.  Weiss,  L.  J. 
Williams  and  E.  Young. 

After  the  regular  routine  business  of  the  meet- 
ing, the  Clinico-Pathological  Conference  was  held. 

The  following  case  and  paper  were  discussed. 

1.  The  Schilling  Index,  Dr.  H.  T.  Nicolle. 

2.  Gas  Bacullus  Infection  of  Compound  Frac- 
ture, Dr.  T.  S.  Jones. 

K.  C.,  aged  14  years.  Admitted  April  11,  1931, 
died  April  15,  1931. 

Present  history:  On  April  9 at  8 A.  M.  he 

fell  while  pole  vaulting,  sustaining  a complete, 
compound,  transverse  fracture  of  both  bones  of 
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the  left  fore  arm.  The  radius  protruded  on  the 
flexor  surface,  tearing  a jagged  hole  about  one 
inch  in  diameter.  He  was  taken  to  a doctor  who 
put  a posterior  and  anterior  yuccha  splint,  after 
applying  tincture  of  iodine.  There  was  anesthesia 
of  little  and  inner  half  of  ring  finger.  He  was 
then  roentgen  rayed  and  the  position  of  fragments 
regarded  as  satisfactory.  Fifteen  hundred  units 
of  antitetanic  antitoxin  was  administered. 

April  10  temperature  was  103°  all  day.  He  was 
given  calomel  and  salts.  Bowels  acted  four  times. 
The  hand  was  swollen  and  noticeably  dark.  There 
was  a foul  straw  colored  discharge  and  there  was 
crackling  and  gas  bubbles  escaping  from  wound. 
The  doctor  observed  gas  and  a yellowish  thin 
foul  discharge.  The  patient  was  brought  to  Our 
Lady  of  the  Lake  at  11  A.  M.,  April  11. 

Physical  Examination:  Temperature  103.2°; 

pulse  130,  soft;  respiration  26,  shallow,  regular. 
The  examination  was  normal  except  left  fore- 
arm, hand,  elbow  and  lower  third  of  upper  arm. 
Hand  and  arm  badly  swollen,  tight,  skin  glisten- 
ing, definite  cellulitis  extending  to  the  lower  third 
of  arm,  muscles  hard  and  fixed. 

The  child  was  profoundly  under  the  influence  of 
sodium  amytal  administered  several  hours  pre- 
viously. Any  movement  of  the  elbow  was  most 
painful.  The  ends  of  the  fingers,  not  covered  by 
the  bandage,  were  very  swollen,  tight,  glistening, 
dark  blue  and  most  painful  on  manipulation.  The 
limb  was  examined  under  the  fluoroscope  and  a 
complete  transverse  fracture  of  radius  in  upper 
third  was  noted  with  good  apposition.  At  the  junc- 
ture of  the  middle  and  upper  thirds,  about  the 
center  of  the  fore-arm,  there  was  a jagged  hole, 
about  one  inch  in  diameter,  with  ragged  muscles 
and  sub-cutaneous  tissues  protruding.  Rather  free 
drainage  of  straw  colored  fluid,  thin,  very  foul 
odor;  no  emphysema  of  the  superficial  tissues 
noted;  gas  bubbles  escaped  from  wound  with  dis- 
charge. The  whole  fore-arm  and  hand  were  dark. 
No  radial  or  ulnar  pulse  could  be  detected. 

Laboratory  Reports:  Total  white  count  on  ad- 

mission was  21,000  with  92  per  cent  of  polymor- 
phonuclears. 

There  was  a marked  alteration  in  the  Schilling 
index.  Urine:  acid,  1.025;  albumen  trace;  hyaline 
casts;  moderate  amount  of  pus  and  bacteria. 

Operation.  Due  to  the  spread  of  the  gangrene 
the  left  arm  was  amputated  at  the  upper  third  at 
10:15  P.  M.  under  nitrous  oxide  and  oxygen  anes- 
thesia. A cuff  was  left  but  was  not  sutured. 

Progress  Notes  and  Treatment:  April  11.  The 
child  is  profoundly  under  the  influence  of  sodium 
amytal,  given  sometimes  ago.  It  is  at  once  ap- 
parent that  he  is  desperate  ill  and  the  parents 


are  told  that  the  infection  is  so  very  serious  that 
the  fracture,  must  for  the  present,  be  disregarded, 
and  all  efforts  directed  towards  the  infection.  He 
was  given  magnesium  sulphate  one  half  ounce, 
100  units  (20  c.c.)  of  antitoxin  perfringens,  in- 
tramuscularly, the  splint  and  dressings  removed 
and  a right  angle  splint  substituted  for  it,  with 
sterile  dressings  to  wound  and  a drip  of  1-5000 
bichloride  solution  to  keep  the  whole  soaking  wet, 
with  the  hope  of  combating  the  advancing  cellu- 
litis. The  wound  is  draining  freely,  a thin,  yellow- 
ish, distinctly  foul  dicharge. 

At  7 P.  M.  his  temperature  was  105°,  pulse  150, 
respiration  36.  Blood  count  had  increased  to 
28,000,  and  Schilling  had  increased  to  41  im- 
mature cells. 

About  this  time  he  had  a rigor.  Tempera- 
ture 107°,  pulse  about  165,  respiration  32.  Very 
delirious.  He  was  given  morphia  by  hypodermic 
to  quiet  him.  He  was  then  taken  to  the  operat- 
ing room  and  his  arm  amputated. 

When  he  was  taken  to  the  operating  room,  it 
was  with  the  idea  of  opening  up  the  limb  freely 
and  placing  adequate  drainage  tubes.  When  the 
fore-arm  and  hand  were  exposed,  it  was  found 
to  be  enormously  swollen,  gangrenous  at  the 
wrist,  hard  as  a board,  gas  and  foul  thin  discharge 
from  wound.  The  cellulitis  had  not  extended  up 
the  arm  to  any  appreciable  extent.  It  was  im- 
mediately seen  that  his  only  chance  would  be  a 
quick  amputation  above  the  infected  area. 

Under  nitrous  oxide  and  oxigen  anesthesia,  am- 
putation at  upper  third  was  quickly  done.  Time 
of  operation  was  25  minutes.  Here  the  tissues 
were  found  to  be  quite  normal  in  appearance. 
No  attempt  was  made  at  closing,  in  fact  it  was 
packed  open  with  sponges  wet  with  1 per  cent 
Dakin. 

Colon  was  washed  with  tube  and  drip  5 per  cent 
sodium  bicarbonate  and  5 per  cent  glucose  started. 
Wound  to  be  kept  wet  with  1 per  cent  Dakin. 
Twenty-five  c.c.  of  mercurochrome  1 per  cent, 
given  intravenously. 

Two  hours  after  the  operation  temperature  was 
103°,  pulse  140,  respiration  28. 

At  1 A.  M.  his  respiration  became  more  rapid 
and  very  shallow.  10  m alpha-lobelin  was  given 
intravenously.  In  five  minutes  the  most  remark- 
able improvement  was  observed.  His  breathing 
was  slower,  deeper  and  regular.  This  was  repeated 
intravenously  every  four  hours  for  four  doses. 
At  2 A.  M.  500  c.c.  normal  salt  solution  was  given 
intravenously.  Following  this  there  was  noted  a 
very  marked  improvement  in  his  color,  pulse 
volume  and  facies.  Forty-five  minutes  were  taken 
in  given  the  infusion. 
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At  6 A.  M.  he  was  quite  rational  and  drank 
a glass  of  water.  At  this  time  temperature  was 
100°,  pulse  100  and  respiration  28.  Twelve  hours 
after  operation  blood  count  was  18,900,  polynu- 
clears  94,  Schilling  48. 

The  wound  was  dressed.  It  was  clean  and  not 
swollen.  Bacterial  count  of  wound  5 to  the  field. 

During  the  forenoon  he  had  6 small  bowel  move- 
ments with  mucus  and  a little  blood  (mercuro- 
chrome?)  before  noon.  At  mid-day  he  was  given 
250  c.c.  citrated  blood.  He  had  six  more  stools 
in  the  afternoon. 

April  12  (P.  M.).  He  had  had  a good  day;  no 
pain;  thoroughly  rational  and  quite  comfortable. 
Tongue  is  still  quite  badly  coated. 

A study  of  the  case  up  to  this  point  leads  me 
to  the  following  conclusions: 

(1)  The  perfringens  antitoxin  must  have  been 
a timely  measure. 

(2)  The  bichloride  pack  apparently  had  a de- 
cidedly beneficial  effect  in  preventing  spread  of 
the  cellulitis. 

(3)  The  Coramine  undoubtedly  helped  con- 
trol the  pulse  and  combat  shock. 

(4)  I have  never  observed  any  therapeutic  re- 
sult that  was  more  positive  than  the  effect  of 
alpha-lobeline. 

(5)  The  mercurochrome  was  of  doubtful  bene- 
fit and  may  have  caused  the  bloody,  mucus  stools. 

(6)  The  infusion  of  saline  solution  was  fol- 
lowed by  a definite  improvement  in  the  pulse  vol- 
ume, his  color  and  skin  reaction. 

(7)  The  blood  transfusion  was  given  with  the 
hope  that  it  would  raise  his  resistance  and  help 
to  combat  a possible  delayed  shock. 

(8)  At  this  moment  (9  P.  M.  April  12,  1931) 
the  only  unfavorable  sign  or  symptom  is  the 
ascending  Schilling. 

April  13,  1931.  He  had  a fairly  good  night. 
Bowels  moved  6 times,  character  better  than  this 
A.  M.;  voided  30  ounces.  Condition  better.  Tem- 
perature 99°,  pulse  100,  respiration  26.  Blood 
count  13.475,  polys  81,  immature  cells  41.  Wound 
clean;  no  drainage  or  swelling;  not  tender.  Bac- 
terial count  15  per  field;  gram  positive  bacteria. 

A little  after  2 P.  M.  he  began  to  have  inter- 
mittent pain  in  arm  and  shoulder.  Temperature 
went  up  to  104°,  pulse  126,  respiration  32  at 
8 P.  M.  Blood  count  at  four  P.  M.  was  12,050, 
polys  80,  immature  40.  The  wound  was  examined. 
It  was  clean,  no  discharge  or  odor  but  there  was 


a decided  cellulitis  of  arm,  shoulder,  axilla,  and 
it  appeared  to  be  spreading  to  pectoral  and  scapu- 
lar regions.  No  gas  or  emphysema  could  be  found. 

A cold  boric  acid  dressing  was  substituted  for 
the  Dakin  pack.  At  11  P.  M.  temperature  was 
101.6°,  pulse  106,  respiration  26. 

Drs.  Eidson  and  McHugh  were  called  into  con- 
sultation and  also  Drs.  E.  M.  Toler  and  Clovis 
Toler  arrived  and  joined  the  discussion.  It  was 
divided  that  while  the  descending  count  and  the 
Schilling  were  hard  to  reconcile  to  a spread  of  the 
infection,  it  would  be  wise  to  repeat  the  perfrin- 
gens antitoxin.  Accordingly,  100  units  were  ad- 
ministered, intramuscularly. 

April  14  (A.  M.).  Patient  slept  at  mid-night 
and  appeared  more  comfortable.  Pulse  gradually 
grew  worse  until  at  2 A.  M.  it  reached  160.  Tem- 
perature 102.6°,  respiration  30. 

Drs.  Eidson  and  McHugh  met  with  me  at  9 
A.  M.  to  discuss  the  case.  The  patient’s  general 
condition  appeared  quite  good.  The  wound  was 
clean,  no  odor,  and  exuding  a straw-colored,  thin 
fluid.  The  cellulitis  had  extended  in  all  direc- 
tions, was  a little  tighter  and  there  was  a slight 
discoloration  of  the  skin  over  the  deltoid  region 
and  a little  posterior  to  the  point  of  the  shoulder. 
Blood  count  28,000,  polys  84,  immature  cells  59. 
Dr.  Nicolle  isolated  a gram  negative  organism, 
anaerobic,  which  he  classied  as  C.  edematis 
maligni. 

At  10:30,  his  pulse  was  very  soft,  120.  Blood 
pressure  taken  at  this  time  was  90/0. 

It  is  difficult  to  reconcile  the  patient’s  apparent 
comfort,  entire  absence  of  any  sort  of  physical 
pain,  to  the  blood  count  and  bacterial  count  of 
the  wound  fluid,  and  also  the  blood  pressure,  all 
of  which  foretell  that  the  end  is  not  many  hours 
off. 

A study  of  the  blood  reveals  a toxic  change 
which  is  manifested  by  a number  of  punched  out 
vacuoles  in  the  leukocytes. 

At  12  noon,  he  was  given  500  c.c.  of  normal 
saline  solution  with  adrenaline.  At  2 P.  M.  tem- 
perature 98.8°,  pulse  110,  respiration  26.  Patient 
feels  perfectly  comfortable.  Pulse  is  weak  and 
wavering.  Blood  count  30,400,  polys  89  per  cent, 
immature  cells  48.  He  is  entirely  rational  and 
taking  nourishment  and  fluids  well. 

He  was  quite  and  uncomplaining  until  about 
4 P.  M.  At  that  time  temperature  100°.  At  6 
P.  M.  still  complaining.  At  this  time  temperature 
98°,  pulse  118,  respiration  28. 

At  8 P.  M.  Drs.  Toler  and  Eidson  met  me.  Tem- 
perature 98°,  pulse  cannot  be  counted.  The  swell- 
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ing  had  spread  across  the  back  to  opposite  shoul- 
der up  along  the  side  of  neck,  over  the  anterior 
chest  wall  to  sternum  and  down  the  side  to  the 
crest  of  the  ilium.  He  is  rational  but  complaining 
of  pain  in  shoulder,  arm  and  back.  Blood  count 
34,600,  polys  77. 

9 P.  M.  Temperature,  97  4-5°;  pulse  imper- 
ceptible; thoroughly  conscious;  color  remarkably 
good.  To  look  at  the  patient  casually  one  would 
not  regard  him  as  being  seriously  sick. 

10  P.  M.  Heart  130  per  minute,  no  murmurs. 
No  sign  of  radial  pulse;  cold;  wet  with  sweat;  color 
somewhat  pale;  perfectly  conscious.  He  has  taken 
5 glassfuls  of  water  in  the  last  hour.  No  pain. 
He  seems  to  be  somewhat  apprehensive;  very 
restless;  cyanosis  beginning.  Very  thirsty.  Ob- 
servant of  every  happening  about  him.  Very  rest- 
less. 

At  1 A.  M.  he  was  extremely  cyanosed,  and 
he  began  to  cough  and  struggle  for  breath;  dysp- 
noea and  cough  grew  worse;  expectorating  frothy 
mucus,  blood  stained;  chest  filling  (pulmonary 
edema).  He  is  perfectly  conscious.  He  says  that 
he  is  dying.  He  called  his  father,  who  was  at 
the  bedside,  and  in  a manly,  courageous,  almost 
formal  manner,  raised  his  arm  anj)  shook  hands 
with  him.  He  then  called  his  mother  and  bade 
her  good-bye  with  almost  his  last  breath.  A little 
frothy  mucus  came  from  his  mouth  and  nosti’ils 
and  he  died  at  1:18  A.  M. 

Pathologic  Report:  Examination  of  left  fore- 
arm shows  a large  gangrenous  area  on  the  flexor 
surface  extending  from  about  the  junction  of  the 
middle  and  upper  third  down  to  practically  the 
wrist.  This  gangrenous  condition  extends  to  the 
bones.  The  hand  is  very  much  swollen  as  is  the 
remainder  of  the  fore-arm  and  elbow.  On  disect- 
ing  the  blood  vessels,  we  find  the  ulnar  and  radius 
show  necrosis  about  two  inches  below  their  bi- 
furcation. From  about  this  part  to  the  wrist  the 
deeper  and  superficial  tissues  show  a large  amount 
of  edema.  There  are  apparently  some  pockets  of 
gas  in  the  deep  tissues. 


MISSISSIPPI  BAPTIST  HOSPITAL. 

The  staff  of  the  Mississippi  Baptist  Hospital, 
Jackson,  met  in  monthly  session  on  Tuesday,  May 
5,  at  6:30  P.  M.,  with  our  newly  elected  president, 
Dr.  Robin  Harris,  in  the  chair.  The  “feed,”  as 
usual,  was  excellent.  Thirty-five  were  present  out 
of  a staff  membership  of  thirty-eight.  In  this  con- 
nection, I believe  we  have  the  largest  average  at- 
tendance in  meetings  of  any  staff,  anywhere, 
whose  membership  comprises  more  than  twenty- 
five  active  men. 

After  the  invocation  and  during  the  progress 
of  the  dinner  the  hospital  superintendent,  Rev. 
Wayne  Alliston,  gave  us  a fine  inspirational  talk. 


Dr.  W.  F.  Hand  presented  a report  of  a case 
of  congenital  atresia  of  the  cervix  uteri,  which 
he  was  able  to  give  complete  relief  from  pain  at 
menstrual  periods  following  a slight  operative  pro- 
cedure. 

Dr.  Temple  Ainsworth  next  reported  and  illus- 
trated with  roentgen  ray  studies  a hematoma  dis- 
placing the  urinary  bladder.  Dr.  E.  B.  Van  Ness 
assisted  him  in  the  exhibition  of  the  plates.  This 
report  was  discussed  by  Dr.  F.  L.  Van  Alstine. 

Very  interesting  was  a report  of  a case  of 
agranulocytosis  by  Dr.  H.  R.  Shands.  This  case 
is  now  in  the  hospital  apparently  convalescing. 
Patient  is  a physician,  seventy-three  years  of  age. 
The  history  briefly  summarized,  was  as  follows: 
Following  the  passage  of  a hard  stool  there  was 
intense  pain  in  the  rectum  with  high  temperature. 
Clinically  at  this  stage  the  case  simulated  pneu- 
monia. On  admission  to  the  hospital  the  blood 
count  showed  a marked  leukopenia  with  only  4 
per  cent  polymorphonuclear  neutrophiles.  Next 
day  the  count  showed  only  one  neutrophile  in  a 
count  of  three  hundred  cells.  On  evacuation  of 
pus  from  perirectal  abscess,  the  neutrophile  count 
reached  40  per  cent  in  24-hours  and  60  per  cent 
in  48-hours. 

Thomas  J.  Crofford,  Staff  Editor. 


HOTEL  DIEU,  NEW  ORLEANS. 

The  regular  monthly  meeting  of  the  Visiting 
Staff  of  Hotel  Dieu  was  held  Monday,  May  18, 
1931,  Dr.  Theodore  J.  Dimitry  presiding.  There 
were  fifty-one  members  present. 

The  scientific  program  comprised : 

1.  A case  of  Larva  Migrans  with  microscopic 
demonstration  of  the  parasite  in  the  tissues  was 
presented  by  Dr.  Maurice  Couret. 

Abstract:  Larva  Migrans  or  “Creeping  Erup- 
tion” is  a disease  caused  by  a worm  thought  to 
belong  to  the  uncinaria  family.  It  is  about  1 mm. 
in  length  and  rather  dark  in  color.  The  disease 
is  characterized  by  a skin  eruption  that  has  the 
general  appearance  of  the  mounds  that  moles 
build  in  the  ground.  The  parasite  which  burrs 
through  the  upper  layer  of  the  skin  will  go  for- 
ward for  a distance  and  then  retract  its  steps; 
frequently  criss-crossing  its  path  several  times. 
If  one  attempts  to  recover  the  larva  where  it  has 
already  passed,  it  will  invariably  be  missed;  it 
is  necessary  to  procure  tissue  some  distance  in 
^ront  or  to  the  side  of  where  the  skin  lesion 
ends  to  be  successful. 

The  eruption  is  red  in  color  and  slightly  raised 
and  rough,  and  where  the  larva  has  already 
passed,  it  forms  a crust.  It  is  very  superficial  be- 
cause the  larva  migrates  along  the  lower  part 
of  the  epithelial  covering  of  the  skin  and  along 
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the  hair  follicles.  The  rate  of  travel  is  quite  fast 
at  times  and  quite  slow  at  others;  it  may  travel 
as  much  as  four  cms.  per  day.  The  migration 
is  done  mostly  at  night.  There  is  usually  one 
parasite;  seldom  more  than  two. 

Most  frequently  the  eruption  is  on  parts  of 
the  body  that  are  most  likely  to  be  exposed,  e.  g. 
hands,  feet,  legs  or  face  however  it  may  occur 
anywhere  on  the  body. 

The  infection  is  usually  picked  up  along  the 
seashore;  Florida  has  reported  many  cases;  in 
New  Orleans  there  have  been  many  cases  seen, 
but  all  of  them  are  from  the  country  or  seashore 
and  in  sandy  localities. 


This  case  was  discussed  by  Dr.  Thomas  A.  Max- 
well and  Dr.  A.  L.  Levin. 


2.  A brief  survey  of  the  importance  of  Chemi- 
cal Analysis  of  the  Blood  in  Clinical  Medicine  was 
discussed  by  Dr.  Aldea  Maher. 

Abstract:  Diabetes  Mellitus  is  diagnosed  by  a 
high  blood  sugar,  while  renal  diabetes  and  alimen- 
tary glycosemia  give  low  blood  sugar  values.  Dia- 
betes, hyperendocrine  conditions  and  gastrointes- 
tinal malignancy  may  give  a high  sustained  glu- 
cose tolerance  curve  while  hyperendocrine  condi- 
tions give  a low  curve. 

The  three  types  of  acidosis  were  discussed,  the 
first  type  commonly  known,  with  a low  carbon 
dioxide  combining  power  and  acetone  in  urine 
found  in  diabetes  and  all  conditions  showing  in- 
complete oxidation  of  fats;  the  second  type  due 
to  phosphate  retention,  having  a low  carbon 
dioxide  combining  power  but  no  acetone  in  the 
urine,  usually  found  in  nephritis;  and  the  third 
type  due  to  defective  elimination  of  carbon 
dioxide  from  the  lungs  found  in  heart  disease, 
showing  a low  carbon  dioxide  and  no  acetone  in 
the  urine. 

Alkalosis  simulates  acidosis  very  closely  clini- 
cally but  the  carbon  dioxide  combining  power  is 
high.  It  is  produced  by  excessive  does  of  sodium 
bicarbonate  and  is  found  in  gastric  disorders. 

Nephritis  may  be  divided  chemically  into  three 
types.  First,  nephritis  with  nitrogen  retention 
found  in  chronic  interstitial  nephritis — also  in 
acute  and  subacute  nephritis,  amyloid  and  poly 
cystic  disease,  calculus  suppression,  renal  tuber- 
culosis, pyelonephritis,  retention  from  stricture 
or  prostatic  enlargement;  second,  nephritis  with- 
out nitrogen  retention  but  with  inability  of  kid- 
neys to  excrete  water  and  sodium  chloride,  found 
principally  in  chronic  parenchymatous  nephritis 
and  “nephrosis”  with  edema — here  negative  find- 
ings are  of  great  diagnostic  importance;  and 


third,  a combination  of  these  two  found  in  acute 
and  subacute  nephritis. 

In  pregnancy  the  chemical  constituents  may  be 
normal  or  low.  They  remain  low  in  uncompli- 
cated cases  of  eclampsia  and  toxemias.  This  is 
a means  of  differentiating  uncomplicated  toxemias 
and  eclampsia  from  nephritis  with  retention.  The 
icterus  index  and  Van  der  Burgh  are  often  of 
value  during  the  course  of  pregnancy  as  they 
may  give  an  index  of  the  first  damage  to  the 
liver  before  clinical  symptoms  appear. 

There  are  two  kinds  of  tetany — that  having  a 
low  blood  calcium  and  benefited  by  calcium  ad- 
ministration, and  that  having  a normal  serum  cal- 
cium and  not  benefited  by  calcium  administration. 
There  are  many  diseases  besides  tetany  that  show 
a low  calcium,  such  as  tuberculosis,  asthma,  chronic 
arthritis,  serum  sickness,  hypersensitiveness,  hay 
fever,  purpura,  hemophilia,  epilepsy,  many  ob- 
scure nervous  conditions  and  removal  of  the 
parathyroids. 

Rickets  is  a disease  of  phosphorus  deficiency. 
Phosphorus  content  varies  in  nephritis  and  in 
fractures.  In  fractures  there  is  a rise  during 
the  process  of  union;  when  healing  is  complete 
it  falls  again  to  normal.  In  non-union  of  fractures 
it  is  said  there  is  no  phosphate  rise. 

In  diseases  of  the  liver  and  biliary  tract,  the 
icterus  index  and  Van  der  Burgh  reaction  are  of 
value.  A prompt  direct  Van  den  Burgh  reaction 
means  complete  obstruction  of  the  bile  ducts  due 
to  stones,  edema  of  the  mucous  lining  or  stoppage 
by  a mucus  plug;  a faint  reaction  of  this  type 
indicates  cirrhosis  or  malignancy  of  the  liver. 
A delayed  direct  reaction  indicates  a jaundice 
due  to  hemorrhage  or  effusion  independent  of  the 
liver.  A biphasic  usually  indicates  a catarrhal 
jaundice.  An  indirect  reaction  indicates  a per- 
nicious anemia  or  a choluric  jaundice.  The  Van 
den  Burgh  is  an  estimation  of  the  bilirubin  con- 
tent. Bilirubin  content  is  elevated  in  diseases  of 
the  liver,  also  exhepatic  conditions  of  a hemoly- 
tic nature  such  as  those  accompanying  infections 
diseases,  pernicious  anemia,  hemolytic  anemia  and 
rupture  of  blood  vessels.  A low  value  is  found 
in  secondary  anemia,  therefore  the  bilirubin  con- 
tent, is  of  value  in  differentiating  a pernicious 
anemia  from  a secondary  enemia. 


This  paper  was  discussed  by  Drs.  J.  Birney 
Guthrie,  Louis  Levy,  Peter  B.  Salatich,  Jerome 
Landry,  Monte  F.  Meyer  and  A.  L.  Levin. 


The  statistical  report  for  the  month  of  April 
was  read,  and  several  of  the  deaths  occuring  dur- 
ing the  month  were  discussed. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


CALENDAR. 

June  1. — Eye,  Ear,  Nose  and  Throat  Hospital 
Staff,  at  8 P.  M. 

June  5. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

June  8.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8.  P.  M. 

June  10. — Touro  Infirmary  Staff,  8 P.  M. 

June  12. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

June  12. — French  Hospital  Staff,  8 P.  M. 

June  15. — Hotel  Dieu  Staff,  8 P.  M. 

June  16. — I.  C.  R.  R.  Hospital  Staff,  8 P.  M. 

June  16. — Charity  Hospital  Staff,  Medical  Section, 
8 P.  M. 

June  17. — Charity  Hospital,  Surgical  Section, 
8 P.  M. 

June  18. — Eye,  Ear,  Nose  and  Throat  Club,  8 P.  M. 

June  18. — New  Orleans  Hospital  Council,  French 
Hospital,  8 P.  M. 

June  19. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

June  19. — Mercy  Hospital  Staff,  8 P.  M. 

June  22.— ORLEANS  PARISH  MEDICAL 
SOCIETY,  8 P.  M. 

June  26. — Pathological  Conference,  Hotel  Dieu, 
11  A.  M.  to  12  Noon. 

During  the  month  of  May,  besides  the  regular 

meeting  of  the  Board  of  Directors,  the  Society 

held  two  scientific  meetings. 

At  the  scientific  meeting  held  May  11  the  pro- 
gram was  as  follows: 

“Cystocele  and  Uterine  Prolapse.” 

By: Dr.  Hilliard  E.  Miller 

Discussed  by  Dr.  H.  W.  Kostmayer. 

“Histamine  in  Asthma.” 

By: Dr.  Narcisse  F.  Thiberge 

Discussed  by  Drs.  J.  Holmes  Smith,  Jr.,  Allan 
Eustis,  A.  L.  Levin  and  I.  L.  Robbins. 


At  the  meeting  held  May  25  the  following  papers 
were  read  and  discussed: 

“Formation  of  Arterio-venous  Fistula  between 
the  Common  Carotid  Artery  and  the  Internal 
Jugular  Vein,  for  Relief  of  Sequellae  of 
Aortic  Aneurysm.” 

By: Dr.  Ambrose  H.  Storck 

Discussed  by  Dr.  Rudolph  Matas. 

“Painful  Feet.” 

By Dr.  Earl  Hyman 

Discussed  by  Dr.  Edward  S.  Hatch. 

“Practical  Consideration  in  the  Reduction  of 
the  Cancer  Mortality.” 

By: Dr.  Urban  Maes 

The  attendance  at  both  of  these  meetings  was 
very  good. 


The  special  committee  report  of  the  Board  of 
Directors  on  Radio  Talks  sponsored  by  the  Orleans 
Parish  Medical  Society  was  read  at  the  meeting 
held  May  11  and  was  finally  acted  upon  at  the 
meeting  held  May  25. 


A letter  from  Dr.  J.  H.  Musser,  Editor  of  the 
New  Orleans  Medical  and  Surgical  Journal  came 
in  to  the  Secretary’s  office  requesting  news  items 
of  all  sorts.  The  members  are  respectfully  asked 
to  cooperate  in  this  matter  and  send  in  any  per- 
sonal news  to  our  office. 


The  committee  an  arrangements  for  the  com- 
ing meeting  of  the  Southern  Medical  Association 
has  begun  work.  The  following  is  a list  of  com- 
mittees appointed  by  the  President,  Dr.  Irwin: 

Dr.  Frederick  L.  Fenno,  General  Chairman. 
Vice-Chairmen:  Drs.  Homer  Dupuy,  Ansel  Caine, 
Foster  M.  Johns  and  Sidney  K.  Simon. 

Finance:  Dr.  John  A.  Lanford. 

Drs.  E.  L.  Leckert,  Frank  J.  Chalaron,  Louis 
Levy,  Robert  Bernhard  and  0.  W.  Bethea. 

Entertainment:  Dr.  Homer  Dupuy. 

Drs.  H.  E.  Bernadas,  W.  P.  Gardiner,  John 
Signorelli  and  H.  R.  Unsworth. 
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Membership:  Dr.  Hermann  B.  Gessner. 

Drs.  Geo.  B.  Collier,  T.  B.  Sellers,  J.  D.  Rives, 
P.  J.  Carter,  E.  E.  Allgeyer  and  C.  Grenes  Cole. 

Hotels:  Dr.  Wm.  H.  Seemann. 

Drs.  H.  B.  Alsobrook,  C.  H.  Tyrone,  Adolph 
Jacobs,  S.  B.  McNair,  T.  T.  Gately,  I.  L.  Rob- 
bins and  J.  E.  Landry. 

Meeting  Places:  Dr.  E.  L.  King. 

Drs.  J.  A.  Danna,  F.  R.  Gomila,  J.  T.  Nix,  J. 
J.  Irwin,  E.  H.  Robin  and  Jules  E.  Dupuy. 

Clinics:  Dr.  Isidore  Cohn. 

Drs.  John  F.  Dicks,  S.  Hobson,  P.  H.  Jones, 
Walter  E.  Levy,  Arthur  Vidrine,  W.  R.  Metz, 
Maurice  J.  Gelpi  and  P.  Graffagnino. 

Publicity:  Dr.  H.  W.  E.  Walther. 

Drs.  A.  E.  Fossier,  P.  T.  Talbot,  M.  J.  Lyons 
and  H.  W.  Kostmayer. 

Alumni  Reunions:  Dr.  Roy  B.  Harrison. 

Drs.  W.  F.  Henderson,  W.  R.  Wirth,  Arthur 
Caire,  Jr.,  J.  W.  Reddoch  and  W.  R.  Brewster. 

Fraternity  Luncheons:  Dr.  H.  Theodore  Simon. 

Drs.  H.  A.  Bloom,  S.  C.  Lyons,  Sam  C.  Cohen 
and  Geo.  F.  Roeling. 

Badges  and  Signs:  Dr.  Charles  A.  Bahn. 

Drs.  F.  L.  Loria,  J.  E.  Brierre,  T.  E.  Clements, 
J.  F.  Sicomo,  J.  W.  Rosenthal  and  W.  A. 
Wagner. 

Scientific  Exhibits:  Dr.  Daniel  N.  Silverman. 

Drs.  Amedee  Granger,  Ambrose  H.  Storck,  J. 
J.  Wymer  and  Robt.  A.  Strong. 

Information:  Dr.  J.  H.  Musser. 

Drs.  Randolph  Lyons,  G.  C.  Anderson,  A.  V. 
Friedrichs,  B.  J.  DeLaureal,  E.  Z.  Brown  and 
H.  Y.  Sims. 

Transportation:  Dr.  Lucien  A.  LeDoux. 

Drs.  P.  F.  Murphy,  M.  O.  Miller,  H.  D.  Ogden, 
Wm.  W.  Leake  and  M.  T.  Van  Studdiford. 

Golf:  Dr.  Allan  Eustis. 

Drs.  Val  H.  Fuchs,  J.  P.  O’Kelley,  Leon  J. 
Menville,  W.  H.  Harris,  L.  A.  Fortier,  C.  P. 
Brown,  Henry  Blum  and  Julian  H.  Lombard. 
Mrs.  H.  Theodore  Simon  (golf  women). 

Trap  (Skeet)  Shooting:  Dr.  Chaille  Jamison. 

Drs.  L.  C.  Chamberlain,  F.  M.  Johns  and  Allan 
Eustis. 


Women  Physicians:  Dr.  Maud  Loeber. 

Drs.  Florence  R.  Gilpin,  Lucy  Scott  Hill,  Kath- 
erine Havard,  Rena  Crawford  and  Elizabeth 
Bass. 

Ladies  Entertainment:  Mrs.  J.  A.  Storck  and 

Women’s  Auxiliary. 

Commercial  Exhibits:  Dr.  W.  A.  Reed. 

Drs.  J.  A.  O’Hara,  J.  R.  Hume,  C.  C.  Bass,  G. 
H.  Hauser  and  E.  C.  Samuel. 


We  regret  to  report  the  death  of  two  of  our 
active  members,  Dr.  R.  Clyde  Lynch  and  Dr.  B.  A. 
Ledbetter. 


The  third  quarterly  premium  on  the  group  insur- 
ance policy  will  be  due  June  5 and  amounts  to 
$13.65.  Please  send  in  your  check  to  cover  at  once. 


Dr.  Alva  G.  Thomas  has  resigned  from  the 
Society  beause  of  removal  from  the  State.  We  re- 
gret very  much  to  learn  of  this  resignation  but 
wish  Dr.  Thomas  success  in  his  new  field. 


New  Orleans,  La.,  May  19,  1931. 

American  Medical  Association 
American  Physiotherapy  Association 
Philadelphia,  Pa.,  June  8-12  1931. 

Dear  Doctor: 

For  the  accommodation  of  the  physicians  and 
their  families  attending  the  meetings  of  the  Ameri- 
can Medical  and  Physiotherapy  Associations  in 
Philadelphia  June  8 to  12,  I have  arranged  for 
the  Louisville  and  Nashville  Railroad  to  operate 
one  or  more  extra  sleepers  from  New  Orleans  to 
Philadelphia  on  their  de  luxe  train  “The  Crescent 
Limited”  leaving  New  Orleans  at  8:45  P.  M.  on 
June  6 arriving  Philadelphia  at  7:20  the  morning 
of  the  eighth,  thereby  offering  us  exclusive  Pullman 
accommodations,  to  say  nothing  of  the  every  mod- 
ern travel  comforts  offered  by  this  train,  such  as 
club  and  observation  cars,  which  are  equipped  with 
ladies  and  gentlemen’s  shower  bath,  maid  and  valet, 
etc. 

Reduced  fares  on  the  certificate  plan  on  basis  of 
one-half  of  the  regular  one  way  fare  applying  for 
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the  transportation  of  the  physicians  and  the  de- 
pendent memebrs  of  their  families  atending  this 
convention.  Under  this  plan,  one  purchases  a reg- 
ular one  way  full  fare  ticket  for  going  passage  to 
Philadelphia  which,  from  New  Orleans,  for  ex- 
ample is  $45.10,  and  secures  a certificate  receipt 
for  same  at  time  of  purchase.  If  150  or  more  of 
such  certificate  receipts  are  presented  to  seceretary 
at  the  meeting,  they  will  be  validated  by  him  and 
entitle  holder  thereof  to  return  transportation  from 
Philadelphia  at  one-half  fare  or  at  $22.55  to  New 
Orleans.  Tickets  at  this  reduced  fare  will  be  avail- 
able for  going  passage  on  any  date  June  4 to  10 
inclusive  and  will  be  valid  for  x’eturn  trip  from 
Philadelphia  on  any  date  June  8 to  16  inclusive. 

The  Pullman  fares  between  New  Orleans  and 
Philadelphia  in  either  direction  are  $13.50  for  a 
lower  berth,  $10.85  for  an  upper,  $24.30  for  a sin- 
gle occupancy  section,  $38,25  for  a compartment 
and  $48.00  for  a drawing  room. 

It  is  especially  desired  that  a large  delegation  of 
physicians  from  New  Orleans  and  Louisiana  attend 
this  meeting  of  the  American  Medical  Association 
since  New  Orleans  has  extended  an  invitation  for 
the  1932  convention  to  be  held  in  our  city.  Please 
make  your  arrangements  for  attending  and  secure 
your  reservations  as  early  as  possible. 

Pullman  reservations  may  be  aranged  through 
Mr.  E.  H.  Stoll,  City  Passenger  Agent  Louisville 
& Nashville  Railroad,  229  St.  Charles  Street,  tele- 
phone RAymond  4687. 

Yours  very  truly, 

Emmett  Irwin,  M.  D., 

President,  Orleans  Parish  Medical  iSociety. 


TREASURER’S  REPORT. 


Actual  Book  Balance  3/31/31 $2,574.69 

Receipts  2,258.00 


$4,832.69 

Expenditures  $3,794.29 

Actual  Book  Balance  4/30/31 $1,038.40 


LIBRARIAN’S  REPORT. 

One  hundred  and  four  books  have  been  added  to 
the  Library  during  April.  Of  these  3 were  re- 
ceived from  the  New  Orleans  Medical  and  Surgical 
Journal,  10  by  purchase,  47  by  binding  and  34  by 
gift.  New  titles  of  recent  date  are  listed  below. 

A very  successful  meeting  of  the  Medical  Library 
Association  was  held  during  the  month  of  May. 
There  were  present  at  this  meeting  36  medical 
librarians  from  all  over  the  country.  In  addition 
to  the  business  and  scientific  program  a large 
number  of  entertainments  were  provided  for  these 
visiting  guests.  Particular  enjoyment  was  derived 
from  Dr.  Matas’  splendid  talk.  The  Librarians  also 
enjoyed  greatly  their  trip  through  the  Vieux  Carre. 


NEW  BOOKS. 

Simkins — Textbood  of  Human  Embryology.  1931. 

Kitchens — Symptoms  and  Disease  Applied  to 
Mathematical  Diagnosis.  1930. 

Reed — Operative  Obstetrics  on  the  Maniken.  1931. 

Winton — Human  Physiology.  1931. 

Ewing — Aphasia  in  Children.  1930. 

Moorhead — Traumatherapy.  1931. 

Meyer — Cancer.  1931. 

Coburn — Factor  of  Infection  in  the  Rheumatic 
State.  1931. 

Lovett — Lateral  Curvature  of  the  Spine.  1931. 

Pickett — Thomson  Research  Laboratory — Annals, 
v.  6.  1930. 

Potter — Therapeutics,  Materia  Medica,  Phar- 
macy. 1930. 

Lynch — Protozoan  Parasitism  of  the  Alimentary 
Tract.  1930. 

Morley — Haemorrhoids.  1929. 

Howard — Diagnosis  and  Treatment  of  Pneu- 
monia. 1930. 

Oxford  Surgery  v.  3 pt.  2.  1931. 

French — Index  of  Differential  Diagnosis.  1928. 

Robery — Headache.  1930. 

Interstate  Post — Graduate  Medical  Association 
of  North  America.  Proceedings,  v.  1-5  1925-29. 

H.  Theodore  Simon,  M.  D., 
Secretary. 


LOUISIANA  STATE  ME  DICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


IMPORTANT  NOTICE. 

Attention  is  called  to  the  fact  that  at  the  recent 
meeting  of  the  Louisiana  State  Medical  Society 
the  House  of  Delegates  pass  'd  a resolution  where- 
by it  becomes  possible  for  internes  to  join  parish 
societies  with  a reduction  of  dues,  so  that  the 
total  to  be  paid  by  these  men  amounts  to  only 
$2.00.  This  sum  includes  subscription  to  the 
New  Orlears  Medical  and  Surgical  Journal,  but 
does  not  include  legal  defense  or  the  power  to 
vote  in  the  State  Society. 

It  is  earnestly  hoped  that  physicians  throughout 
the  State  will  encourage  internes  in  the  various 
hospitals  to  become  members  of  organized  medi- 
cine. It  is  never  too  early  to  start,  and  the 
young  physician  should  become  interested  in  or- 
ganized medicine  and  should  have  his  attention 
directed  to  the  benefits  derived  from  it  as  soon 
as  he  becomes  a graduated  physician. 


THE  AMERICAN  MEDICAL  ASSOCIATION  IN 
PHILADELPHIA. 

All  Fellows  of  the  American  Medical  Associa- 
tion have  recently  received  official  notification 
that  the  Annual  Meeting  of  this  great  organiza- 
tion will  be  held  in  Philadelphia,  Pennsylvania 
from  Monday,  June  8 to  Friday,  June  12.  The 
comprehensiveness  of  this  meeting,  its  magnificent 
scientific  exhibit,  and  the  splendid  papers  that  are 
presented  make  it  the  most  outstanding  medical 
meeting  of  the  year.  To  those  physicians  who 
are  not  members  of  the  organization,  and  who 
have  not  attended  the  meetings,  we  earnestly 
recommend  that  they  go  to  just  one  of  these 
meetings,  see  what  they  are  doing,  and  come 
away  firmly  imbued,  we  are  sure,  with  the  desire 
to  become  active  members  of  the  organization. 


SEVENTH  DISTRICT  MEDICAL  SOCIETY. 

You  are  cordially  invited  to  come  to  the  Ma- 
jestic Hotel  in  Lake  Charles,  La.,  on  the  eighteenth 
day  of  June,  1931,  at  seven  o’clock  p.  m.,  to 
assist  in  receiving  and  entertaining  Dr.  John 
Elliott  and  Dr.  John  T.  Nix  of  New  Orleans,  La. 

Dr.  Elliott  will  discuss  the  subject,  “Streptococ- 
cus Viridans  Endocarditis.” 

Dr.  Nix  “The  Surgical  Handling  of  Malignancy 
Occurring  in  the  Gastro-intestinal  Tract.” 

Dr.  T.  H.  Watkins  “A  Case  Report.” 


This  is  going  to  be  an  interesting  meeting  and 
every  doctor  in  the  district  should  make  an  effort 
to  be  present. 

Very  truly  yours, 

Dr.  V.  A.  Miller,  Pres.  Dr.  W.  C.  Heinen,  Sec. 

Banquet 

NEW  ORLEANS  CHAPTER  OF  PAN  AMERICAN 
MEDICAL  ASSOCIATION  ORGANIZED. 

At  the  call  of  Dr.  Arthur  Vidrine,  and  Dr. 
Rigney  D’Aunoy,  a number  of  prominent  New 
Orleans  physicians  met  in  the  library  of  the 
Charity  Hospital  for  the  purpose  of  organizing 
a chapter  of  the  Pan  American  Medical  Associa- 
tion. 

The  Pan  American  Medical  Association,  estab- 
lished 10  years  ago,  has  for  its  objects  the  pro- 
motion of  intimate  relations,  scientific  and  other- 
wise, between  physicians  and  surgeons  of  the 
western  hemisphere  with  the  idea  of  advancing 
medical  knowledge  and  interchanging  professors 
of  various  medical  subjects  between  different  seats 
of  learning,  and  the  development  of  inter-Ameri- 
can scientific  literature  by  means  of  official  pub- 
lications and  an  international  lending  library. 

Chapters  of  the  organization  exist  at  present  in 
N.  Y.  City;  Rochester,  Minn.;  Baltimore;  Atlanta; 
Miami;  Chicago;  Detroit;  Havana,  Cuba;  Matan- 
zas,  Cuba;  Santiago,  Cuba;  Panama;  Merida,  Mex. ; 
Mexico  City;  San  Jose,  Costa  Rica;  Caracas,  Ven- 
ezuela; Sao  Paulo,  Brazil;  Buenos  Aires,  Argen- 
tine; Bogota,  Colombia. 

At  the  organization  of  the  New  Orleans  chap- 
ter the  following  officers  were  elected: 

President,  Dr.  Aristides  Agramonte. 

Vice-President,  Dr.  P.  F.  Murphy. 

Secretary,  Dr.  Rigney  D’Aunoy. 

Treasurer,  Dr.  Gilbert  Anderson. 

The  charter  members  enrolled  were  as  follows: 

Drs.  A.  Agramonte,  P.  F.  Murphy,  Rigney 
D’Aunoy,  H.  C.  Magee,  Roy  Wright,  J.  B.  Guthrie, 
F.  A.  Overbay,  E.  A.  Socola,  Henry  Blum,  A.  L. 
Levin,  Arthur  Vidrine,  Park  Howell,  Lucien  For- 
tier, Philip  J.  Carter,  Shirley  Lyons,  P.  J.  Kahle, 
Jerome  Landry,  M.  O.  Miller,  Amedee  Granger, 
J.  O’Hara,  Homer  Dupuy,  Jas.  T.  Nix,  L.  Von 
Meysenbug.  M.  J.  Gelpi,  Peter  Graffagnino,  H.  V. 
Sims,  W.  A.  Love,  Gilbert  Anderson,  J.  H.  Con- 
nell, C.  J.  Tripoli,  J.  N.  Roussel,  Suzanna  Schaefer, 
R.  R.  Roberts,  John  Signorelli,  Emmett  Irwin. 
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It  was  unanimously  voted  to  invite  the  Associa- 
tion to  hold  its  1932  Congress  in  the  City  of 
New  Orleans,  and  Dr.  Aristides  Agramonte  was 
elected  a delegate  to  the  1931  Congress  to  be 
held  in  Mexico  City  July  12-16  with  instructions 
to  extend  such  an  invitation. 


PREVENTION  OF  BLINDNESS  COURSES. 

Four  universities  will  offer  courses  for  the  train- 
ing of  teachers  and  supervisors  of  sight-saving 
classes  this  summer,  it  is  announced  by  Mrs.  Wini- 
fred Hathaway,  Associate  Director  of  the  National 
Society  for  the  Prevention  of  Blindness.  The 
courses  will  be  given  as  follows: 

Tulane  University,  New  Orleans,  La.,  June  15 
to  July  24. 

University  of  Chicago,  June  22  to  July  24. 

State  Teachers  College,  Buffalo,  N.  Y.,  June 
29  to  August  7. 

Teachers  College,  Columbia  University,  N.  Y., 
July  6 to  August  14. 

“At  present,  there  are  fewer  than  400  sight- 
saving classes  in  the  United  States.  Inasmuch  as 
the  National  Society  for  the  Prevention  of  Blind- 
ness estimates  that  at  least  5,000  classes  will  be 
needed  to  provide  facilities  for  educating  all  vis- 
ually handicapped  children,  it  may  readily  be  seen 
how  widespread  is  the  need  for  qualified  teachers 
and  supervisors. 

“In  sight-saving  classes,  through  the  use  of 
special  large  type  books,  movable  desks,  ideal 
lighting,  and  special  teaching  methods,  children 
with  little  vision  are  not  only  given  the  same  sort 
of  education  that  children  with  full  vision  receive, 
but  they  are  also  taught  how  to  conserve  their 
remaining  sight.  Educators  have  found  that  many 
children  who  had  been  accounted  stupid  or  sullen 
displayed  excellent  intelligence  and  pleasing  dis- 
positions as  soon  as  their  defective  vision  was 
recognized  and  they  were  placed  in  sight-saving 
classes.” 


SWIMMING  ROOM  AND  LOCKER  ROOM 
SANITATION. 

With  the  coming  of  warm  weather,  which  brings 
about  the  opening  of  swimming  pools  and  an 
increased  use  of  shower  baths  at  golf  links  and 
tennis  courts,  it  seems  worth  while  to  call  the 
attention  of  those  in  charge  to  the  widespread 
prevalence  of  skin  infections  which  may  be  spread 
at  such  places. 

Since  such  infections  are  not  required  to  be  re- 
ported, we  do  not  have  detailed  figures,  but  offi- 


cial information  indicates  a growing  frequency 
of  ring  worm,  toe  itch,  toe  scald,  fungus  foot, 
papilloma,  and  similar  infections. 

Most,  if  not  all,  of  these  foot  diseases  are 
caused  by  a fungus  which  is  spread  by  infection  of 
the  floors  of  dressing  rooms,  at  pools,  bath  houses, 
gymnasia,  and  other  places  where  persons  go  bare- 
foot. While  control  methods  have  not  been  com- 
pletely worked  out,  it  is  believed  that  certain  pre- 
ventive measures  will  prove  useful  in  checking  the 
spread  of  these  disease  at  swimming  pools. 

Louisiana  State  Board  of  Health, 

J.  A.  O’Hara,  M.  D.,  Pres. 


NEWS  ITEMS. 

Members  of  the  teaching  staff  of  the  Graduate 
School  of  Medicine  of  The  Tulane  University  of 
Louisiana  have  recently  left  the  city  to  attend 
medical  meetings  as  listed  below: 

Dr.  W.  H.  Seemann,  Professor  of  Hygiene  and 
Tropical  Medicine — National  Tuberculosis  Asso- 
ciation, Syracuse,  N.  Y.,  May  11-May  14,  1931. 

Dr.  Sidney  K.  Simon,  Professor  of  Gastro-enter- 
ology  - — American  Gastro-Enterological  ' Associa- 
tion, Atlantic  City,  N.  J.,  May  4 and  5,  1931. 


Dr.  Homer  Dupuy  was  the  “guest  essayist”  at 
the  meeting  of  the  Arkansas  Medical  Society 
April  23,  the  title  of  his  contribution  being  “The 
Clinical  Significance  of  Dysphonia.”  This  meet- 
ing held  in  Texarkana  was  largely  attended. 


Dr.  Randolph  Lyons,  New  Orleans,  Secretary 
of  the  Journal  Committee,  attended  the  meeting 
of  the  Mississippi  State  Medical  Association  in 
Jackson,  Mississippi,  May  12-14,  1931,  as  Frater- 
nal Delegate  from  the  Louisiana  State  Medical 
Society. 


Dr.  D.  C.  lies,  Lake  Charles,  Councilor  of  the 
Seventh  Congressional  District,  attended  the  meet- 
ing of  the  State  Medical  Association  of  Texas  in 
Beaumont,  Texas,  May  5-7,  1931,  as  Fraternal 
Delegate  from  the  Louisiana  State  Medical  Society. 


Dr.  Daniel  N.  Silverman  presented  a paper  at 
the  recent  meeting  of  the  American  Gastro- 
Enterological  Association  in  Atlantic  City,  the 
first  part  of  May. 


Dr.  Roy  H.  Turner  presented  a paper  at  the 
meeting  of  the  Society  for  Clinical  Investigation, 
which  was  held  in  Atlantic  City  the  first  week  in 
May. 
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Dr.  John  H.  Musser  of  New  Orleans  delivered 
the  Oration  in  Medicine  at  the  Oklahoma  State 
Medical  Society  Meeting,  May  12,  speaking  on 
Diseases  of  the  Heart. 


At  the  State  Medical  meeting  of  the  Missouri 
State  Medical  Association  Dr.  E.  W.  Alton  Ochs- 
ner  presented  papers  on  “What  One  Should  Ex- 
pect of  the  Physician  and  Surgeon”  and  “Intes- 
tinal Obstruction.” 


AMERICAN  MEDICAL  GOLFING  ASSOCIA- 
TION TOURNAMENT. 

The  Seventeenth  Annual  Tournament  of  the 
American  Medical  Golfing  Association  will  be  held 
in  Philadelphia,  Monday,  June  8,  at  the  Aroni- 
mink  Golf  Club  instead  of  the  Huntingdon  Val- 
ley Country  Club,  as  announced  in  the  brochure 
of  the  Association  which  was  recently  mailed  to 
members.  The  Aronimink  Golf  Club  is  modern; 
the  course  is  in  splendid  condition  and  is  inter- 
esting and  sporty.  The  Local  Committee  is  doing 
everything  possible  to  make  the  tournament  a 
great  success.  The  Philadelphia  men  composing 
the  Local  Committee  on  Arrangements  are  Dr. 
John  W.  Croskey,  Chairman;  Dr.  Willis  F.  Man- 
ges, Dr.  Fred  H.  Leavitt,  Dr.  Frank  J.  Kelly,  and 
Dr.  Damon  B.  Pfeiffer. 


UNITED  STATES  PUBLIC  HEALTH  SERVICE. 

4 Board  of  Officers  convened  in  New  Or- 
leans, May  18,  to  examine  Assistant  Surgeons  to 
determine  their  fitness  for  promotion  to  the  grade 
of  Passed  Assistant  Surgeon.  This  Board  is  com- 
posed of  Medical  Director  L.  L.  Lumsden,  Chair- 
man; Surgeon  T.  J.  Liddell,  member;  P.  A.  Sur- 
geon G.  H.  Faget,  recorder. 

On  May  4,  the  Board  of  Commissioned  Officers 
convened  in  the  Marine  Hospital  to  determine  the 
eligibility  of  candidates  for  commission  as  Assist- 
ant Sanitary  Engineer. 

imujj wi  ■iwnwarimwiT 

DR.  BENJAMIN  A.  LEDBETTER. 

The  very  many  friends  that  Dr.  Ledbetter  has 
throughout  the  State  of  Louisiana  will  be  grieved 
to  hear  of  his  death  on  the  15th  of  May.  Dr. 
Ledbetter  had  been  sick  for  sometime,  but  despite 
that  fact  had  gone  ahead  actively  with  his  work. 

Undoubtedly  “Ben”  Ledbetter  was  one  of  the 
best  known  doctors  in  the  State  of  Louisiana. 
Cheerful,  happy,  forceful,  always  he  was  the  cen- 
ter of  attraction  and  the  life  of  the  party  that 
had  gathered  around  him.  He  had  worked  hard 
during  his  life,  but  still  kept  time  for  the  amities. 
He  could  always  be  counted  upon  to  do  his  best 
to  forward  whatever  was  going  on.  For  some 


years  he  represented  the  Louisiana  State  Medical 
Society  as  Chairman  of  the  Committee  on  Public 
Policy  and  Legislation,  and  it  was  through  his 
active  endeavors  largely  that  many  of  the  ad- 
vanced legislative  enactments  were  put  in  force, 
and  it  was  he  who  was  largely  responsible  for 
the  defeat  of  measures  inimical  to  the  profession. 

To  all  of  his  friends  who  will  miss  Dr.  Ledbetter 
he  leaves  behind  him  a void  which  shall  be  diffi- 
cult to  fill.  It  will  be  a long  time  before  such 
a cheerful,  happy  and  entertaining  companion 
can  be  replaced. 


THE  INTERSTATE  POST  GRADUATE 
MEDICAL  ASSOCIATION. 

The  meeting  of  this  organization  will  be  held 
in  Milwaukee,  Wisconsin,  October  19-23.  Dr. 
Henry  A.  Christian  of  Boston  is  the  President,  and 
Dr.  George  W.  Crile  of  Cleveland  is  the  Chair- 
man of  the  Program  Committee.  The  following 
doctors  from  the  South  will  appear  in  the  pro- 
gram, surgeons  being  represented  by  Dr.  Dean 
H.  Lewis  of  Baltimore;  Dr.  John  M.  T.  Finney 
of  Baltimore;  Dr.  W.  T.  Coughlin  of  St.  Louis; 
Dr.  W.  D.  Haggard  of  Nashville;  Dr.  F.  K.  Bo- 
land of  Atlanta;  Dr.  Irvin  Abell  of  Louisville; 
and  Dr.  Alton  Ochsner  of  New  Orleans. 

The  medical  section  will  be  represented  by  the 
following  physicians  who  live  in  the  South:  Dr. 
Louis  Hamman  of  Baltimore;  Dr.  C.  S.  Burwell 
of  Nashville;  Dr.  J.  S.  McLester  of  Birmingham; 
Dr.  J.  H.  Musser  of  New  Orleans;  Dr.  J.  E.  Paul- 
lin  of  Atlanta;  Dr.  W.  T.  Vaughan  of  Richmond. 
The  Southern  roentgenologists  are  represented 
by  Dr.  James  H.  Martin  of  Dallas,  and  the  pedia- 
tricians by  Dr.  W.  McK.  Marriott  of  St.  Louis. 
In  addition  to  these  speakers,  there  are  physi- 
cians from  all  over  the  country  who  will  talk 
upon  surgical,  medical  and  special  subjects. 


WEEKLY  HEALTH  INDEX  OF  NEW  ORLEANS. 

During  the  week  ending  April  18,  there  was 
reported  in  New  Orleans  140  deaths,  with  the 
extremely  low  death  rate  of  15.6.  Seventy-seven 
of  the  deaths  were  in  the  white  race,  and  63  in 
the  colored.  In  the  corresponding  week  of  1930 
the  death  rate  was  18.9,  and  the  death  rate  for 
the  first  sixteen  weeks  of  1931  is  19.3.  The  week 
ending  April  25  saw  a slight  rise  in  the  rate,  which 
obtained  figures  of  17.0,  as  a result  of  152  deaths, 
89  in  the  white  race  and  63  in  the  colored.  In 
the  week  ending  May  2,  the  death  rate  remained 
practically  the  same  as  the  previous  week,  this 
week  being  17.1,  as  a result  of  one  more  death 
than  the  corresponding  previous  week.  The  in- 
crease in  the  death  rate  was  most  noticeable  among 
the  colored,  there  being  71  deaths  reported  in 
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this  week.  The  death  rate  of  the  corresponding 
week  of  1930  was  17.4.  For  the  week  ending 
May  9,  the  Division  of  Vital  Statistics  of  the 
Department  of  Commerce  reports  in  New  Or- 
leans the  death  rate  of  14.9,  the  lowest  that  has 
been  obtained  in  many,  many  weeks.  During  this 
week  there  were  134  deaths,  83  white,  and  51 
colored.  This  particular  month  of  the  year  seems 
to  be  a particularly  healthy  one  in  New  Orleans. 
The  rate  in  the  corresponding  week  of  1930 
was  15.5. 


INFECTIOUS  DISEASES  IN  LOUISIANA. 

The  United  States  Public  Health  Service,  in 
collaboration  with  Joseph  O’Hara  of  the  State 
Board  of  Health  of  Louisiana,  has  issued  the  fol- 
lowing statements  concerning  the  reportable  dis- 
eases in  the  state.  For  the  week  ending  April  25, 
the  outstanding  reportable  diseases  were  chicken 
pox,  22;  influenza,  33;  pneumonia,  38;  tuberculosis, 
25;  smallpox,  33.  Twenty-four  of  the  cases  of 
smallpox  had  their  origin  in  New  Orleans.  For 
the  week  ending  May  2,  there  were  reported  4 
cases  of  cerebrospinal  meningitis;  diphtheria,  19; 
influenza,  19;  pellegra,  22;  pneumonia,  24;  tuber- 
culosis, 27;  smallpox,  36;  syphilis,  30.  Again  a 
majority  of  the  smallpox  cases  came  from  New 
Orleans,  24  being  reported  from  the  Orleans  Par- 
ish. For  the  week  ending  May  9,  there  was  no 
material  difference  in  the  usual  reportable  dis- 
eases, except  that  syphilis  had  jumped  up  to 
121  cases  reported  during  this  week,  and  gonor- 
rhea to  45.  Tuberculosis  also  had  increased,  49 
cases  being  reported.  The  smallpox  situation  re- 
mained about  the  same,  39  cases  in  all  being  re- 
ported. For  the  week  ending  May  16,  a large 
number  of  cases  of  chicken-pox  were  reported; 
diphtheria  had  increased;  45  cases  of  pellegra 
were  reported;  30  of  pneumonia;  only  15  of 
syphilis;  and  12  of  gonorrhea.  During  the  four 
weeks  period  represented  by  these  reports,  in 
addition  to  the  diseases  already  specified,  of  some 
interest  is  the  fact  that  there  were  43  cases  of 
typhoid  fever  reported,  3 cases  of  undulant  fever, 
3 cases  of  tularemia,  and  12  cases  of  meningitis. 


WOMAN’S  AUXILIARY  NEWS. 

The  Woman’s  Auxiliary  of  the  Louisiana  State 
Medical  Society  held  their  regular  session  April 
14,  1931  at  10:00  o’clock,  a.  m.,  in  the  Jung  Hotel, 
New  Orleans — with  the  President,  Mrs.  Arthur  A. 
Herold  presiding.  The  usual  business  followed 
such  as  Secretary’s  and  Treasurer’s  reports  which 
were  read  and  approved.  A nominating  commit- 
tee was  selected  with  Mrs.  R.  G.  Douglas  of 


Shreveport  as  Chairman.  This  committee  was  re- 
quested to  bring  in  a full  slate  the  following  day. 

Resolutions  of  condolence  were  drawn  up  and 
sent  to  Mrs.  Oscar  Dowling,  one  of  our  former 
State  Presidents.  Letters  were  read  from  Mrs. 
S.  A.  Collam,  President  of  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association  in  regard  to 
the  meeting  to  be  held  in  New  Orleans  November 
18th,  19th,  20th,  1931.  A reply  was  sent  assur- 
ing her  of  our  very  hearty  support  and  co-opera- 
tion. We  were  all  urged  by  Mrs.  Herold  to  at- 
tend the  A.  M.  A.  meting  in  Philadelphia  in  June, 
for  so  few  Southern  women  seem  to  be  able  to 
go  to  these  meetings  and  the  representation  is 
very  small. 

Very  good  reports  were  read  by  the  Presidents 
or  their  representatives  of  our  three  more  or 
less  new  parish  Auxiliaries,  those  of  Monroe, 
Minden  and  Lake  Charles.  There  was  discussion 
of  the  great  difficulties  of  getting  the  parishes 
interested.  Some  chairmen  of  the  different  dis- 
tricts spoke  of  how  they  had  written  numerous 
times  without  receiving  an  answer,  and  so  it  was 
resolved  that  this  year  we  would  have  a Chair- 
man of  Organization  and  as  Mrs.  Arthur  A.  Her- 
old of  Shreveport  has  graciously  consented  to  do 
her  all,  we  are  more  than  confident  of  good  re- 
sults. However,  to  look  back  over  the  work  dis- 
passionately I think  we  are  to  be  congratulated 
on  our  showing,  for  the  Parish  of  Orleans  with 
its  large  membership  was  started  about  two  years 
ago,  Shreveport  before  that  and  the  other  three 
in  the  last  year. 

The  following  day  the  nominating  committee 
brought  in  this  slate  and  there  being  no  nomina- 
tions from  the  floor  a motion  was  made  and  duly 
seconded  that  it  he  accepted  as  a whole.  The  fol- 
lowing officers  were  elected. 

President  elect,  Mrs.  R.  L.  Lucas,  Shreveport, 
La. 

Vice-Presidents:  First,  Mrs.  Roy  Harrison,  New 
Orleans,  La.;  Second,  Mrs.  C.  R.  Gowen,  Shreve- 
port, La.;  Third,  Mrs.  L.  T.  Baker,  Shreveport,  La.; 
Fourth,  Mrs.  Claude  L.  Baker,  Minden,  La. 

Recording  Secretary,  Mrs.  T.  H.  Watkins,  Lake 
Charles. 

Treasurer,  Mrs.  W.  R.  Buffington,  New  Orleans, 
La. 

Parliamentarian,  Mrs.  J.  E.  Walsworth,  Mon- 
roe, La. 

The  new  President,  Mrs.  H.  W.  E.  Walters  of 
New  Orleans,  took  the  Chair  and  spoke  of  her 
great  appreciation  of  the  honor  conferred  on 
her.  She  asked  for  the  aid  and  help  of  every 
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member  of  the  organization.  A rising  vote  of 
thanks  was  given  Mrs.  Herold  for  her  splendid 
and  efficient  work  in  the  past  year. 

Now  that  our  business  has  been  duly  recorded 
and  recognized  the  State  organization  desires  to 
express  its  appreciation  of  the  hospitality  of  the 
New  Orleans  Auxiliary.  We  were  entertained  in 
the  most  gracious  way  and  the  program  was  one 
that  was  enjoyed  by  all,  starting  with  a luncheon 
at  the  Jung,  then  the  regular  monthly  meeting  of 
the  Society  at  the  Country  Club.  On  Wednesday 
there  was  a luncheon  at  the  Orleans  Club  where 
Mrs.  Gilmer  (Dorothy  Dix)  delighted  all  there 
by  her  humor  in  relating  some  of  the  many  let- 
ters received  by  her  from  the  lovelorn.  Leaving 
the  Club  we  were  driven  around  the  city  meeting 
again  in  the  late  afternoon  at  the  delightful  home 
of  Mrs.  Joseph  Hume,  the  Chairman  of  Entertain- 
ment. In  the  evening  a movie  was  seen  with  a 
trip  afterwards  to  the  old  French  Market  and 
partaking  there  of  its  celebrated  coffee  and  dough- 
nuts. 

Thursday,  au  revoir  day,  was  made  less  sor- 
rowful by  a trip  through  Frenchtown  with  a pause 
for  sandwiches  and  coffee  at  Madame  Jeans  Leg- 
acy, a historical  old  house,  owned  by  Mrs.  I.  I. 
Lemann,  who  extended  this  courtesy  to  us.  The 
trip  to  New  Orleans  added  another  delightful 
memory  to  our  ever  increasing  store  of  interest- 
ing meetings — one  in  which  the  New  Orleans 
women  were  just  as  fortunate  as  the  visitors — 
for  their  coming  will  be  always  remembered  as 
something  to  be  thankful  for — for  it  means  closer 
friendship  ties  between  all  of  us. 


From  Shreveport  comes  a report  of  another  of 
their  entertaining  meetings.  It  was  held  in  the 
home  of  Mrs.  S.  W.  Boyce,  with  six  co-hostesses 
and  consisted  of  a garden  party  and  musicale.  The 
business  meeting  where  the  reports  of  .the  off! 
cers  and  chairmen  of  the  various  standing  corn 
mittees  were  read,  were  rendered  in  a delightfu 
part  of  the  garden  thereby  making  them  even  more 
acceptable. 

A warm  vote  of  appreciation  was  given  Mis. 
C.  R.  Gowen  for  her  splendid  work  during  her 
tenure  of  office.  And  the  incoming  President  took 
the  chair  in  her  usual  charming  manner. 


Other  officers  elected  were: 

1st  Vice-President,  Mrs.  C.  E.  Rew;  2nd  Vice- 
President,  Mrs.  B.  C.  Garrett;  Recording  Secre- 
tary, Mrs.  J.  E.  Heard;  Corresponding  Secretary, 
Mrs.  J.  M.  Bodenheimer;  Treasurer,  Mrs.  W.  B. 
Heidom;  Publicity  Chairman,  Mrs.  Dorf  Beau. 

The  musical  program  being  excellent  was  en- 
joyed by  all.  After  this  refreshments  were 
served.  This  ended  not  only  a successful  meet- 
ing but  another  year  of  the  Shreveport  Auxiliary. 


Mrs.  Hunsberger,  President  of  the  Woman’s 
Auxiliary  to  the  A.  M.  A.,  en  route  to  her  home 
in  Norristown,  Pennsylvania,  remained  over  be- 
tween trains  in  New  Orleans  for  a conference 
with  the  Louisiana  State  President.  Unfortunate- 
ly our  President  did  not  have  time  to  invite  any  of 
the  New  Orleans  ladies  to  meet  her,  which  was 
our  misfortune  for  Mrs.  Walther  tells  of  her 
gracious  personality. 


The  Woman’s  Auxiliary  to  the  Orleans  Parish 
Medical  Society  brought  their  activities  for  the 
year  to  a close  on  Wednesday,  May  13,  when 
they  met  at  the  Orleans  Club  for  the  election  of 
officers  for  the  coming  year. 

Mrs.  J.  Ambrose  Storck,  the  retiring  president 
who  has  served  for  two  years  and  worked  so  un- 
selfishly and  successfully  in  guiding  the  organiza- 
tion, conducted  the  meeting.  The  yearly  reports 
of  the  officers  and  the  chairmen  of  the  various 
committees  were  read.  These  showed  the  accom- 
plishment of  very  creditable  work  and  a con- 
siderable growth  and  development.  Though  but 
two  years  old  it  has  advanced  very  rapidly  and 
now  has  a membership  of  267.  As  a token  of  the 
affection  and  regard  of  the  members  for  Mrs. 
Storck  and  their  appreciation  of  her  work,  she 
was  presented  with  a Newcomb  pottery  vase 
filled  with  spring  flowers.  Mrs.  A.  L.  Levin  made 
the  presentation. 

The  new  officers  elected: 

Mrs.  S.  M.  Blackshear,  President;  Mrs.  Jbhn  H. 
Musser,  1st  Vice-President;  Mrs.  John  Smythe, 
2nd  Vice-President;  Mrs.  P.  Jord  Kahle,  3rd  Vice- 
President;  Mrs.  Isidore  Cohn,  4th  Vice-President; 
Mrs.  J.  W.  Warren,  Recording  Secretary;  Mrs. 
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W.  Rogers  Brewster,  Corresponding  Secretary; 
Mrs.  Chaille  Jamison,  Treasurer;  Mrs.  Ernest 
Allgeyer,  Chairman  Publicity;  Mrs.  F.  E.  LeJeune, 
Parliamentarian. 

They  were  introduced  by  the  retiring  president. 
The  incoming  executive,  Mrs.  Blackshear,  in  ac- 
cepting her  new  office,  made  a short  address  to 
the  members. 

Following  the  meeting  a pleasant  social  hour 
was  enjoyed  at  the  annual  luncheon.  This  took 
place  in  the  dining  room  of  the  club,  where  the 
guests  were  seated  at  long  tables  beautifully  dec- 
orated with  spring  flowers.  A large  number  of 
the  members  were  present.  The  next  meeting 
of  the  Auxiliary  will  be  in  October. 


The  Minden  Auxiliary  writes  of  a very  delight- 
ful luncheon  given  in  the  home  of  their  President, 
Mrs.  Benton,  thus  ending  their  official  business 
for  the  year.  There  will  be,  however,  informal 
meetings  to  discuss  ideas  for  the  progress  which 
this  Auxiliary  is  sure  to  make.  Dr.  Heidon,  Sec- 
retary of  Fourth  District  Medical  Society  was 
with  the  ladies  at  this  meeting  and  plans  were 
made  to  organize  on  June  22,  at  the  invitation  of 
the  doctors,  a District  Auxiliary.  Dr.  Barrow, 
President  of  the  Louisiana  State  Medical  Society 
has  also  requested  this  organization. 


CORRESPONDENCE. 

May  11,  1931. 

New  Orleans  Medical  and  Surgical  Journal, 

New  Orleans,  La. 

Gentlemen : 

I am  just  in  receipt  of  your  May  issue  of  the 
journal  in  which  appears  a review  and  opinion 
of  my  book.  1 want  to  thank  you  most  heartily 
for  this  review  and  assure  you  that  I appreciate 
your  frank  opinion  as  to  its  merits  and  future 
possibilities. 

I appreciate  the  man  who  has  an  opinion  and 
is  willing  to  express  it  even  though  it  differs  from 
mine,  and  I give  this  privilege  to  all,  in  medicine, 
religious,  business,  political,  and  social  affairs  and 
I also  reserve  the  right  to  have  my  own  opinion 
in  these  matters. 


However,  I am  sorry  that  you  received  the 
impression  that  I intended  for  my  book  or  method 
of  diagnosis  to  take  the  place  of  any  other  method 
in  arriving  at  a diagnosis,  for  this  was  not  the 
intent  of  its  publication  and  I so  stated  in  several 
places  in  the  book  and  in  the  letters  accompany- 
ing the  book,  and  often  times  I have  called  doc- 
tors’ attention  to  the  fact  that  it  is  not  a me- 
chanical device,  slide  rule,  nor  a diagnostic  ma- 
chine with  which  to  grind  out  a diagnosis  from 
a few  symptoms,  but  that  its  sole  purpose  is  for 
a quick  reference  book  and  an  aid  in  making  a 
diagnosis  by  being  arranged  so  that  the  examiner’s 
mind  will  be  called  to  some  diseases  that  he  might 
overlook  and  to  aid  him  in  getting  the  diagnostic 
value  of  a symptom,  and  in  finding  the  diagnostic 
value  of  groups  of  symptoms  which  sometimes 
is  capable  of  befuddling  the  minds  of  all,  and 
another  real  good  purpose  of  the  book,  I think, 
is,  that  it  will  certainly  encourage  the  examiner 
to  examine  his  patient  and  try  to  get  all  the 
evidence  possible  for  the  conviction  of  any  disease, 
for  he  will  soon  see  that  none  of  our  diseases 
may  be  convicted  from  just  a little  circumstantial 
evidence;  the  examiner  will  also  be  encouraged 
to  make  a list  of  all  the  symptoms  found  and 
to  arrive  at  some  conclusion  before  sending  the 
patient  on  his  rounds  to  many  different  labora- 
tories and  to  argue  a little  bit  with  the  roentgen- 
ray  should  it  decide  to  disagree  with  him  in  his 
final  conclusions. 

These  are  the  views  that  1 take  of  the  book, 
but,  as  all  young  authors,  perhaps  I see  too  much 
in  it,  however,  I am  preparing  a little  paper  with 
a heading  like  this,  “Diagnosis  by  analytical 
thinking”  versus  “Mathematical  reasoning”  or 
in  the  meaning  of  my  book  “Mathematical  reason- 
ing” aided  by  “Analytical  thinking.”  Not  being 
gifted  with  the  ability  to  appear  before  an  audience 
and  read  a paper,  I will  seek  its  publication  in  some 
journal  and  will  be  glad  to  submit  it  to  you  for 
the  Journal,  provided  you  approve  of  its  contents 
being  worthy  of  publication. 

Again  thanking  you  for  your  review  and  assur- 
ing you  of  my  appreciation  of  its  publication, 
I am, 

Yours  very  respectfully, 

W.  L.  Kitchens. 
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FI . L.  Rush,  Associate  Editor 


L.  S.  Lippincott , Editor 


D.  W.  Jones,  Associate  Editor 


Congratulations  to  President  John  C.  Culley,  M.  D. 


Dr.  John  C.  Culley,  Oxford:  Born  1886;  Van- 

derbilt University  School  of  Medicine,  1909; 
licensed,  1908;  Kappa  Sigma;  Alpha  Kappa  Kappa; 
Mason.  Has  served  as  vice-president  of  the  North 
Mississippi  Six  Coun- 
ties Medical  Society 
and  of  the  Mississippi 
State  Medical  Associ- 
ation, and  councillor, 
second  district,  of  the 
Mississippi  State  Med- 
ical Association.  Is  a 
fellow  of  the  American 
Medical  Association  and 
of  the  American  Col- 
lege of  Surgeons;  is  a 
member  of  the  South- 
eastern Surgical  Con- 
gress. University  phy- 
sician, University  of 
Mississippi;  specialty  is 
surgery ; owner  and 
operator  of  the  Oxford 
Hospital. 


GREETINGS. 

The  Warren  County 
Health  Department,  in 
appreciation  of  the 
kindly  words  and  good 
counsel  given  this  de- 
partment by  our  retir- 
ing president,  Dr.  E.  F. 

Howard,  and  being  cog- 
nizant of  his  faithful 
and  efficient  services  rendered  the  Medical 
Association  of  our  State,  would  feel  derelict  in  its 
duty  to  fail  to  recognize  the  exalted  opportunity 
that  confronts  his  successor,  Dr.  John  C.  Culley, 
and  to  hasten  to  congratulate  him  in  coming  into 
that  position  that  has  been  made  possible  by  the 
confidence  he  has  engendered  in  his  brother  prac- 
titioners of  the  State,  who  have  called  him  to 
leadership  in  the  progressive  march  curative  and 
preventive  medicine  is  making  in  our  great  com- 
monwealth. We  also  wish  to  pledge  to  Dr.  Culley 
our  kindest  sympathy,  our  willingness  to  serve  and 
co-operate  with  him  in  every  -forward  step  that 
makes  for  the  betterment  of  the  profession,  the 
health  and  happiness  of  our  people. 

F.  Michael  Smith,  Director, 
Warren  County  Health  Department, 
Vicksburg. 


We  fellows  in  North  Mississippi  are  justly 
proud  of  Dr.  John  C.  Culley.  We  are  not  recog- 
nized so  much  up  in  this  section  but  with  John 
Culley  as  our  leader  we  are  going  to  prove  to 

you  that  we  are  still  on 
the  map. 

W.  H.  Curry, 
Eupora,  Editor, 
Webster  County. 


We  voice  the  senti- 
ment of  every  doctor  in 
Winston  County  in  con- 
gratulating the  Missis- 
sippi State  Medical  As- 
sociation in  having  Dr. 
Jno.  C.  Culley  as  presi- 
dent this  year. 

M.  L.  Mongomery, 
Louisville,  Editor, 
Winston  County. 


Vice-President  C.  W. 
Patterson  of  Rosedaie 
and  Councilor  L.  L. 
Minor  addressed  the 
North  Mississippi  Med- 
ical Society  at  a recent 
meeting  at  Holly 
Springs.  Good  attend- 
ance and  much  interest 
were  manifested  at  the 
meeting. 

Cur  State  President,  Dr.  John  C.  Culley,  is  a 
memhr  of  this  fine  Society.  We  feel  sure  that 
Dr.  Culley  will  guide  the  Association  in  proper 
channels  and  we  hope  that  his  administration  will 
be  the  best  in  the  history  of  the  Association. 

L.  L.  Minor,  R.  4,  Memphis, 
Councilor,  Second  District. 


I am  much  pleased  to  notice  that  you  have 
designated  the  next  issue  of  the  Journal  as  “The 
John  C.  Culley  number.”  I am  sure  that  the  entire 
membership  will  be  glad  to  see  this  splendid  repre- 
sentative of  our  profession  and  the  incoming  presi- 
dent of  our  Association  so  honored;  for  well  does 
he  deserve  it.  I became  a member  of  the  Asso- 
ciation in  1903,  when  I was  but  a “boy  doctor” — 
have  missed  but  one  meeting  since.  Soon  after 
this  John  Culley  entered  the  ranks  and  joined  the 


910 


Mississippi  State  Medical  Association 


fighting  squadron.  He  has  been  on  the  firing  line 
continuously  ever  since.  Among  the  older  mem- 
bers of  the  Association  when  I joined  it  was  his 
venerable  father  and  he  was  one  of  the  few  who 
noticed  me  and  spoke  words  of  welcome  and  en- 
couragement to  me.  I shall  never  forget  how  com- 
forting was  this  notice  and  encouragement.  Then 
should  it  seem  strange  that  I should  glady  join  in 
saying,  “All  honor  to  John  Culley?” 

G.  S.  Bryan,  Amory, 

Past  President  and  Editor,  Monroe  County. 


As  superintendent  of  one  of  the  state  charity 
hospital,  I express  the  opinion  that  the  charity 
hospitals,  in  addition  to  giving  the  best  care  to 
the  patients  who  come  within  their  portals,  owe 
a debt  to  organized  medicine,  in  that  they  will 
ever  strive  to  improve  hospital  service,  and  stan- 
dards, to  the  end  that  the  patients  and  Mississippi 
medicine  will  be  benefitted. 

I believe  also  that  organized  medicine  owes  a 
debt  to  the  state  charity  hospitals,  in  that  it 
should  lend  its  support  and  aid  in  improving 
service  to  the  patients,  and  that  through  them 
medical  education  will  be  improved. 

I believe  that  under  the  able  leadership  of  the 
incoming  president  of  the  state  association,  Dr. 
John  C.  Culley  of  Oxford,  the  whole  of  Mississippi 
medicine  will  be  improved. 

J.  A.  Rayburn,  Superintendent, 
Natchez  Charity  Hospital. 


I am  just  in  receipt  of  your  letter  of  May  2nd. 
I am  always  glad  to  see  your  name  in  the  upper 
left  hand  corner  on  an  envelope  in  my  mail, 
because  your  letters  always  contain  something  in- 
teresting and  always  suggest  something  helpful. 
Your  suggestion  that  the  component  Societies  over 
the  state,  make  a special  effort,  through  the  medium 
of  the  New  Orleans  Medical  and  Surgical  Journal, 
the  official  organ  of  the  Mississippi  State  Medical 
Association,  to  BOOST  Doctor  John  C.  Cully  as  he 
assumes  the  duties  of  the  President  of  the  State 
Association  is  a good  one.  In  my  opinion  it  is 
much  more  helpful  to  boost  a man  in  his  position, 
as  he  starts,  support  and  encourage  him,  make 
him  know  that  every  Medical  Society  in  the  State 
is  backing  him,  then  to  wait  until  he  has  made  the 
run  and  then  congratulate  him  on  the  fine  run  he 
has  made,  and  try  to  tell  him  how  we  have  been 
supporting  him  along  the  way. 

I don’t  remember  that  we  have  ever  had  any- 
thing but  good  presidents  of  the  State  Association, 
but  we  have  never  had  a president  who  was  as 
good  as  he  would  have  been  if  he  had  better 


support  from  the  component  Societies,  and  no 
Society  ever  supported  the  president  so  well  that 
it  could  not  have  supported  him  better. 

If  the  secretaries  of  all  the  County  Societies  in 
the  State,  and  the  society  editors  of  all  the  Socie- 
ties would  give  just  two  hours  each  month  in 
helping  the  State  Editor  in  his  effort  to  make  the 
Journal  a successful  Mississippi  Journal,  what  a 
help  it  would  be  to  him.  Please  don’t  misunder- 
stand me,  I am  not  criticizing  the  Journal,  I would 
not  if  I could,  and  I could  not  if  I would,  but  I do 
say  that  the  Journal  would  be  bigger  and  better 
if  it  could,  through  the  medium  of  our  very 
efficient  editor,  get  the  combined,  and  united  sup- 
port of  all  the  County  Society  Secretaries  and 
society  editors.  Mr.  Society  Secretary,  when  you 
receive  your  copy  of  the  Journal  and  look  through 
the  Journal  and  fail  to  find  your  Society  repre- 
sented, it  is  due  to  one  of  only  two  causes,  may  be 
both  of  them,  viz:  either  you  or  the  county  editors 
failed  to  support  the  State  Editor  in  making  up 
the  number  of  the  Journal. 

With  the  increased  support  of  each  County 
Society  we  will  have  a bigger  and  better  State 
Association,  and  a bigger  and  better  Journal.  All 
in  the  world  our  editor  needs  is  the  co-operation 
of  the  officers  of  the  County  Societies  In  support- 
ing our  editor  we  are  supporting  our  president,  in 
supporting  our  editor  and  our  president,  we  are 
giving  ourselves  a better  Journal  every  month. 

With  best  wishes  for  the  JOHN  C.  CULLEY 
NUMBER, 

I.  E.  Stennis,  McComb, 
President  Pike  County  Medical  Society. 


Though  all  is  quiet  and  within  the  ordinary 
with  us  at  home,  yet  there  is  approaching  an 
event  in  the  proceedings  of  our  State  organization 
that  is  of  great  interest  to  us — the  approaching 
advancement  of  Dr.  J.  C.  Culley  to  the  Presidency 
of  the  Mississippi  State  Medical  Association. 
There  is  not  a man  within  our  jurisdiction  who 
is  more  deserving  than  Dr.  Culley.  It  is  with 
much  pride  and  satisfaction  that  we  expect  to  see 
him  grace  the  position  to  which  he  shall  soon  be 
exalted  and  here  and  now  we  gladly  pledge  our- 
selves to  give  him  our  whole  - hearted  support 
which  he  so  justly  deserves. 

With  kindest  personal  regards,  I am, 

E.  B.  Burn,  Ecru, 
Editor,  Pontotoc  County. 


Our  staff  is  one  hundred  per  cent  behind  the 
president  of  the  Mississippi  State  Medical  Asso- 
ciation, Dr.  John  C.  Culley.  The  writer  has  known 
Dr.  Culley  for  many  years.  May  I personally,  as 
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well  as  our  staff  as  a whole,  unite  in  expressing 
what  we  all  feel  and  know,  that  the  Mississippi 
State  Medical  Association  will  be  in  for  a year  of 
great  progress  under  his  able  leadership. 

Thos.  J.  Crofford,  Staff  Editor, 
Mississippi  Baptist  Hospital,  Jackson. 

OFFICERS  OF  THE  MISSISSIPPI  STATE 
MEDICAL  ASSOCIATION. 

1931-1932. 

President,  John  C.  Culley,  Oxford;  President- 
elect, James  M.  Acker,  Jr.,  Aberdeen;  Vice-Presi- 
dents, Clyde  M.  Speck,  New  Albany;  Charles 
Clifton  Buchanan,  Hattiesburg;  Richard  Baker 
Austin,  Forest;  Councilors:  First  District,  J.  W. 
Lucas,  Moorhead;  Second  District,  L.  L.  Minor, 
R.  4,  Memphis,  Tenn.;  Third  District,  M.  W. 
Robertson,  Rienzi;  Fourth  District,  Thomas  J. 
Brown,  Grenada;  Fifth  District,  Willie  E.  Watson, 
Brandon;  Sixth  District,  W.  G.  Gill,  Newton; 
Seventh  District,  Joseph  E.  Green,  Richton;  Eighth 
District,  J.  W.  D.  Dicks,  Natchez;  Ninth  District, 
D.  J.  Williams,  Gulfport;  Historian,  E.  F.  Howard, 
Vicksburg;  Associate  Editor,  Jacob  S.  Ullman, 
Natchez.  Nominations  to  the  Mississsippi  State 
Board  of  Health:  First  District,  Milton  W. 

Robertson,  Rienzi;  James  R.  Hill,  Corinth;  James 
W.  Lipscomb,  Columbus;  Third  District,  L.  B. 
Austin,  Rosedale;  A.  J.  Brown,  Clarksdale;  I.  I. 
Pogue,  Scott. 

Fraternal  Delegates:  To  the  Alabama  iState 

Medical  Association,  Edward  C.  Parker,  Gulfport; 
to  the  Tennessee  State  Medical  Association,  Wil- 
liam H.  Anderson,  Booneville;  to  the  Louisiana 
State  Medical  Society,  Edley  H.  Jones,  Vicksburg; 
to  the  Arkansas  State  Medical  Association,  C.  W. 
Patterson,  Rosedale. 

Delegate  to  the  American  Medical  Association, 
Henry  Boswell,  Sanatorium. 


MISSISSIPPI  STATE  HOSPITAL 
ASSOCIATION. 

The  annual  meeting  of  the  Mississippi  State 
Hospital  Association  was  held  in  Jackson,  May  13, 
in  conjunction  with  the  meeting  of  the  Mississippi 
State  Medical  Association.  The  entire  day  was 
devoted  to  a discussion  of  hospital  affairs  and 
problems  in  Missisippi  and  all  meetings  were  well 
attended  and  interesting.  More  than  one  hundred 
members  and  guests  attended  the  banquet  of  the 
Association  in  the  evening. 

Proposed  activities  for  the  coming  year: 

1.  To  endeavor  to  see  that  any  compensation 
law  enacted  establishes  fair  and  close  working 


relations  between  hospitals,  industries,  and  the 
State  Compenation  Commission. 

2.  To  obtain  official  recognition  and  a definite 
position  in  the  State. 

3.  To  take  a part  in  any  plan  proposed  for  com- 
munity hospitals. 

4.  To  work  to  remove  our  Charity  Hospitals 
from  politics,  to  the  end  that  by  placing  their 
heads  in  positions  permanent  on  good  behavior, 
there  may  be  an  incentive  to  make  them  teaching 
institutions  equal  to  any  hospitals  in  the  country. 

5.  To  place  on  the  membership  roster  the  names 
of  every  reputable  medical  institution,  hospital 
administrator  and  staff  member,  members  of 
Boards  of  Trustees  and  all  others  who  contribute 
to  the  material  support  of  the  Hospitals  of 
Mississippi. 

6.  To  establish  a minimum  standard  for  hos- 
pital membership. 

7.  To  emphasize  a closer  relationship  between 
the  medical  men  on  the  staff  and  the  administrative 
control  of  each  institution. 

8.  To  work  out  a plan  for  a standardization  of 
hospital  supplies  and  equipment  to  the  mutual 
benefit  of  institution  and  doctor. 

9.  To  investigate  and  work  out  an  all-inclusive 
hospital  fee  to  meet  the  demand  for  a reduction 
in  the  costs  of  medical  care  to  the  end  that  the 
patients  may  have  on  admission  an  open  statement 
of  itemized  costs. 

10.  To  work  out  a plan  for  co-operative  buying 
of  hospital  supplies. 

11.  To  develop  a plan  for  the  collection  of  ac- 
counts for  automobile  and  other  accident  cases. 

12.  To  isssue  and  mail  at  least  quarterly  a 
bulletin  or  letter  of  information  in  regard  to  the 
problems  and  activities  of  the  Association,  and  to 
maintain  a department  of  questions  and  answers 
as  a clearing  house  for  hospital  problems  over  the 
State. 

13.  To  record  the  history  of  the  hospitals  of 
Mississippi  from  the  beginning. 

14.  To  endeavor  to  solve  the  problem  of  visitors 
to  patients. 

15.  To  serve  the  definite  purpose  of  bringing 
together  hospital  people. 

The  Hospital  Association  expressed  much  appre- 
ciation of  the  many  courtesies  extended  by  the 
Mississippi  State  Medical  Association  and  is  very 


912 


Mississippi  State  Medical  Association 


grateful  for  the  following  resolution  adopted  by 
the  Medical  Association: 

“ Resolved : That  the  Mississippi  State  Medical 
Association  in  annual  session  assembled  acknowl- 
edges the  greetings  of  the  Mississippi  Hospital 
Association,  and  in  view  of  the  cordial  relations 
existing  at  this  session,  gladly  accepts  the  offer  of 
co-operation  in  solving  the  problems  of  the  medical 
profession  as  regards  hospitals,  and  further  ex- 
tends an  invitation  to  the  Mississippi  Hospital 
Association  to  hold  its  annual  session  in  conjunc- 
tion with  the  sessions  of  the  Mississippi  State 
Medical  Association  in  the  years  to  come.” 

Officers  of  the  Mississippi  State  Hospital  Asso- 
ciation for  the  coming  year  are:  President,  Leon  S. 
Lippincott,  M.  D.,  Vicksburg;  Vice-President, 
W.  B.  Dickerson,  M.  D.,  McComb;  Secretary- 
Treasurer,  C.  M.  Speck,  M.  D.,  New  Albany; 
Board  of  Directors,  W.  Hamilton  Crawford,  Hat- 
tiesburg, Mrs.  Grace  Moss,  Gulfport,  and  V.  B. 
Philpot,  M.  D.,  Houston. 


REPORT  OF  FRATERNAL  DELEGATE. 

May  12,  1931. 

To  the  President  and  House  of  Delegates  of  the 
Mississippi  State  Medical  Association: 

On  April  14,  15  and  16,  I attended  the  Fifty- 
second  Annual  Meeting  of  the  Louisiana  State 
Medical  Association,  as  your  fraternal  delegate. 

The  meeting  was  an  excellent  one,  well  attended, 
and  the  program  well  balanced  and  interesting. 
The  scientific  sections  met  in  the  new  Hutchinson 
Memorial  Building  of  Tulane  University,  one  of  the 
finest  buildings  devoted  to  the  teaching  of  medi- 
cine in  the  country.  The  open  meeting  was  held 
at  the  Jung  Hotel  and  included  a reception  to  the 
President  and  officers  and  a dance.  Pre-  and  post- 
convention clinics  were  given  at  the  various  hos- 
pitals of  New  Orleans. 

We  can  always  learn  something  from  our 
fellows.  The  scientific  programs  gave  proper  con- 
sideration and  included  papers  from  all  of  the 
specialties.  Under  Medicine,  there  were  papers 
under  medicine  and  therapeutics,  pediatrics,  ner- 
vous diseases,  bacteriology  and  pathology,  and 
gastroenterology.  Under  Surgery,  were  included 
papers  dealing  with  general  surgery,  dermatology, 
gnecology  and  obstetrics,  eye,  ear,  nose,  and  throat, 
urology,  radiolagy,  and  orthopedic  surgery.  It 
might  be  that  we  could  profit  from  this  example. 

I was  struck  by  the  fact  that  nearly  all  of  the 
papers  presented  were  by  Louisiana  doctors.  In 
the  section  on  Public  Health  and  Sanitation,  of  ten 
papers,  nine  were  from  Louisiana.  The  one  other 
was  presented  by  Dr.  Felix  J.  Underwood  of  our 


Association.  In  the  section  on  Medicine  and  Allied 
Branches,  of  37  papers,  all  were  by  Louisiana  men. 
In  the  section  on  Surgery  and  Allied  Branches, 
51  of  53  papers  were  from  Louisiana.  Of  the  two 
annual  orators,  one  was  from  Louisiana.  The  Lou- 
isiana Society  evidently  believes  that  their  meet- 
ings are  for  Louisiana  doctors.  I think  I would 
agree  with  this  stand. 

In  my  opinion,  our  Louisiana  neighbors  have  a 
way  of  conducting  the  meetings  of  their  House  of 
Delegates  which  is  a distinct  improvement  on  our 
own  method.  The  House  meets  on  the  day  pre- 
ceding the  first  day  of  scientific  sessions  and  has 
the  whole  day  to  devote  to  business  without 
interruption.  During  that  day,  practically  all  of 
the  business  of  the  Society  is  completed  and  no 
further  meetings  are  required  or  held  until  the 
last  day,  when  a short  session  completes  the  work. 
It  might  not  be  practical  for  us  to  devote  a whole 
day  to  the  meeting  of  our  House  of  Delegates,  but 
it  might  be  possible  to  devote  all  of  the  first  fore- 
noon to  business,  thus  avoiding  the  rush  that  some- 
times occurs  and  the  necessity  of  further  sessions 
until  the  last  day.  It  would  probably  insure 
better  attendance  of  delegates. 

Further,  in  Louisiana,  as  with  the  American 
Medical  Association,  the  House  of  Delegates  is 
presided  over  by  a speaker  who  is  elected  by  the 
delegates  and  is  usually  re-elected  from  year  to 
year  over  a considerable  period.  This  custom  re- 
lieves the  President  of  the  Society,  who  is  other- 
wise always  busy  and  may  not  always  be  best 
fitted  for  conducting  a business  session  with  dis- 
patch and  order.  It  also  allows  for  the  choice  of 
a trained  parliamentarian  as  speaker,  who  by 
re-election  and  service  year  after  year  learns  all 
the  “ropes”  and  is  able  to  make  the  House  his 
business  in  the  Association. 

In  the  program  of  the  Louisiana  Society  are 
printed  the  names  of  the  delegates.  Such  a list 
sent  to  all  members  in  advance,  might  serve  to 
remind  men  who  have  been  elected  that  they  are 
expected  to  attend  the  meetings,  and  would  be 
valuable  for  check  at  the  meetings. 

The  officers  of  the  Louisiana  Society  were  very 
kind  to  me.  I enjoyed  every  minute  of  my  stay 
in  New  Orleans  and  I take  this  opportunity  of 
thanking  you  sincerely  for  the  honor  conferred 
upon  me  by  this  Association. 

Leon  S.  Lippincott. 


FRATERNAL  DELEGATE  FROM  LOUISIANA. 

Dr.  Randolph  Lyons,  Secretary  of  the  Committee 
of  the  New  Orleans  Medical  and  Surgical  Journal, 
attended  the  meetings  of  the  Mississippi  State 
Medical  Association  as  Fraternal  Delegate  from 
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the  Louisiana  State  Medical  Society.  He  was 
officially  introduced  and  welcomed  by  President 
E.  F.  Howard  at  the  opening  session  of  the  House 
of  Delegates. 


ISSAQUENA-SHARKEY- WARREN  COUNTIES 
MEDICAL  SOCIETY. 

Because  of  the  meeting  of  the  Mississippi  State 
Medical  Association,  no  meeting  of  the  Society 
was  held  in  May. 

The  June  meeting  of  the  Society  will  be  a joint 
session  with  the  Fifth  District  Medical  Society 
of  Louisiana  at  Monroe,  Louisiana,  Tuesday,  June 
16,  at  5:30  p.  m.  The  program,  as  announced 
by  Dr.  F.  P.  Rizzo,  Secretary  of  the  Fifth  Dis- 
trict Society,  will  include  the  following: 

Dr.  Emmett  Lee  Irwin  of  New  Orleans  is  go- 
ing to  talk  on,  “The  Early  Diagnosis  of  Some 
Acute  Abdominal  Conditions.” 

Dr.  J.  Edgar  Stewart,  St.  Louis,  on  “Fractures 
of  the  Upper  End  of  the  Femur.” 

Dr.  H.  W.  Kostmayer,  New  Orleans,  on  “Office 
Treatment  of  Gynecological  Cases.” 

On  July  14,  the  Issaquena-Sharkey-Warren 
Counties  Medical  Society  and  the  Central  Medical 
Society  will  hold  a joint  meeting  in  Vicksburg. 


VICKSBURG  SANITARIUM. 

The  regular  monthly  meeting  of  the  staff  of  the 
Vicksburg  Sanitarium  was  held  on  Saturday,  May 
9,  with  ten  members  of  the  Staff  and  two  visitors 
in  attendance.  After  a consideration  of  hospital 
business,  reports  from  the  records  department 
and  analysis  of  the  work  of  the  hospital,  special 
case  reports  were  made  as  follows: 

Carcinoma  of  the  Cervix  Uteri. — Dr.  G.  M. 
Street. 

Ruptured  Tubal  Pregnancy. — Dr.  A.  Street. 

Perirenal  Infection  with  Abscess  Formation. — 
Dr.  J.  A.  K.  Birchett,  Jr. 

Miliary  Tuberculosis. — Dr.  L.  J.  Clark. 

Selected  Radiographic  studies  of  nine  cases  of 
pulmonary  conditions  were  presented. 

The  meeting  closed  with  a lunch. 


ADAMS  COUNTY. 

Dunbar  Shields,  son  of  Dr.  J.  D.  Shields,  of 
Natchez,  a senior  in  medicine  at  Tulane  Univer- 
sity, has  been  awarded  an  internship  in  St.  Luke’s 
Hospital,  St.  Louis,  Mo. 

Charles  Chamberlain,  son  of  the  late  Dr.  C. 
T.  Chamberlain  of  Natchez,  also  a senior  in  medi- 


cine at  Tulane  University,  will  serve  an  intern- 
ship at  Newell’s  Sanatorium  in  Chattanooga,  Tenn. 

Miss  Ann  Sanders,  a graduate  of  Houston  Hos- 
pital, Houston,  has  been  elected  superintendent 
of  nurses  of  the  Natchez  Charity  Hospital  to 
succeed  Mrs.  Jessie  Tyer. 

L.  Wallin,  Natchez. 


CLAIBORNE  COUNTY. 

The  Claiborne  County  Medical  Society  met 
May  6 in  the  office  of  Dr.  G.  W.  Acker,  Port  Gib- 
son. Those  present  were  Dr.  J.  V.  May,  Presi- 
dent; Dr.  G.  W.  Acker,  Secretary;  Dr.  R.  A.  Se- 
grest  and  Dr.  W.  N.  Jenkins.  This  was  the  first 
meeting  of  this  society  in  a number  of  years  and 
it  was  decided  to  hold  quarterly  meetings,  the 
dates  to  be  the  second  Wednesday  of  each  quar- 
ter and  the  next  meeting  to  be  on  the  second 
Wednesday  in  June. 

We  are  glad  to  have  Dr.  May  and  Dr.  Segrest 
affiliate  with  the  County  Society,  Dr.  May  bring- 
ing his  membership  from  the  Issaquena-Sharkey- 
Warren  County  Society  and  Dr.  Segrest  from 
the  Tri-County  Society. 

An  effort  is  being  made  to  have  all  the  physi- 
cians in  the  county  members  of  the  society  and 
to  function  actively. 

W.  N.  Jenkins,  Port  Gibson. 


WOMEN’S  AUXILIARY. 

At  the  annual  meeting  of  the  Women’s  Auxil- 
iary of  the  Mississippi  State  Medical  Association 
at  Jackson  in  May,  the  following  officers  for  the 
year  were  elected: 

President,  Mrs.  G.  D.  Mason,  Lumberton;  Pres- 
ident-elect, Mrs.  Henry  Boswell,  Sanatorium;  First 
VicePresident,  Mrs.  A.  Street,  Vicksburg;  Second 
Vice-President,  Mrs.  W.  Pool,  Cary;  Third  Vice- 
President,  Mrs.  W.  R.  Adams,  Ripley;  Fourth 
Vice-President,  Mrs.  J.  P.  Culpepper,  Hattiesburg; 
Recording  Secretary,  Mrs.  H.  L.  Van  Alstine, 
Jackson;  Treasurer,  Mrs.  E.  C.  Parker,  Gulfport; 
Parliamentarian,  Mrs.  D.  J.  Williams,  Gulfport; 
Historian,  Mrs.  M.  H.  Bell,  Vicksburg;  Councilors: 
First  District,  Mrs.  M.  L.  Cockerham,  Gunnison; 
Second  District,  Mrs.  J.  C.  Culley,  Oxford;  Third 
District,  Mrs.  W.  H.  Cleveland,  Tupelo;  Fourth 
District,  Mrs.  W.  H.  Curry,  Eupora;  Fifth  Dis- 
trict, Mrs.  E.  F.  Howard,  Vicksburg;  Sixth  Dis- 
trict, Mrs.  W.  G.  Gill,  Newton;  Seventh  District, 
Mrs.  L.  L.  Polk,  Purvis;  Eighth  District,  Mrs.  W. 
R.  May,  Brookhaven;  Ninth  District,  Mrs.  P.  E. 
Werlein,  Biloxi. 
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HARRISON-STONE-HANCOCK  MEDICAL 
SOCIETY. 

Dr.  D.  J.  Williams,  President,  of  the  Harrison- 
Stone-Hancock  Medical  Society  has  made  the  fol- 
lowing appointments  to  the  Board  of  County  Edi- 
tors: For  Hancock  County,  Dr.  C.  M.  Shipp,  Bay 
St.  Louis;  for  Stone  County,  Dr.  S.  E.  Dunlap, 
Wiggins;  for  Harrison  County,  Dr.  Cummings 
McCall,  Gulfport.  Dr.  McCall  is  also  Secretary 
of  the  Society  this  year. 


SECRETARIES  OF  COUNTY  MEDICAL 
SOCIETIES 

At  the  call  of  Dr.  T.  M.  Dye,  Secretary  of  the 
Mississippi  State  Medical  Association,  a luncheon 
meeting  of  the  Secretaries  of  County  Societies 
was  held  at  the  Edwards  Hotel,  Jackson,  on 
May  13.  Those  present  were  Dr.  T.  M.  Dye, 
Clarksdale;  Dr.  J.  H.  Newcomb,  Richton,  Secre- 
tary of  the  South  Mississippi  Medical  Society; 
Dr.  J.  M.  Acker,  Jr.,  Aberdeen,  Secretary  of  the 
North-East  Mississippi  Thirteen  Counties  Medical 
Society;  Dr.  Cummings  McCall,  Gulfport,  Secre- 
tary of  the  Harrison-Stone-Hancock  Medical  So- 
ciety; Dr.  R.  H.  Brumfield,  McComb,  Secretary 
of  the  Pike  County  Medical  Society;  Dr.  D.  V. 
Galloway,  Clarksdale,  Secretary  of  the  Clarksdale 
and  Six  Counties  Medical  Society;  Dr.  R.  C.  Fin- 
lay, Greenville,  Secretary  of  the  Delta  Medical 
Society;  and  Dr.  Leon  S.  Lippincott,  Vicksburg, 
Secretary  of  the  Issaquena-Sharkey-Warren  Coun- 
ties Medical  Society. 

A permanent  organization  was  perfected,  with 
Dr.  J.  M.  Acker,  Jr.,  as  President  and  Dr.  Leon 

S.  Lippincott  as  Secretary. 

It  was  voted  to  hold  a luncheon  meeting  annually 
on  the  second  day  of  the  meeting  of  the  Missis- 
sippi State  Medical  Association,  and  to  invite  a 
nationally  known  speaker  for  each  meeting.  Dr. 

T.  M.  Dye  was  made  a member,  ex-officio. 


WEBSTER  COUNTY. 

Dr.  0.  W.  Roberts,  who  has  been  practicing 
medicine  at  Sturgis  for  a number  of  years,  has 
moved  to  Eupora  to  practice  his  profession. 

Dr.  S.  L.  Taylor  of  Hahaulinden  community, 
has  been  confined  to  his  room  for  three  weeks 
as  a result  of  an  attack  of  influenza. 

We  have  twelve  active  practitioners  in  Webster 
County  and  I doubt  if  there  is  a County  in  the 
State  that  can  show  a more  loyal  and  ethical 
group  of  doctors. 


WINSTON  COUNTY. 

The  Winston  County  Medical  Fraternity  met 
in  regular  session  April  14,  with  the  usual  in- 
terest manifested. 

Dr.  E.  L.  Richardson  has  been  confined  to 
his  room  with  an  infected  area  in  his  foot,  but 
is  out  again. 

Dr.  W.  W.  Hickman  had  the  misfortune  of 
losing  his  home  by  fire  a few  days  ago.  He  in- 
forms us  he  had  no  insurance. 

M.  L.  Montgomery,  Louisville. 


TISHOMINGO  COUNTY. 

The  many  friends  in  the  profession  and  out  of 
Dr.  A.  F.  Whitehurst,  Iuka,  will  be  glad  to  learn 
that  he  is  again  active  and  jolly — able  to  take 
care  of  his  extensive  practice.  Dr.  Whitehurst 
was  stricken  last  September  with  apoplexy,  being 
completely  disabled  for  a few  months,  but  has 
apparently  entirely  recovered. 

We  are  gratified  to  learn  that  the  case  of  Dr. 
A.  H.  Montgomery,  Burnsville,  versus  the  South- 
ern Railway  Company,  which  has  been  pending 
in  the  courts  for  some  time,  has  been  settled  by 
compromise.  Dr.  Montgomery  received  compen- 
sation to  the  amount  of  $15,000.  A few  years 
ago  the  doctor  was  extensively  and  permanently 
injured  by  a Southern  train  at  a crossing  near 
Leighton,  Alabama. 

K.  F.  McRae,  Belmont. 


WARREN  COUNTY. 

Dr.  Guy  P.  Jarratt  attended  the  meeting  of  the 
Southern  Pediatric  Association  which  was  held 
recently  at  the  Edgewater  Gulf  Hotel. 

Drs.  L.  S.  Lippincott,  Guy  P.  Sanderson,  and 
Edley  H.  Jones  attended  the  17th  District  Rotary 
Conference  in  Gulfport. 

As  a token  of  their  personal  esteem,  the  mem- 
bers of  the  Eye,  Ear,  Nose  and  Throat  section 
of  the  Mississippi  State  Medical  Association  pre- 
sented President  E.  F.  Howard  with  a desk  set 
during  the  annual  meeting  of  the  section. 

Dr.  and  Mrs.  C.  F.  McCuskey  were  the  house 
guests  of  Dr.  and  Mrs.  W.  H.  Parsons  for  a few 
days  prior  to  the  State  Association  Meeting.  Dr. 
McCuskey  is  the  associate  chief  of  the  anaesthetic 
department  of  the  Mayo  Clinic. 

Dr.  John  P.  Henry,  allergist  of  Memphis,  Tenn., 
visited  Dr.  and  Mrs.  Edley  Jones  during  the  State 
Medical  meeting. 


W.  H.  Curry,  Eupora. 


Edley  H.  Jones,  Vicksburg. 
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VICKSBURG  HOSPITAL. 

At  the  regular  staff  meeting  of  the  Vicksburg 
Hospital  on  Thursday,  April  16,  in  addition  to 
the  members  of  the  staff,  Drs.  G.  W.  Gaines  of 
Tallulah,  La.,  and  W.  H.  Scudder  of  Mayersville, 
were  present.  The  following  program  was  pre- 
sented : 

Routine  business. 

Report  of  the  Recent  Meeting  of  the  American 
Association  for  the  Study  of  Goiter. — Dr.  W.  H. 
Parsons. 

Discussion  of  twenty-five  questions  as  set  forth 
by  the  American  College  of  Surgeons  for  Hos- 
pital Standardization. 

Refreshments  were  served  and  the  meeting 
adjourned. 

At  the  meeting  of  the  staff  of  the  Vicksburg 
Hospital  on  Saturday,  May  9,  besides  the  members 
of  the  staff,  there  were  present  Dr.  G.  W.  Gaines 
of  Tallulah,  Louisiana,  and  Dr.  C.  F.  McCuskey, 
Associate  Chief  of  the  Anesthesia  Department 
of  the  Mayo  Clinic.  The  following  program  was 
presented: 

Routine  business. 

Exstrophy  of  the  Bladder,  With  Presentation 
of  a Case. — Dr.  W.  H.  Parsons. 

Injuries  to  the  Eye,  With  Case  Reports. — Dr. 
Edley  H.  Jones. 

Demonstration  of  Testing  Roentgen-Ray  Films. 
— Dr.  Guy  P.  Sanderson. 

Spinal  Anesthesia. — Dr.  C.  F.  McCuskey. 

Refreshments  were  served  and  the  meeting 
adjourned. 


CRAWFORD  CLINIC. 

Dr.  Walter  W.  Crawford  has  announced  the 
association  of  Dr.  Henry  Baby  of  Montreal  as 
Chief  of  the  Eye,  Ear,  Nose  and  Throat  Depart- 
ment of  the  Crawford  Clinic  at  Hattiesburg. 


PIKE  COUNTY  MEDICAL  SOCIETY. 

Dr.  R.  H.  Brumfield,  Secretary,  reports  that 
the  Pike  County  Medical  Society  met  in  the  Palm 
Room,  McColgan  Hotel,  McComb,  on  May  7,  at 
7 p.  m.,  with  the  following  members  present:  Drs. 
I.  E.  Stennis,  President;  W.  0.  Biggs,  W.  F.  Cot- 
ton, T.  E.  Hewitt,  B.  J.  Hewitt,  H.  C.  Hatcher, 

L.  J.  Rutledge,  L.  D.  Dickerson,  L.  W.  Brock, 

M.  D.  Ratcliff,  E.  M.  Givens,  Thomas  Purser,  and 
It.  H.  Brumfield. 


Dr.  I.  D.  Boyett,  Kentwood,  La.,  and  Dr.  B. 
L.  Crawford,  Tylertown,  were  guests  of  the  so- 
ciety. 

The  following  program  was  presented: 
Congenital  Cataracts — A case  report. — Dr.  W. 
F.  Cotton. 

The  Treatment  of  Acute  Traumatic  Cranio- 
Cerebral  Injuries. — Dr.  H.  C.  Hatcher. 


DR.  W.  S.  WEISSINGER. 

Dr.  W.  S.  Weissinger  of  Hernando  died  after  a 
brief  illness  on  April  15,  1931.  He  was  an  hon- 
orary but  an  active  member  of  the  DeSoto  Coup- 
ty  Medical  Society.  He  was  a native  Mississip- 
pian  born  in  1847,  a valiant  soldier  in  the  Con- 
federate Army;  his  family  properety  was  lost 
during  the  devitating  years  of  and  after  the  Civil 
War.  He  taught  school  for  two  years,  then  at- 
tended a medical  school  in  Louisville,  Kentucky, 
completing  his  medical  studies  in  1870  at  Tulane 
Medical  College,  New  Orleans.  He  practiced  his 
chosen  profession  successfully  in  this  county  over 
fifty  years.  He  was  a Southerner  of  the  true 
type,  gallant,  sincere,  true  and  just.  He  was  a 
consistent  member  of  the  Methodist  Episcopal 
Church,  South,  a Mason  and  withall,  a Christian 
gentleman. 

We  will  miss  him  in  our  metings.  A beautiful 
floral  offering  was  placed  on  his  grave  by  mem- 
bers of  the  local  medical  Society. 

L.  L.  Minor,  secretary. 


PONTOTOC  COUNTY. 

It  is  a real  pleasure  as  County  Correspondent 
to  make  an  attempt  to  inform  the  Medical  Society 
on  the  outside  of  the  County  of  the  course  of 
events  within  our  County  of  Pontotoc.  Our  doc- 
tors have  been  kept  quite  busy  with  a wave  of 
mild  influenza,  allergic  manifestations  and  the 
general  county-wide  affairs  of  the  physician. 
Nothing  of  unusual  importance  has  taken  place 
with  the  fraternity  of  this  county  individually. 

Eliam  B.  Burns,  Ecru. 


MONROE  COUNTY. 

I am  in  receipt  of  your  form  letter  to  “County 
Editors”  and  shall  without  delay,  try  to  answer  it. 
My  reply  will  not,  in  any  sense,  carry  any  scien- 
tific data,  but  on  the  other  hand  will  express  a 
few  personal  thoughts  and  sentiments. 

First,  I will  say  that  I am  all  a-tip-toe  with  an- 
ticipation of  pleasant  expectations  and  friendly 
greetings  to  be  experienced  at  the  meeting  in 
Jackson  next  week.  I,  always,  consider  this  occa- 
sion a red  letter  week  in  each  year’s  calendar. 
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Next,  I want  to  express  my  appreciation  of 
your  splendid  efforts  to  serve  the  Association  as 
chief  of  its  editorial  staff.  I fear  that  few  of 
us  have  stopped  to  consider  or  think  of  how  ex- 
acting and  difficult  the  duties  devolving  upon  you 
are,  or  of  how  faithfully  and  efficiently  you  have 
discharged  them.  If  my  commendation  should 
be  gratifying  to  you,  I shall  be  glad  that  I have 
voiced  it. 

I have  but  little,  if  any,  news  to  pass  along; 
for  it  seems  a doctor’s  life  is  drab  and  prosaic. 
Fortunately,  I have  no  deaths  to  chronicle  among 
the  membership  of  our  society  since  last  reports. 
If  there  have  been  marriages  or  births  they  have 
not  been  made  known  to  me.  Finances  are  rather 
“close”  with  most  of  us,  I fancy.  So  no  exten- 
sive trips  or  tours  abroad  have  been  indulged  in 
by  any  of  our  membership.  Our  last  meeting  was 
at  Starkville  in  March.  It  was  a very  enjoyable 
meeting,  though  not  very  largely  attended.  Quite 
a few  visitors  were  with  us — our  President,  Dr. 
Howard,  among  them.  Of  course  they  were  all 
Very  welcome.  Ours  is,  perhaps  the  largest — 
certainly  the  best — component  society  in  the 
Association,  and  the  one  distinguishing  feature  of 
this  society  is  the  hearty  welcome  that  is  extended 
to  doctors  out  of  our  bounds. 

On  next  Monday  morning  I shall  leave  home 
for  Jackson,  and  as  is  my  custom,  I plan  to  stop 
for  a moment’s  call  upon  Dr.  W.  H.  Young  of 
Grenada. 

Dr.  Young,  I consider  as  “the  outstanding  grand 
old  man”  of  our  family.  He  is  disabled,  of  course, 
but  his  heart  will  never  grow  old. 

I shall  be  attended  on  this  trip — in  fact  I shall 
be  his  travel  guest — by  Dr.  C.  E.  Boyd  of  Hatley, 
this  county.  Dr.  Boyd  has  never  attended  one 
of  our  State  meetings  and  it  will  be  a great 
pleasure  to  introduce  him  to  the  membership  and 
to  vouch  for  him  in  all  particulars.  He  is,  at 
present  our  local  president  and  delegate  to  the 
State  Association.  On  the  occasion  of  his  elec- 
tion to  the  presidency,  he  came  to  me  and  said 
“I,  this  day  turn  over  a new  leaf — I shall  not 
permit  my  private  work  to  hinder  me  from  attend- 
ing all  meetings,  both  local  and  state,  during  the 
year  of  my  presidency,  at  least.”  So  I know,  full 
well,  he  has  enlisted,  not  “for  a day  or  a week” 
but  for  life. 

I am  counting  on  seeing  you  and  many,  many 
of  my  dearest  friends  next  week.  “So  long  until 
then  (tomorrow).” 

G.  S.  Bryan,  Amory. 


COPIAH  COUNTY. 

Dr.  J.  M.  Catchings  of  Hazlehurst,  Copiah 
County,  one  of  the  most  prominent  physicians  of 
South  Mississippi,  is  seriously  sick  in  a Jackson 
Hospital. 

His  condition  at  first  (about  two  weeks  ago) 
was  desperate,  but  he  is  showing  a comeback,  and 
friends  and  relations  are  now  hopeful  of  his  re- 
covery. W.  L.  Little,  Wesson. 


CENTRAL  MEDICAL  SOCIETY. 

At  the  April  meeting  of  the  Central  Medical 
Society  held  at  the  Edwards  Hotel,  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society  was 
the  guest  of  the  local  society  and  gave  the  fol- 
lowing very  interesting  program: 

The  Heart  in  Pregnancy. — Dr.  L.  J.  Clark, 
Vicksburg. 

Some  Abnormal  Conditions  in  Obstetrics. — Dr. 
P.  S.  Herring,  Vicksburg. 

Pyelitis  in  Children. — Dr.  I.  C.  Knox,  Vicksburg. 

This  was  one  of  the  best  programs  presented 
before  the  Society  in  many  months  and  brought 
forth  a wealth  of  interesting  discussions.  The 
meeting  was  attended  by  ninety  doctors  includ- 
ing visitors,  all  of  whom  are  looking  forward  to 
a return  joint  meeting  with  the  Issaquena-Shar- 
key-Warren  Counties  Society  in  Vicksburg  in 
July. 

The  question  of  a local  maternity  clinic  was 
presented  to  the  society  by  the  local  Women’s 
Clubs  and  received  the  hearty  indorsement  of 
the  local  doctors. 

County  Editors  for  Central:  Hinds,  Dr.  A.  G. 
Wilde,  Jackson;  Scott,  Dr.  W.  C.  Anderson,  For- 
est; Rankin,  Dr.  H.  N.  Holyfield,  Brandon;  Yazoo, 
Dr.  C.  M.  Coker,  Eden;  Madison,  Dr.  A.  P.  Dur- 
fey,  Canton 

W.  L .Hughes,  Secretary. 


CLINICS. 

A pleasant  feature  of  the  recent  meeting  of 
the  Mississippi  State  Medical  Association  in  Jack- 
son  was  the  Medical  and  Surgical  Clinics  pre- 
sented at  the  hospitals  of  Jackson  on  Monday, 
May  11.  All  were  most  interesting  and  well  at- 
tended. 

Clinical  demonstrations  were  given  as  follows: 

Baptist  Hospital — Dr.  W.  L.  Hughes,  Tonsil- 
lectomies; Dr.  W.  B.  Dobson,  Eye,  Ear,  Nose  and 
Throat  cases;  Drs.  Van  Alstine  and  Ainsworth, 
Cystoscopic  and  Genito  Urinary  Demonstrations; 
Dr.  A.  G.  Wilde,  Demonstration  of  Congenital 


Mississippi  State  Medical  Association 


917 


Cataract,  Keratoconus  and  other  Eye  afflictions; 
Dr.  M.  L.  Batson,  Cataract  Operations — Local 
anesthetic;  Dr.  Robin  Harris,  Sinus  Operations; 
Dr.  R.  E.  Anderson,  Throat  Operations,  General 
Surgery;  Dr.  H.  R.  Shands,  Laparotomy,  Spinal 
anesthetic;  Dr.  F.  H.  Hagaman,  Resection  of 
lumbar  sympathetic  ganglia  for  Reynaud’s  disease; 
Dr.  H.  F.  Magee,  Postoperative  Ventral  Hernia; 
Dr.  F.  H.  Hagaman,  Autogenous  bone  graft  for 
multiple  fractures  of  the  spine;  Dr.  T.  J.  Crof- 
ford.  Diagnostic  Heart  Clinic;  Dr.  T.  E.  Wilson, 
Demonstrations  of  the  Electrocardiograph  and 
Flarimeter;  Dr.  C.  F.  MacKenzie,  Medical  Direc- 
tor’s Talk  to  Life  Insurance  Examiners;  Mr.  C. 
A.  Palmerlee,  Demonstrating  method  of  adminis- 
tering intravenous  glucose;  Dr.  Van  Ness,  Roent- 
genray  Demonstration;  Drs.  Van  Alstine  and  Ains- 
worth, Hematuria;  Dr.  H.  R.  Shands,  Treatment 
of  leg  ulcers;  Dr.  E.  A.  May,  The  Physician’s  Part 
in  Preventive  Dentistry;  Dr.  L.  W.  Long,  Spinal 
Anesthesia  in  Obstetrics;  Dr.  H.  F.  Garrison,  New 
Method  of  Treating  Hookworm  Disease — Experi- 
ence in  300  cases;  Dr.  F.  J.  Underwood,  Public 
Health  Talk;  Dr.  H.  C.  Sheffield,  Psychiatry  Clinic. 

State  Insane  Hospital — Dr.  C.  D.  Mitchell, 
Superintendent,  Mississippi’s  New  Hospital  for 
Mental  Diseases;  Drs.  W.  E.  Clark,  Douglas  D. 
Baugh  and  E.  J.  Banks,  Age  incidence  of  Mental 
Diseases  (with  exhibition  of  cases)  ; Drs.  R.  B. 
Seller  and  L.  L.  McDougal,  Syphilis  of  the  Cen- 
tral Nervous  System  (with  exhibition  of  cases 
and  laboratory  methods) ; Mr.  L.  C.  Tucker, 
Demonstration  of  Induction  of  Artificial  Fever  on 
Patient  in  the  Treatment  of  General  Paralysis. 

Jackson  Infirmary — Dr.  A.  G.  Wilde,  Eye 
Cases;  Dr.  A.  E.  Gordin,  Hernia — spinal  anesthe- 
sia; Dr.  J.  W.  Barksdale,  Phrenicectomy;  Dr.  A. 
E.  Gordin,  Cholecystectomy — spinal  anesthesia; 
Dr.  J.  W.  Barksdale,  Phrenicectomy;  Dr.  N.  C. 
Womack,  Medical  Clinics;  Dr.  G.  W.  F.  Rembert, 
Medical  Clinics. 

Dr.  Willis  Walley  Hospital— Dr.  Willis  Waey, 
Carcinoma  of  Breast;  Dr.  Willis  Walley,  Hysterec- 
tomy; Dr.  D.  W.  Jones,  Patent  Foramen  Ovale; 
Dr.  C.  L.  Simmons,  Atresia  of  Vagina;  Dr.  Willis 
Walley,  Clinical  Cases;  Dr.  F.  E.  Werkheiser, 
Clinical  Cases. 

Mississippi  State  Charity  Hospital — Dr.  F.  E. 
Werkheiser,  Laparotomy;  Dr.  W.  W.  Diamond, 
Laparotomy;  Dr.  Willis  Walley,  Laparotomy;  Dr. 


Willis  Walley,  Cancer  of  the  Breast;  Dr.  W.  W. 
Diamond,  Laparotomy;  Dr.  Ben  N.  Walker,  Cysto- 
scopic;  Dr.  Ross  Anderson,  Eye,  Ear,  Nose,  and 
Throat;  Drs.  Diamond,  Mill  and  Ward,  General 
Surgical  Cases;  Dr.  R.  W.  Hall,  Dermatological 
Clinic;  Drs.  Diamond  and  Mills,  Clinical  Cases; 
Drs.  Werkheiser  and  Ward,  Clinical  Cases;  Dr. 
Willis  Walley,  Clinical  Cases. 

Dr.  Willis  Walley  was  chairman  of  the  com- 
mittee in  charge  of  arrangements  for  the  clinics. 


THE  BAPTIST  HOSPITAL. 

The  Baptist  Hospital  Staff,  at  Jackson,  elected 
officers  at  the  April  meeting.  The  staff  is  com- 
posed of  36  of  the  leading  physicians  and  sur- 
geons of  Jackson.  The  regular  meetings  are  held 
at  the  hospital  the  first  Tuesday  night  in  each 
month.  At  these  meetings  the  cases  of  interest 
which  have  occurred  in  the  hospital  are  reported 
on  by  the  member  or  members  having  such  cases. 

The  following  officers  were  elected  at  this 
meeting:  President,  Dr.  Robin  Harris;  Vice-Presi- 
dent, Dr.  Frank  L.  Van  Alstine;  Secretary,  Dr. 
Harvey  F.  Garrison  (re-elected). 

There  is  always  a great  deal  of  interest  mani- 
fested in  the  staff  meetings  and  many  very  in- 
teresting cases  are  discussed  by  the  members  at 
each  meeting. 

H.  F.  Garrison,  Secretary. 


SHARKEY  COUNTY. 

Dr.  H.  B.  Goodman,  son  of  Dr.  H.  S.  Goodman, 
Cary,  spent  a few  days  with  his  parents  recently. 
Dr.  H.  B.  Godman  is  serving  his  second  year  as 
interne  at  the  Charity  Hospital  at  New  Orleans. 

Due  to  the  fact  that  Cary  is  now  on  the  Mis- 
sissippi Power  and  Light  Company  line,  Dr.  W.  C. 
Pool  has  installed  in  his  office  some  new  electrical 
equipment. 

Drs.  Barrier,  Stribling,  Goodman  and  Pool  at- 
tended a joint  meeting  of  the  Central  and  Issa- 
quena-Sharkey- Warren  Counties  Medical  Societies 
in  Jackson  on  April  21. 

W.  C.  Pool,  Cary. 


EYE  CLINIC. 

An  Eye  Clinic  was  held  in  the  offices  of  the 
Warren  County  Health  Department  by  the  Mis- 
sissippi State  Commission  for  the  Conservation  of 
Eyesight,  in  co-operation  with  the  Warren  County 
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Health  Department,  on  April  27.  Eighty-six  per- 
sons reported  for  examination. 

At  a similar  clinic  one  year  ago,  twenty-two 
were  examined.  Of  these  only  two  returned  this 
year,  most  of  the  others  having  had  defects  cor- 
rected. 

The  Commission  will  work  with  and  through  the 
local  health  department  by  follow-up  visits  to 
those  passing  through  the  clinic  in  an  endeavor 
to  have  all  defects  found  corrected. 

The  clinic  was  conducted  by  Mrs.  D.  W.  Mc- 
Bryde,  Jackson,  assistant  executive  secretary  for 
the  health  commission,  Dr.  F.  Michael  Smith,  Di- 
rector of  the  Warren  County  Health  Department, 
and  Drs.  Edley  H.  Jones,  M.  H.  Bell,  and  Charles 
J.  Edwards,  all  of  Vicksburg. 


NEWTON  COUNTY. 

A staff  meeting  of  the  Newton  Infirmary  was 
held  on  April  24  with  most  of  the  neighboring 
prysicians  at  roll  call.  Several  good  papers  and 
reports  were  presented,  including  one  on  pneu- 
monia with  the  reports  of  cases  treated  with  no 
bad  results. 

A sumptuous  repast  was  served  by  the  hospital 
staff.  The  staff  will  meet  regularly  each  month 
and  a cordial  invitation  is  extended  to  all  mem- 
bers of  the  Association  to  attend. 

S.  A.  Majure,  Hickory. 


EAST  MISSISSIPPI  MEDICAL  SOCIETY. 

The  East  Mississippi  Medical  Society  met  in 
the  Lamar  Hotel,  Meridian,  April  16,  with  fifty- 
six  members  and  fourteen  guests  present. 

Resolutions  of  respect  to  the  late  Dr.  J.  H. 
Rush  and  S.  H.  Hairston  were  presented  to  the 
Society  and  adopted  as  drafted  by  the  respective 
committees. 

Dr.  J.  L.  Parkes,  chairman  of  the  committee 
on  consideration  of  a series  of  educational  pub- 
licity articles,  reported,  “unfavorable.” 

Dr.  S.  T.  Miller  presented  an  interesting  and 
unusual  case  of  a little  boy  with  a diagnosis  of 
Gaucher’s  disease,  marked  by  a very  greatly 
enlarged  spleen.  This  case  was  discussed  by  Drs. 
T.  D.  Bourdeaux  and  G.  F.  Douglas. 


The  following  program  was  rendered: 

1.  University  of  Mississippi  Medical  school — 
Dr.  P.  L.  Mull,  Dean  of  the  School  of  Medicine, 
University. 

Discussed  by  Dr.  H.  M.  Ivy,  Superintendent  of 
the  Meridian  schools. 

2.  Injection  of  Fallopian  Tubes  with  Iodized 
Oil, — Its  Practical  Value  in  Pelvic  Pathology 
(Lantern  Slides) — Dr.  G.  F.  Douglas,  Birming- 
ham, Alabama. 

Discussed  by  Drs.  P.  L.  Mull,  R.  G.  Hand  and 
A.  C.  Bryan. 

3.  Blood  Pressure. — Dr.  T.  D.  Bourdeaux, 
Meridian. 

Discussed  by  Drs.  W.  J.  Coleman,  Dudley  Sten- 
nis,  T.  J.  Smith,  T.  G.  Cleveland  and  W.  S.  Polk. 

Dr.  J.  T.  Googe  made  a short  talk  on  the  small- 
pox situation  in  Lauderdale  County  and  then  dis- 
cussed in  detail  plans  of  the  Commonwealth  Fund 
of  New  York,  which  has  selected  Lauderdale 
County  as  one  of  the  two  counties  of  the  state 
to  put  on  a four  year  public  health  demonstra- 
tion program  Pike  County  has  also  been  chosen. 

T.  L.  Bennett,  Secretary. 


WOMEN’S  AUXILIARY. 

The  Women’s  Auxiliary  to  the  American  Medi- 
cal Association  has  been  placed  in  charge  of  all 
entertainment  of  women  visitors  at  the  meeting 
of  the  American  Medical  Association  in  Phila- 
delphia, June  8 to  12.  The  Auxiliary  began  its 
labors  on  June  27,  1930,  by  engaging  the  whole 
roof  garden  of  the  Bellevue  Stratford  Hotel  for 
the  period  of  the  Convention.  All  women’s  ac- 
tivities will  center  in  this  hotel, — registrations, 
meetings,  luncheon  and  supper  dance,  and  all  ex- 
cursions will  start  from  the  Broad  Streeet  en- 
trance. 

Invitations  and  tickets  must  all  be  procured 
in  advance  in  the  roof  garden  as  nothing  but 
programs  will  be  obtainable  elsewhere.  Members 
of  the  American  Medical  Association  are  invited 
to  join  all  excursions  and  should  ^register  for  them 
in  advance  at  the  roof  garden.  Rooms  for  state 
headquarters  have  also  been  reserved  in  the  hotel 
free  of  charve  where  visitors  may  make  them- 
selves at  home.  Their  use  for  evening  committee 
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meetings  will  prove  a life  saver  for  husbands 
longing  for  bed. 

Sponsors  have  been  appointed  to  look  after 
all  women  from  their  states  whether  auxiliary 
members  or  not.  The  list  of  sponsors  will  be 
printed  in  the  program. 

The  chairman  of  the  Women’s  Hotel  Committee 
is  Mrs.  Frederick  S.  Baldi,  2117  Porter  Street, 
Philadelphia,  who  will  be  glad  to  make  any  de- 
sired reservations.  The  preliminary  program  will 
appear  in  the  convention  number  of  the  Journal 
of  the  American  Medical  Association. 

Mrs.  L.  L.  Polk,  Purvis, 
Sponsor  for  Missisippi. 


PRESIDENT’S  REPORT. 

May  12,  1931. 

House  of  Delegates,  Mississippi  State  Medical  As- 
sociation, 

Gentlemen:  >.  * . ■ 

Your  attention  is  called  to  some  administrative 
details. 

Almost  immediately  after  adjournment  of  our 
last  session,  Dr.  P.  W.  Rowland  of  Oxford  re- 
signed from  the  office  of  Historian.  Since  Dr. 
Rowland  had  informed  a member  of  the  nominat- 
ing committee,  who  interviewed  him  on  the  sub- 
ject, that  he  “could  not  and  would  not  serve,” 
and  since  he  was  not  present  when  the  election 
was  held,  he  had  a perfect  right  to  decline.  His 
resignation  was,  therefore,  accepted  and  Dr.  J. 
S.  Ullman  of  Natchez,  appointed  to  fill  the  vacancy. 
This  office  therefore  becomes  vacant  at  the  ex- 
piration of  this  session,  with  four  years  of  an 
unexpired  term  to  be  filled. 

During  the  late  summer  Dr.  E.  M.  Gavin  of 
Richton  resigned  as  Councilor  of  the  Seventh  Dis- 
trict. Our  laws  do  not  give  the  President  of 
the  Association  authority  to  accept  the  resigna- 
tion of  an  officer  or  to  appoint  a successor,  nor 
does  a strict  interpretation  of  parliamentary  usage 
permit  such  action,  but  the  Council  had  ex- 
pressed its  opinion  that  a change  would  be  for 
the  best  interests  of  the  Association,  so  the 
resignation  was  accepted  and  Dr.  J.  E.  Green 
of  Richton  appointed  to  the  vacancy.  This  of- 


fice becomes  vacant  with  this  session,  with  one 
year  of  an  unexpired  term  to  be  filled. 

For  several  years  we  have  been  carrying  com- 
mittees on  necrology,  hospitals,  medical  educa- 
tion and  state  teachers’  association.  They  have 
never  functioned  except  sporadically;  the  one 
last  named  has  apparently  never  made  a report 
or  had  a meeting.  No  order  of  the  House  creat- 
ing them  could  be  found.  It  was  decided  to  get 
rid  of  so  much  dead  wood.  Therefore,  they  were 
not  re-appointed,  and  the  very  necessary  and 
disgracefully  neglected  work  of  the  committee  on 
necrology  was  loaded  onto  the  shoulders  of  the 
historian.  This  mention  is  made  in  order  that 
if  the  House  wishes  to  revive  these  committees 
it  may  do  so  by  proper  procedure. 

It  appearing  to  be  to  the  best  interests  of  the 
Association  to  employ  the  Vice-Presidents  in  the 
work  of  organization,  they  were  invited  to  take 
part,  and  the  Budget  and  Finance  Committee 
was  requested  to  recommend  an  expense  account 
for  them.  The  results  have  more  than  proven  the 
value  of  this  innovation.  The  willingness  with 
which  these  gentlemen  responded  to  the  call, 
and  the  activity  they  have  displayed,  is  ample 
evidence  that  we  have  been  neglecting  one  of 
the  best  forces  in  our  entire  armament.  Permit 
me  here  to  officially  record  my  appreciation  of 
their  invaluable  assistance,  without  which  very 
little  would  have  been  accomplished. 

The  Bank  of  Winona  having  “frozen”  the  funds 
of  the  Winona  District  Society,  the  Budget  and 
Finance  Committee  was  requested  to  authorize^ 
our  Treasurer  to  lend  the  Society  sufficient  money 
to  pay  its  Association  dues,  this  to  be  secured 
by  a note  of  the  Society,  to  be  paid  when  the 
frozen  funds  are  released.  This  statement  is 
made  to  assume  the  responsibility  for  this  action 
of  the  Committee  and  Treasurer,  since  it  was 
taken  at  my  request. 

Permit  me  in  concluding  this  “swan  song”  to 
voice  my  appreciation  of  the  honorr  you  have 
done  me.  That  it  is  beyond  my,  deserts,  every 
day  of  the  past  twelve  months  has  showed  me.  I. 
can  only  express  the  hope  that  you,  out  of  the 
kindness  of  your  hearts,  will  not  blame  my  failures 
as  severely  as  I do. 

E.  F.  Howard. 


BOOK  REVIEWS 


History  of  Haitian  Medicine:  By  Robert  P.  Par- 

sons, Lieut.  Com.  M.  C.,  U.  S.  N.  New  York, 
Paul  B.  Hoeber,  Inc.  1930.  pp.  196. 

Haitian  medicinp  falls  logically  into  three  prin- 
cipal periods;  namely,  the  French  Colonial  period 
during  the  seventeenth  and  eighteenth  centuries, 
the  independent  period  from  1804  to  1915,  and  the 
period  of  American  occupation  since  1915. 

During  the  French  Colonial  period  there  is  little 
to  relate  other  than  the  founding  of  military  hos- 
pitals at  Cape  Haitien,  Port  au  Prince  and  Aux 
Cayes  and  the  fragmentary  writings  of  Pouppe- 
Despoptes,  Joly  Docoeur,  and  Chevalier.  The 
period  of  independence  (1804-1905)  begins  with 
the  reign  of  the  patriot  Toussaint  Louverture, 
“the  first  of  the  Blacks.”  He  is  assassinated  and 
succeeded  by  Jean  Jacques  Dessalines,  hater  of  the 
whites.  Neither  of  these  rulers  contributes  to 
medical  progress.  Then  comes  his  Black  Majesty, 
Henry  Christophe,  who  completes  the  Sans  Souci 
palace,  establishes  a Royal  Medical  School,  imports 
the  eminent  Dr.  Duncan  Stewart  from  Edinburgh 
and  appoints  him  physician  to  the  king  and  to  the 
chair  of  anatomy  and  surgery  in  his  Royal  School. 
Cbristophe  is  overthrown  by  Boyer,  the  mulatto. 
To  Boyer  must  be  given  credit  for  bringing  to 
Haiti  Dr.  Peter  Lowell  and  Dr.  Dehoux  whose 
pioneering  paves  the  way  for  the  extraordinary 
benefits  which  are  to  follow.  A local  medical 
school  is  founded  to  replace  the  Royal  College,  a 
hospital  is  built,  politics  interferes,  hospital  and 
school  are  divorced.  Changing  governments  follow: 
Heard,  Guerrier,  Pierrot,  Riche  and  Faustin  I 
(Faustin  Soulouque)  with  his  famous  musical 
comedy  empire!  The  school  has  a stormy  time, 
medical  progress  is  blocked  in  every  quarter. 

i,  T it. 

In  1905  Haiti  is  blessed  with  the  American  occu- 
pation. The  United  States  Public  Health  Service 
ta.khs  charge;  epochal  work  is  accomplished;  sani- 
tation replaces  filth ; discoveries  mount  and  medical 
history  is  written.  Paul  Wilson  joins  the  immor- 
tals. 

Do  not  fail  to  read  this  splendid  account  of  a 
most  fascinating  country.  It  is  charmingly  and 
accurately  written  and  the  most  enjoyable  night’s 
reading  this  reviewer  has  occasioned  in  many 
moons.  The  oft  told  tale  of  Paul  Wilson’s  travel- 
ing clinic  deserves  special  mention.  We  can  well 
appreciate  now  what  prompted  him  to  say  that 
what  Haiti  needed  was  soap,  salvarsan  and  sun- 
shine, and  that  the  good  Lord  would  furnish  the 
sunshine. 

It  is  prefaced  by  Stitt. 

Maurice  Sullivan,  M.  D. 


Surgery:  Its  Principles  and  Practice:  By  Astley 
Paston  Cooper  Ashhurst,  A.  B.,  M.  D.,  F.  A. 
C.  S.  4th  ed.  rev.  Philadelphia,  Lea  and 
Febiger.  1931.  pp.  1189. 

Everyone  familiar  with  Ashhurst’s  Surgery  is 
aware  that  since  the  appearance  of  the  first  edition 
in  1914  it  has  been  an  outstanding  authoritative 
one-volume - *Urgical  text,  distinguished  for  its 
careful  style,  its  well  balanced  consideration  of 
nearly  all  surgical  subjects  and  its  abundance  of 
excellent  illustrations.  It  has  always  served  as 
useful  a purpose  as  any  one-volume  surgical  text 
can  hope  to  serve.  Its  well  merited  success  has 
demonstrated  that  it  has  proved  more  useful  than 
many  similar  texts. 

The  present  edition  (fourth)  shows  careful  re- 
vision to  keep  the  text  “up-to-date,”  and  also  to 
improve  the  illustrations.  Unfortunately  some  of 
the  re-written  sections  are  of  necessity  so  brief 
that  they  serve  only  as  an  outline  to  suggest  what 
is  new  on  the  subject. 

It  seems  certain  “that  in  its  new  form  the  book 
not  only  will  retain  all  its  old  friends  but  will 
make  for  itself  many  new  friends,  as  it  has  always 
done  heretofore  wherever  it  was  known.” 

Earl  Garside,  M.  D. 


Microbiology  and  Elementary  Pathology:  By 

Charles  G.  Sinclair,  B.  S.,  M.  D.  Philadel- 
phia, W.  B.  Saunders  Co.  1931.  pp.  362. 

This  compact,  comprehensive,  and  fairly  easily 
understood  text  dealing  with  elementary  micro- 
biology and  pathology,  although  of  broader  aspect 
than  the  usual  text,  is  presented  mainly  from  the 
point  of  view  and  in  the  interest  of  the  student 
nurse.  It  is  divided  into  three  parts: 

Part  I,  Microbiology;  outlines  briefly  the  his- 
torical development  of  bacteriology,  the  general 
morphological  and  cultural  characteristics  of 
micro-organisms,  their  distribution  and  biochemical 
activities.  The  question  of  destruction  of  micro- 
organisms, by  physical  and  chemical  agents,  is 
presented  in  detail  with  special  reference  to  sur- 
gical and  sanitary  disinfection.  The  latter  half  of 
the  first  part  presents  the  fundamentals  of 
immunity  and  infection,  with  detailed  consideration 
of  all  the  usual  micro-organisms  pathogenic  to 
man. 

Part  II  is  composed  entirely  of  a few  well 
planned  and  essential  practical  laboratory  exer- 
cises demonstrating  the  fundamentals  of  bac- 
teriology. 
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Part  III  deals  briefly  with  the  basic  principles 
of  inflammation  and  repair,  animal  parasites, 
tumors  and  clinical  microscopy.  A concise  value 
of  interest  to  the  student  as  well  as  to  the  graduate 
nurse. 

Rigney  D’Aunoy,  M.  D. 


Selections  from  the  Papers  and  Speeches  of  John 
Chalmet  s DaCosta,  M.  D.,  LL.  D. : Philadel- 

phia, W.  B.  Saunders  Company.  1931. 

pp.  440. 

This  volume,  as  the  title  implies,  represents  a 
variegated  series  of  addresses  that  have  been  de- 
livered by  the  distinguished  Samuel  D.  Gross  Pro- 
fessor of  Surgery  at  the  Jefferson  Medical  College. 
The  essays  are  written  with  a charm  and  an 
appeal  which  make  them  of  interest  not  only  to  a 
former  Jefferson  student  and  to  medical  men  in 
general,  but  also  to  the  one  who  takes  pleasure 
in  reading  biographical  sketches  and  who  delights 
in  the  honest  expression  of  opinion  which  may  be 
controversial  but  which  is  at  least  put  forth  un- 
hesitatingly and  with  vigor.  Dr.  DaCosta  at  no 
time  minces  words  and  he  dogmatically  states 
what  he  believes  is  the  truth.  For  example,  in 
speaking  of  civil  service  boards,  he  says,  “Some  of 
the  questions  asked  must  have  been  conceived  in 
the  incurable  wards  of  lunatic  asylum.  The  same 
is  true  of  many  examinations.  They  are  not  tests 
of  a man;  they  are  only  tests  of  his  memory  for 
facts.  They  tell  us  nothing  of  his  judgment,  tact, 
energy,  enthusiasm,  idealism,  reason,  observation, 
temperament,  disposition,  honesty,  loyalty,  courage, 
truthfulness  or  intelligence.” 

Of  the  surgeon  he  writes,  “It  takes  years  of 
training  to  equip  a man  to  follow  surgery  as  a 
specialty.  A training  in  general  medicine  broadens 
the  man  immensely.”  “The  very  best  minds  in  a 
class  seldom  lean  to  surgery.  This  is  a sad  ad- 
mission, but  it  is  true.”  “There  is  no  doubt  that 
a good  deal  of  rashness  and  a certain  amount  of 
incompetence  is  sought  to  be  concealed  by  the  prac- 
tice of  exploratory  incision.” 

Frequently  the  author  expresses  rather  a cynical 
outlook  on  life  in  general.  Again  to  quote,  “A  man 
who  pays  his  surgeon  many  gleaming  compliments, 
seldom  pays  him  anything  else.”  “Sometimes  a 
man  tells  the  truth  out  of  pure  meanness.”  “Some 
who  approach  the  summit  don’t  stay  there  long. 
They  can’t  stand  the  altitude.”  “Many  patients 
are  as  oblivious  to  all  signs  of  gratitude  as  a 
stone  stag  is  to  a vote  of  condolence.”  In  speaking 
of  investigative  work,  he  says  that  “a  real  dis- 
coverer is  the  poet  of  science  and  like  the  poet 
he  is  born,  not  made.”  The  book  is  teeming  with 
splendid  advice  not  only  for  the  surgeon,  but  for 
all  medical  men.  He  says,  “No  surgeon  should 


continue  to  treat  medical  patients  when  he  is  well 
launched  as  a surgeon.  He  lacks  time  and  oppor- 
tunity to  keep  thoroughly  informed  in  both 
branches.”  At  times  the  inherent  idealism  of  the 
man  shows  through  the  miasma  of  cynicism. 
Again  to  quote  from  one  of  the  speeches,  “One 
who  would  take  away  our  ideals  is  as  one  who 
would  take  the  heat  from  flame — who  would  steal 
the  perfume  from  the  rose — who  would  stain  the 
glorious  colors  of  the  sunset — who  would  strip  the 
splendor  from  the  radiant  brow  of  morning. 
“Jealousy  of  a colleague  or  rival  is  one  of  the 
meanest  and  most  foolish  of  vices.”  “A  loafer  is 
a failure.  To  loaf  in  front  of  a church  is  just  the 
same  as  to  loaf  in  front  of  a saloon.  One  'may 
loaf  in  a library  or  laboratory  or  hospital  just  as 
on  a street  corner,  at  a bar  rail  or  at  an  after- 
noon tea.  Indolence  sterilizes  the  mind  . . . Real 
success  can  come  only  from  work.” 

Doctor  DaCosta  expresses  time  and  again  his 
love  and  admiration  of  the  men  who  immediately 
preceded  him — Dr.  W.  W.  Keen  and  Dr.  Samuel  D. 
Gross.  He  is  a great  admirer  of  the  French  school, 
one  of  the  most  delightful  speeches  being  on 
Medical  Paris  during  the  Reign  of  Louis  Philippe, 
and  equally  interesting  is  a sketch  of  Baron  Larrey. 

Excerpts  and  quotations  from  this  fascinating 
book  give  some  indication  of  the  pungency  of  the 
papers  and  the  force  behind  the  essays;  the  re- 
markable vocabulary  and  the  delightful  manner  of 
presentation  of  the  author.  The  book  was  a real 
treat  to  the  reviewer,  who  can  recommend  it  un- 
hesitatingly to  those  who  enjoy  good  writings. 

J.  H.  Musser,  M.  D. 


Patholopy  of  Internal  Diseases:  By  William  Boyd, 
M.  D.,  M.  R.  C.  P.  1st  ed.  Philadelphia,  Lea 
& Febiger.  1931.  pp.  888. 

This  excellent  treatise  invades  a new  field  of 
endeavor,  being  a connecting  link  between  path- 
ological physiology  and  clinical  medicine.  There 
is  no  standard  of  comparison,  for  this  text  is  dis- 
tinctly different  from  any  work  we  have  at  present. 
It  is  a companion  volume  to  the  surgical  pathology 
by  the  same  author. 

The  subject  matter  is  arranged  according  to 
anatomical  systems  and  is  written  in  a clear  un- 
adulterated style.  It  is  distinctly  a book  for  one 
who  has  adready  acquired  a basic  knowledge  of 
pathology  as  it  omits  many  fundamentals.  How- 
ever, it  contains  information  obtained  in  the  very 
recent  past.  The  chapter  on  renal  diseases  is  no 
doubt  the  most  modern  we  possess  in  any  text 
book,  nephrosis  is  described  in  deatl.  The  chap- 
ters on  heart  disease,  diseases  of  the  liver,  in- 
cluding tests  of  liver  function  and  diseases  of 
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the  thyroid  gland,  likewise  radiate  the  very  latest 
conceptions.  Throughout  the  book  a constant  en- 
deavor has  been  made  to  explain  the  symptoms  of 
thet  patient  by  the  pathological  lesions  present. 

The  bibliography  is  most  modern  and  ample. 
The  illustrations  are  in  keeping  with  the  modelrtL 
trend  exhibited  throughout  the  volume. 

One  cannot  sit  down  and  read  the  text  from 
cover  to  cover.  It  is  a volume  for  reference  being 
easy  reading,  concise  and  yet  adequate,  represent- 
ing clinical  pathology  as  it  exists  in  1931. 

Briefly,  this  book  is  an  outstanding  addition  to 
present  day  literature  and  worthy  oY  study  by  any 
physician,  either  surgeon  or  internist. 

Sidney  M.  Copland,  M.  D. 


Introduction  to  Pharmacology  and  Therapeutics: 
By  J.  A.  Gunn,  M.  D.,  D.  Sc.  (Edin.),  M.  A. 
(Oxon.).  2nd  ed.  London,  Oxford  Univ.  Press. 
1931.  pp.  233. 

This  is  an  excellent  small  replete  with  informa- 
tion. Enough  of  physiological,  pharmacological 
facts  are  given  to  make  the  subject  intelligible. 
The  therapeutics  is  concise  and  factual.  It  is 
most  interesting  reading. 

I.  L.  Robbins,  M.  D. 


The  Letters  of  Dr.  Betternvan:  By  Charles  Elton 

Blanchard,  M.  D.  Youngstown,  Ohio,  Med. 
Success  Pr.  1931.  pp.  157. 

A series  of  letters  dealing  with  matters  of  medi- 
cal practice  and  ethics.  Nothing  new  or  note- 
worthy. 

I.  L.  Robbins,  M.  D. 


Talks  on  Tuberculosis,  with  Patients  and  Their 
Friends:  By  John  B.  Hawes,  II,  M.  D.  Bos- 

ton, Houghton.  1931.  pp.  179. 

A book  for  the  patient  and  his  friends.  Scien- 
tific facts  are  popularly  presented.  It  should  prove 
of  anuch  interest  and  value  to  the  patient. 

I.  L.  Robbins,  M.  D. 


Kurzes  Handbuch  der  Ophthalmologie:  (Short 

Handbook  of  Ophthalmology),  Vol.  I.  Edited 
by  E.  Schieck  and  A.  Bruckner.  Berlin, 
Julius  Springle.  1930.  pp.  882. 

The  first  of  a seven  volume  system  to  be  com- 
pleted by  1933,  promises  to  be  the  best  illustrated, 
most  complete  and  expensive  encyclopedia  yet  pub- 
lished on  ophthalmology.  Some  forty  well  known 
German  authors  are  among  the  contributors.  This 


series  will  probably  take  the  place  of  the  more 
technical  Graefe-Saemisch  Handbook  which  has 
never  been  and  probably  will  never  be  completed. 

The ' first  Chapter  of  about  350  pages  by  Pro- 
fessor Eisler  on  the  anatomy  of  the  eye  is  excep- 
tionally thoroughly  and  clearly  written.  The  com- 
pleteness with  which  the  literature  has  been  re- 
viewed may  be  judged  by  the  35  page  bibliography 
containing  approximately  2,00  references  for  this 
section  alone.  Especially  interesting  is  the  very 
elaborate  table  of  contents  which  illustrates  its 
possibilities  in  finding  desired  information  and 
advantages  for  some  purposes  over  the  alphabeti- 
cal index.  The  current  tendency  in  German  Oph- 
thalmic literature  is  toward  greater  detail  in  the 
table  of  contents  and  less  detail  in  the  alphabetic 
index. 

The  association  of  the  eye  and  the  brain  is  next 
discussed  in  some  75  pages.  The  development  of 
the  eye  and  its  congenital  anamolies  in  about  150 
pages  follows. 

The  final  chapter  is  one  of  the  most  remarkable 
monographs  I have  ever  read;  one  that  will  stand 
out  in  Ophthalmic  literature;  Heridity  of  ocular 
affections  by  Dr.  Francheschetti. 

Chas.  A.  Bahn,  M.  D. 
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